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Abstract 
 
Misuse of over-the-counter (OTC) codeine is a global public health concern.  There 

is increasing evidence of significant patient harm and burden to healthcare 

systems, including codeine dependence, gastric and renal morbidities and even 

death. 

 

Knowledge and understanding of the experience of OTC codeine misuse and 

recovery is critical to the design of effective prevention and intervention strategies.  

While scholarly research into OTC codeine misuse has increased in recent years, 

few studies have specifically examined the perspectives of OTC codeine misusers.  

There is little research about OTC codeine misuse in rural and regional areas and 

studies about OTC codeine misuse utilising mixed methods designs are scarce.  To 

address these identified gaps within the existing literature, this study utilises a 

mixed methods approach to explore accounts of OTC misusers living in regional 

Tasmania, Australia. 

   

The study’s convergent mixed methods design involved: (1) an innovative approach 

to Q Methodology incorporating a Delphi technique, and (2) qualitative interviews.  

By harnessing the strengths and integrating the findings from both approaches, the 

mixed methods design enabled a more rigorous exploration and understanding of 

the OTC codeine misuse experience than could have been achieved by using either 

approach alone. 

 

For the Q Methodology strand, ninety-nine self-identified long-term OTC codeine 

users living in North or North West Tasmania completed the 46 statement online Q 

sort.  Twenty-six of these participants were classified as dependent on OTC 

codeine; having achieved a score of five or higher on the Severity of Dependence 



 xix 

Scale (SDS), and their responses were included in the Q analysis.  The 26 Q sorts 

were statistically analysed using principal components analysis followed by varimax 

rotation, using the program PQMethod version 2.35.  Factor interpretation was 

undertaken using Watts and Stenner’s crib sheet method.   

 

For the qualitative strand, fifteen of the self-identified long-term OTC codeine users 

who completed the online Q sort were recruited to undertake semi-structured 

telephone interviews.  The interview transcripts were analysed with the aid of 

NVivo qualitative data analysis software version 12, using an abductive approach to 

qualitative content analysis.  The results from each strand were analysed separately 

and then integrated. 

 

The findings provide insight into the experience of OTC codeine misuse, contribute 

to the existing body of OTC codeine misuse literature and provide guidance for 

policy and interventions.  There were four key findings about OTC codeine 

misusers: (1) the identification of two distinct accounts of misuse; (2) use of OTC 

codeine to self-treat physical pain, stress and mental health conditions; (3) a 

gradual transition from use to misuse and growing awareness of a problem; and (4) 

the ability to recover via self-change.  The discovery of two distinct accounts 

suggests that the experience of OTC codeine misuse is not universal and that a 

range of strategies may be required to optimally tailor interventions and guide 

policy.  The findings indicate that the inclusion of strategies to: improve the 

management of pain, stress and mental health conditions, raise self-awareness of 

problematic use and the potential for self-change, and increase social and web-

based supports, should be considered when designing health policy initiatives that 

aim to reduce OTC codeine misuse. 

 

The research has a number of strengths, including originality and rigour in its design 

and conduct.  It has methodological significance, having contributed a new 



 xx 

approach to Q sample construction and identified and critically examined 

inconsistencies and challenges with the use of Q Methodology, the Delphi 

technique, and addiction terminology.  The research was, however, not without 

limitations, including the use of relatively small sample sizes, the possibility of recall 

bias amongst participants who were not current misusers and the conduct of the 

research just prior to the up-scheduling of OTC codeine in Australia.  Further 

research is suggested to explore whether the two accounts are present among 

other population groups, to ascertain whether other accounts of misuse exist, and 

to examine differences in the effectiveness of interventions between the groups. 
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1 Chapter One:  Introduction 
 
1.1 Introduction  

Misuse of over-the-counter (OTC) codeine is recognised internationally as a rising 

public health issue.  There have been increasing reports of misuse and resultant 

harms, both in Australia and overseas, including dependence, gastric and renal 

morbidities and even death.   

 

Knowledge and understanding of the experience of OTC codeine misuse and 

recovery is critical to inform and tailor the design of effective prevention and 

intervention strategies.  While scholarly research into OTC codeine misuse has 

increased in recent years, few studies have specifically examined the perspectives 

of OTC codeine misusers, there is little research about OTC codeine misuse in rural 

and regional areas and studies utilising mixed methods designs are scarce.  This 

study explores accounts of OTC misusers living in regional Tasmania, Australia, 

using a mixed methods approach.  The findings contribute to understanding this 

distinct type of drug misuser and have relevance for the design of policy and 

interventions for the prevention and management of OTC codeine misuse. 

 

This thesis incorporates three publications that arose from the research.  This 

introductory chapter presents an overview of the study.  It commences with the 

study background, introducing the topic and providing a summary of: codeine 

pharmacology; approved OTC codeine use and misuse; the history of Australian 

codeine scheduling; the lack of consensus in addiction terminology; the screening 

and diagnosis of substance use disorders; theories that have been used to explain 

addictive behaviours; and addiction treatment services in Australia.  It then 

provides the rationale, significance, context and aim of the research, followed by 

an outline of the methodology and methods used and the study strengths and 

limitations.  The chapter concludes by outlining the structure of the thesis.  
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Throughout this manuscript, referencing follows the conventions of the American 

Psychological Association Seventh Edition citation style (American Psychological 

Association, 2020). 

 

1.2 Background of the study 

Codeine is a commonly consumed opioid worldwide; used therapeutically for its 

analgesic, antitussive and anti-diarrhoeal effects.   In Australia alone, more than 27 

million packs of codeine products were sold during 2013, with over half of these 

representing formulations available directly from pharmacies without a 

prescription (OTC) (Gisev et al., 2016).   

 

Access to codeine OTC is not universally permitted.  In many countries, codeine is 

only accessible via doctor’s prescription.  However, products containing low unit 

doses of codeine may be purchased OTC directly from pharmacies in countries such 

as Ireland, New Zealand, South Africa, the United Kingdom, Canada and until 

recently, Australia (Nielsen et al., 2018).   

 

In countries where codeine is available OTC, there is mounting evidence of misuse, 

dependence, patient harms and burden to healthcare systems.  For example, more 

than 496, 000 Australians over the age of 14 reported using OTC codeine for non-

medical purposes in 2016 (Australian Institute of Health and Welfare, 2018).   Both 

in Australia and internationally, there have been reports of OTC codeine misusers 

presenting to alcohol and drug facilities for treatment (Dada et al., 2015; Nielsen, 

Murnion, et al., 2015; Nielsen, Roxburgh, et al., 2015) and serious gastric and renal 

morbidities (Cock et al., 2018; McAvoy et al., 2011; Robinson et al., 2010).  Over- 

the-counter codeine-related fatalities have also been described (Cock et al., 2018; 

Pilgrim et al., 2013; Roxburgh et al., 2015).   
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Responses to the problem of OTC codeine misuse have varied between countries.  

In many cases, more stringent regulations surrounding OTC access have been 

introduced, such as reduction in pack sizes, implementation of mandatory 

addiction warning labels on packaging and recording and monitoring of sales 

(Norman et al., 2016; Tay & Roberts, 2018; Tobin et al., 2013).  For example, South 

Africa introduced a central database and real-time surveillance program to monitor 

national sales of OTC codeine in 2013 (Self Medication Manufacturers Association 

of South Africa, 2013).  The same year, a European Union funded collaborative was 

formed between Ireland, the United Kingdom and South Africa to research codeine 

misuse, design interventions and develop policy recommendations (Waterford 

Institute of Technology, 2013).  In Australia, the potential for harm was deemed to 

outweigh the benefits of OTC access.  Accordingly, codeine was restricted to 

prescription-only from February 2018. 

 

1.2.1 Codeine pharmacology 

Codeine is an opioid medication belonging to the same chemical class as heroin, 

methadone and morphine.  Like morphine, codeine occurs naturally in opium 

poppies and their chemical structures differ only in codeine’s additional methyl 

group (Brenner & Stevens, 2018), as shown in Figure 1.1.   

 

Figure 1.1:  Chemical structures of morphine and codeine, with differences 
highlighted 

Source:  Adapted from Hussain et al. (2012) 



 4 

 

Opioids exert their pharmacological action by binding to opioid receptors in the 

body.  One of the main effects produced by full opioid receptor agonists, including 

codeine and morphine, is analgesia.  This is produced by activation of mu opioid 

receptors in the central nervous system, resulting in inhibition of pain transmission 

pathways.  Other effects of opioid receptor agonists include euphoria, inhibition of 

the cough reflex, sedation, respiratory depression, constipation and nausea 

(Brenner & Stevens, 2018).   

 

Codeine is a pro-drug; requiring liver metabolism to produce its effects.  One of its 

major metabolites is morphine, which is responsible for most of the analgesic 

action.  Genetic variability has been identified with the enzyme responsible for 

codeine metabolism to morphine; cytochrome P450 2D6.  Poor metabolisers, who 

lack the enzyme, experience little pain relief from codeine, while ultra-rapid 

metabolisers may produce more morphine and have an increased risk of toxicity 

(Brenner & Stevens, 2018). 

 

Codeine is less potent than other opioid agonists.  For example, 200mg of oral 

codeine is approximately equivalent to 30mg of oral morphine (Australian 

Medicines Handbook, 2021).  However, like all opioids, high doses of codeine can 

produce euphoria and there is the potential for tolerance, physical dependence and 

addiction with chronic use.  Opioid tolerance and physical dependence are normal 

physiological adaptations by the body in response to chronic opioid consumption.  

Tolerance is a down-regulation, or reduction, of opioid receptors, resulting in the 

requirement for a higher dosage of opioid to experience the same physical effects.  

Physical dependence is the presence of withdrawal symptoms when the opioid is 

discontinued or reduced.  Opioid addiction, however, is a disorder, characterised by 

compulsive drug use despite the experience of harm (Australian Medicines 

Handbook, 2021; Brenner & Stevens, 2018). 
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1.2.2 Use of OTC codeine within approved guidelines 

The role of opioids in pain pharmacotherapy depends on the type and severity of 

pain.  Acute pain is of recent onset and is usually caused by an acute illness, injury 

or trauma.  A stepwise approach is often advised for management, with opioids 

added if nonpharmacological approaches and/or non-opioid analgesics have been 

ineffective (Pain and Analgesia Expert Group, 2020b; Youssef, 2019).  Table 1.1 

presents the stepwise approach to managing acute pain, based on pain severity, as 

recommended in the Australian Therapeutic Guidelines at the time of the conduct 

of this research when codeine was available OTC in Australia (Analgesic Expert 

Group, 2012).   

 

Table 1.1:  Stepwise approach to prescribing analgesics for acute pain based on 
pain severity 

Pain Severity Management Strategies 

Mild Step 1 - Nonpharmacological approaches AND/OR paracetamol 

Moderate Step 2 - As for Step 1 AND/OR a nonsteroidal anti-inflammatory 
drug AND/OR an oral opioid 

Severe Step 3 - As for Step 2 with increased dose of an oral opioid OR an 
intravenous (or subcutaneous) opioid or intranasal fentanyl 

 
Source:  Adapted from Analgesic Expert Group (2012) 

 

Opioids are not normally recommended for the treatment of chronic noncancer 

pain; that is pain not caused by cancer and persisting longer than three months.  

They provide little analgesic benefit for chronic noncancer pain and there is a high 

risk of adverse effects with long term use, including addiction, respiratory 

depression, sedation and constipation (Pain and Analgesia Expert Group, 2020a).   
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For codeine, the recommended dose range for analgesia is 30-60mg every four 

hours, to a maximum of 240mg daily (Australian Medicines Handbook, 2021).  

Lower doses of codeine are commonly used for the relief of pain, however 

evidence of analgesic efficacy at doses below 30mg is lacking (Abdel Shaheed et al., 

2019).  Codeine is also used therapeutically for cough suppression and as an anti-

diarrhoeal.  Doses of 15-30mg every three to four hours are recommended for 

cough suppression.  For the relief of diarrhoea, 15-60mg three to four times daily is 

suggested (Australian Medicines Handbook, 2021; Therapeutic Goods 

Administration, 2017b). 

 

Available formulations of codeine differ between countries.  Products containing 

30mg or more of codeine typically require a doctor’s prescription.  Where codeine 

is available OTC, products typically contain 8-15mg of codeine per tablet 

formulated together with other active ingredients; most commonly paracetamol 

and ibuprofen in analgesic preparations, as well as decongestants and 

antihistamines in products targeting cold and flu symptoms, such as cough (Van 

Hout et al., 2014).   

 

In the Australian context, prior to up-scheduling, OTC codeine analgesics were 

approved for short-term use for the relief of acute self-limiting pain.  Common 

usages included migraine, headache, dental and musculoskeletal pain.  The 

authorised dose was less than five days of up to 100mg daily of codeine (six or eight 

tablets daily, depending on formulation).  Codeine was also available in OTC cold 

and flu formulations with the approved dose of up to 60mg daily for a maximum of 

six days (Therapeutic Goods Administration, 2017b).   

 

1.2.3 Misuse of OTC codeine 

Use of OTC codeine outside of medical guidelines has been reported both in 

Australia and internationally, including use of higher than recommended dosages, 
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for longer durations than advised and/or for purposes other than approved 

indications.  Long-term OTC codeine use carries the risk of dependence and 

overdose is capable of causing respiratory depression and even death.  Prolonged 

excessive ingestion of the ingredients co-formulated with codeine has resulted in 

paracetamol-induced hepatic toxicity and ibuprofen-related complications 

including gastro-intestinal ulceration and bleeding, renal tubular acidosis and 

hypokalaemia (Cooper, 2011; Gisev, Campbell, et al., 2018; Nielsen et al., 2013; 

Nielsen et al., 2012; Van Hout et al., 2014). 

 

Misusers often describe initial OTC codeine use for the treatment of a legitimate 

physical pain condition, therefore involving a transition from therapeutic to 

problematic use.  Typical reasons for misuse include the calming, relaxing feeling, 

the relief of stress and the self-management of chronic pain (Cooper, 2013a; Van 

Hout, Rich, et al., 2017).   

 

Chronic pain is a global public health problem (A. S. Rice et al., 2016) which can 

have a major impact on quality of life, including negative effects on mental health 

and the ability to work, sleep, socialise and exercise (Hadi et al., 2019).  It is a 

complex medical condition that is often difficult to manage.  Medications are often 

not effective and a multi-disciplinary, bio-psychosocial approach is generally 

recommended (Analgesic Expert Group, 2012).  Self-management of chronic pain 

with OTC codeine constitutes misuse and presents numerous risks, including the 

likelihood that codeine will provide ineffective analgesia, lack of monitoring of the 

underlying pain condition, and the possibility of dependence and other side effects 

associated with prolonged use. 

 

The management of chronic pain is of particular concern in rural areas of Australia.  

The incidence of chronic pain may be higher in such areas and access to best-

practice pain management lacking (National Rural Health Alliance, 2013).  Most 
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pain services are located in major centres (Tardif & Blanchard, 2019) and there is a 

rural health workforce shortage, including specialists, physiotherapists and 

psychologists (Australian Institute of Health and Welfare, 2019b).  In addition to the 

healthcare access disadvantage in rural areas, a culture of self-reliance may also 

deter help-seeking; the “stoic attitude [of country people] towards adversity means 

they may silently endure chronic pain and not complain” (National Rural Health 

Alliance, 2013, p. 1). 

 

1.2.4 History of codeine scheduling in Australia 

The emerging awareness of OTC codeine misuse and associated harms has led 

many countries, including Australia, to review their policies regarding OTC codeine 

availability.  In Australia, a number of approaches, outlined below, were used to 

reduce the risks associated with OTC codeine products prior to the most recent 

policy decision to remove OTC access entirely.   

 

The Australian Government Department of Health’s Therapeutic Goods 

Administration (TGA) is responsible for the regulation of therapeutic goods in 

Australia, including medicines (Department of Health, 2020c).  Medicines in 

Australia are classified into schedules based on the level of control over availability 

deemed necessary for public protection.  Consideration is given to multiple criteria, 

including toxicity, abuse potential, safety, purpose of and need for the drug.  The 

schedules are two, three, four and eight, in order of increasing restriction on access 

(Table 1.2).  Schedule two and three products are available for purchase OTC from 

pharmacies; with schedule three products having the additional requirements to be 

stored out of public access and for pharmacist involvement in sales.  Schedule four 

and eight medicines are only available from pharmacies with a doctor’s 

prescription (Department of Health, 2020b).  
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Table 1.2:  Medicine schedules in Australia 

Schedule 
(increasing restriction with schedule number) 

Restrictions and storage 

Unscheduled medicines No restrictions, may be sold anywhere 

Schedule 2 – Pharmacy Medicines Available only on pharmacy premises with 
pharmacist present 

Schedule 3 – Pharmacist Only Medicines Available only by direct personal supply from a 
registered pharmacist 
Must be stored out of public access 

Schedule 4 – Prescription Only Medicines Available from a pharmacy, and only with a 
prescription 
Must be stored out of public access 

Schedule 8 – Controlled Drugs Available from a pharmacy, and only with a 
prescription meeting specific requirements 
Must be stored in a secure drug safe 

 
Source:  Adapted from Collins et al. (2019) 

 

Prior to May 2010, codeine was available OTC in Australia in packs of up to 100 

tablets when combined with other active ingredients and containing no more than 

10mg of codeine base per unit dose.  Packs containing less than 25 tablets were 

schedule two; therefore available for consumer self-selection.  These included 

codeine-containing products designed for pain relief, as well as cough and cold 

preparations (Therapeutic Goods Administration, 2009).  In May 2010, following 

concerns about misuse, access to OTC codeine analgesics was restricted to 

pharmacist-only (schedule three), the maximum unit dose of codeine base was 

raised to 12mg and pack sizes were limited to five days’ supply.  Cough and cold 

preparations containing codeine remained schedule two with a pack size limit of six 

days’ supply (Therapeutic Goods Administration, 2017a).   

 

In July 2015, the TGA’s Advisory Committee on Medicines Scheduling proposed that 

all OTC codeine products be up-scheduled to prescription-only medicines.  This was 
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in response to increasing reports of OTC-codeine related harms despite the 

regulatory changes that were implemented in 2010.  In October 2015, after 

consideration of public submissions and advice from the Advisory Committee, an 

interim decision was made by the delegate of the National Drugs and Poisons 

Schedule Committee to remove OTC access to codeine products.  External 

consultation was undertaken and additional information was considered by the 

delegate including: public submissions regarding the interim decision; 

commissioned reviews about the efficacy and safety of codeine; a regulation 

impact statement and modelling of social and economic effects of the potential 

scheduling options; and data from real-time monitoring of OTC codeine sales in 

Australia.  In December 2016, the delegate’s final decision was announced; that all 

codeine products would become prescription-only from 1 February 2018.  Reasons 

given for the decision included: increasing evidence of harms; risks associated with 

deliberate misuse, inappropriate use for chronic pain, dependence and ultra-rapid 

metabolism; in addition to a relative lack of efficacy compared to safer alternatives 

(Therapeutic Goods Administration, 2017b). 

 

Brands of codeine-containing analgesic products that were commonly available 

OTC in Australia prior to the 2018 scheduling change included Dolased, Mersyndol, 

Nurofen Plus, Panadeine and Panadeine Extra (Table 1.3 and Figure 1.2).  These 

products are now only available with a doctor’s prescription. 
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Table 1.3:  Examples of codeine-containing analgesics available in Australia OTC 
prior to the 2018 codeine up-scheduling  

Product brand name Codeine phosphate unit dose Additional analgesic unit dose 

Aspalgin 8mg  Aspirin 300mg 

Dolased 10mg Paracetamol 500mg 
Doxylamine 5.1mg 

Mersyndol 9.75mg Paracetamol 450mg, 
Doxylamine 5mg 

Nurofen Plus 12.8mg Ibuprofen 200mg 

Prodeinextra, Panadeine Extra 15mg Paracetamol 500mg 

Panamax Co, Panadeine 8mg Paracetamol 500mg 

Sources:  MIMS Australia (2020), Therapeutic Goods Administration (2018a) 

 

 

 
 

Figure 1.2:  Images of examples of codeine-containing products available in 
Australia OTC prior to the 2018 codeine up-scheduling 

Source:  The Courier Mail (2016, December 20)  
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1.2.5 The changing lexicon of addiction 

There is a lack of consensus in the terminology used in the field of addiction.  The 

definition of addiction and its associated terms have evolved over time, reflecting a 

combination of advances in scientific research and the influence of social use of 

these terms within the general community.  This ever-changing and ambiguous 

terminology, combined with the existence of two distinct clinical diagnostic 

classification systems, presents a barrier to the comparison of addiction literature 

over time.   

 

The term addiction originates from the Latin word “addicere”, which in ancient 

Rome referred to a bond of slavery.  It then came to refer to the slavish devotion to 

an activity, often implying a weakness of character.  During the 17th and 18th 

centuries, the term addiction was applied to the use of psychoactive substances 

and towards the 19th century it was no longer considered as a moral failing, but as a 

medical condition (Maddux & Desmond, 2000; Ries et al., 2009).  Today, definitions 

of addiction tend to emphasise compulsive substance use despite negative 

consequences (S. M. Smith et al., 2013; World Health Organization, 1994).   

 

There are presently two main diagnostic systems used in the addiction field, the 

World Health Organization (WHO)’s International Classification of Diseases (ICD) 

and the Diagnostic and Statistical Manual (DSM) of the American Psychiatric 

Association.  In the first edition of the DSM, published in 1952, addiction and 

alcoholism were considered sociopathic personality disorders.  The seventh edition 

of the ICD, published in 1957, also listed addiction and alcoholism as diagnostic 

terms.   

 

In 1964 the WHO Expert Committee on Addiction-Producing Drugs recommended 

the use of the term dependence instead of addiction.  This was the first time the 

term dependence had been associated with compulsive drug use.  Prior to this, it 
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had referred to the normal physiological adaptations that occur in response to 

repeated drug administration, including tolerance; reduced reaction to a drug with 

repeated dosing, and withdrawal symptoms upon cessation of the drug.  The 

recommendation to use the word dependence was adopted in both the ICD-8 and 

DSM-II in 1968.  The term was subsequently retained in the ICD-9 and 10, published 

in 1977 and 1992 respectively, the DSM-III, published in 1980 and the DSM-IV, 

published in 1994 (Maddux & Desmond, 2000).   

 

A review of the DSM-III was undertaken in the mid-1980s resulting in significant 

debate over the label that should be used for compulsive drug-seeking behaviour.  

The word “addiction” was preferred by clinicians on the committee, as they argued 

that the term dependence was already in use to describe the normal physiological 

response to repeated drug exposure as mentioned above.  However, non-clinicians 

contended that the term addiction was pejorative and stigmatising to those 

suffering from substance abuse.  The term dependence was chosen over addiction 

by a mere one vote margin.  Use of this term continued in the DSM-IV published in 

1994.   

 

In recent years there has been increasing concern about the confusion caused by 

the dual meanings of the term dependence, particularly in the case of clinicians 

mistakenly assuming that patients demonstrating any evidence of normal tolerance 

and withdrawal automatically fulfill the DSM criteria for dependence.  This 

confusion has led to the potential under-treatment of pain, as legitimate pain 

patients may be considered as “addicts” when they are simply physiologically 

dependent, and prescribers may be reluctant to prescribe opioids in fear of 

producing “addiction” (O'Brien, 2011; O'Brien et al., 2006).  For this reason, the 

2013 DSM-V has a revised chapter entitled “Substance-Related and Addictive 

Disorders”, with a subheading of “Substance Use Disorders” to encompass the 

DSM-IV criteria of substance abuse and dependence and a subheading of 

“Addictive Disorders” to include behavioural addictions such as gambling (American 
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Psychiatric Association, 2013).  The ICD-11, released in 2018, continues to use 

dependence as a diagnostic term (World Health Organization, 2018), although the 

WHO acknowledges within its Lexicon of Alcohol and Drug Terms that the word 

addiction is widely used within both the professional and general community 

(World Health Organization, 1994).    

 

As well as definitional confusion between the terms addiction and dependence, 

there is also variation in the literature in use of the terms abuse and misuse.  These 

terms are sometimes used interchangeably (Wazaify et al., 2005; World Health 

Organization, 1994), however some literature does distinguish between the two.  

Definitions of misuse often focus on the use of prescription or OTC drugs outside of 

medical guidelines; for purposes other than indicated, at augmented dosages or for 

extended durations.  Some misuse definitions specify that the drug use is for 

legitimate medical reasons, but is not taken as prescribed (S. M. Smith et al., 2013).  

Abuse is often used to denote drug use for non-medical purposes, such as to 

achieve a “high” (Cooper, 2013b; Fleming et al., 2004; Wazaify et al., 2005).  

“Substance Abuse” in the DSM-IV described an initial stage prior to the progression 

to more severe “Dependence”.  In the DSM-V, the new category ”Substance Use 

Disorders” encompasses substance abuse and dependence to reflect the 

continuum of progression of the condition, rather than distinct stages (American 

Psychiatric Association, 2013).  The ICD-11 does not employ the term abuse, 

instead using “Harmful Use” to signify substance drug use that is harmful but which 

does not satisfy the criteria for a diagnosis of dependence (World Health 

Organization, 2018). 

 

Some of the language used to describe addiction has been suggested to be 

stigmatising and best avoided.  This includes terms such as “addict” and “abuser”, 

which may imply blame on the individual and negative stereotypes (Broyles et al., 

2014; Kelly et al., 2016; Kelly et al., 2015).  Instead, patient-first language is now 

recommended, such as “person with a substance use disorder”.  Alternative, less 
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stigmatising descriptors for “abuse” include non-medical or extramedical use and 

misuse (Larance et al., 2011).       

 

Misuse was considered to be the most appropriate term for use in this study due to 

extensive precedence within existing OTC codeine literature (Cairns et al., 2016; 

Carney et al., 2018; Dada et al., 2015; D. Hill et al., 2018; Mill et al., 2018; Norman 

et al., 2016; Van Hout & Norman, 2016).  Specifically, the European Monitoring 

Centre for Drugs and Drug Addiction’s definition of misuse was chosen: “the use of 

a psychoactive medicine for self-medication, recreational or enhancement 

purposes, with or without a medical prescription and outside accepted medical 

guidelines” (European Monitoring Centre for Drugs and Drug Addiction, 2019).  This 

definition includes those taking codeine for non-approved indications and those 

taking more than the recommended amount with respect to dose and/or duration 

of use.  In the Australian context, approved use of OTC codeine constituted short-

term use for less than five days of up to 100mg daily (six or eight tablets daily, 

depending on formulation) for the relief of acute self-limiting pain (Therapeutic 

Goods Administration, 2017b).  Use outside of these guidelines is therefore 

considered to be misuse.   

 

In this thesis, the term dependence is used in the context of a substance use 

disorder rather than physiological dependence alone.  Addiction and dependence 

are therefore used interchangeably.   

 

1.2.6 Screening and diagnosis of substance use disorders 

As described in the previous section, the DSM and ICD are the main diagnostic 

systems used in the field of addiction.  These systems will now be examined in 

more detail to describe the ways in which addictive disorders are clinically 

diagnosed.  Validated instruments used in assessment and screening will also be 

acknowledged. 
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According to the DSM-V, a diagnosis of substance use disorder requires that a 

patient display two or three symptoms from a possible eleven (Table 1.4), with the 

number of symptoms correlating to the severity of the disorder.  For example, a 

patient displaying two symptoms would be diagnosed as having mild substance use 

disorder, while five symptoms would indicate a more severe disorder.  

 

Table 1.4:  DSM-V criteria for substance use disorders 

 Criterion 

1. Taking the substance in larger amounts or for longer than you are meant to 

2. Wanting to cut down or stop using the substance but not managing to 

3. Spending a lot of time getting, using, or recovering from use of the substance 

4. Cravings and urges to use the substance 

5. Not managing to do what you should at work, home or school, because of substance use 

6. Continuing to use, even when it causes problems in relationships 

7. Giving up important social, occupational or recreational activities because of substance 
use 

8. Using substances again and again, even when it puts you in danger 

9. Continuing to use, even when you know you have a physical or psychological problem 
that could have been caused or made worse by the substance 

10. Needing more of the substance to get the effect you want (tolerance) 

11. Development of withdrawal symptoms, which can be relieved by taking more of the 
substance 

Source:  American Psychiatric Association (2013) 

 

In order to meet the ICD-11 diagnostic criteria for dependence, at least two of the 

criteria listed in Table 1.5 must have been present simultaneously and repeatedly 

for at least 12 months or continuously for a minimum of one month.  The nature of 

the dependence may be further classified as current use, early full remission, 

sustained partial remission or sustained full remission. 
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Table 1.5:  Diagnostic criteria for substance dependence in the ICD-11 

 Criterion 

1. Impaired control over substance use – in terms of the onset, level, circumstances or 
termination of use, and often, but not necessarily, accompanied by a subjective 
sensation of urge or craving to use the substance 

2. Substance use becomes an increasing priority in life such that its use takes 
precedence over other interests or enjoyments, daily activities, responsibilities, or 
health or personal care. It takes an increasingly central role in the person’s life and 
relegates other areas of life to the periphery. Substance use often continues despite 
the occurrence of problems 

3. Physiological features (indicative of neuroadaptation to the substance) as 
manifested by (i) tolerance, (ii) withdrawal symptoms following cessation or 
reduction in use of that substance, or (iii) repeated use of the substance (or 
pharmacologically similar substance) to prevent or alleviate withdrawal symptoms. 
Withdrawal symptoms must be characteristic for the withdrawal syndrome for that 
substance and must not simply reflect a hangover effect 

Source:  Saunders (2017) 

 

In clinical settings, diagnosis may simply involve review of the criteria directly with 

the patient, combined with supporting evidence obtained via assessment of 

biomarkers (including blood, urine and hair), behaviour, physical and psychological 

symptoms, and third party reports (P. M. Miller, 2009).  If more formal assessment 

is desired, such as for the purposes of research or to guide treatment plans, 

validated assessment instruments may be used to increase the validity and 

reliability of results.  The instruments rely on self-report by the client.  This raises 

concern about accuracy due to the potential of drug misusers to under-report 

usage because of the social stigma associated with drug misuse and possible legal 

ramifications of illicit drug usage.  Studies have demonstrated, however, that within 

research settings there is generally close correlation between self-reported and 

actual drug use (Darke, 1998; Jackson et al., 2004). 

 

There are a number of validated tools designed to address the substance use 

disorder and dependence criteria of the ICD and DSM, with the choice of 

instrument depending on the objective of the undertaking, the specific drug or 

drugs being investigated and the retrospective timeframe of drug use covered by 
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the assessment and the length of time and training required to administer the 

interview (Samet et al., 2007).  Instruments used in the screening and assessment 

of opioid use disorders are listed in Table 1.6 below.  

 

Table 1.6:  Instruments used to assess and screen for opioid use disorders  

Instrument name Content Administration time  

Addiction Severity Index  
(ASI) 

Based on quantitative, 
psychological, social and legal 
views of dependence 

45-60 minutes 

CAGE - Adapted to Include Drugs  
(CAGE-AID) 

Based on a psychological view 
of dependence 

Around 1 minute 

Composite International Diagnostic 
Interview Two  
(CIDI-2),  
also known as Diagnostic Interview 
Schedule  
(DIS) 

Based on DSM-III/IV and ICD-
10 criteria 

2 hours (drug section 
takes around 20 
minutes) 

Drug Abuse Screening Test  
(DAST) 

Based on a psychological, 
social and legal view of 
dependence 

≤5 minutes 

Leeds Dependence Questionnaire 
(LDQ) 

Based on a psychological view 
of dependence 

10 minutes 

Mini International Neuropsychiatric 
Interview 
(MINI) 

Based on DSM-IV criteria 15-21 minutes 

Rapid Opioid Dependence Screen  
(RODS) 
 

Based on DSM-IV criteria ≤2 minutes 

Severity of Opiate Dependence 
Questionnaire  
(SODQ) 
 

Based on the psychobiological 
nature of dependence 

5 minutes 

Severity of Dependence Scale 
(SDS) 

Based on a psychological view 
of dependence 

≤1 minute 

Short Michigan Alcoholism Screening Test 
- Adapted to Include Drugs  
(SMAST-AID) 

Based on a psychological, 
social and legal view of 
dependence 

Around 2 minutes 

Structured Clinical Interview for DSM 
Disorders 
(SCID) 

Based on DSM-IV criteria 30 minutes 

Source:  Wickersham et al. (2015) 
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This section focused on methods used in the classification and diagnosis of 

substance use disorders.  The following section explores theoretical explanations of 

addictive behaviours. 

 

1.2.7 Theories of addiction 

There are a plethora of theories attempting to explain the process of addiction and 

why some people are more prone to it than others.  Some focus on etiology, others 

on reasons for maintenance or recovery.  The theories also vary in their placement 

of responsibility; assigning different levels of importance to genetics, personality, 

the physical and social environment and the nature of the drug itself  (W. R. Miller 

et al., 2011; Rassool, 2010).   

 

Various classification systems have been used to categorise the many addiction 

theories.  One approach delineated theories based on their level of focus on: the 

effects of the drug; individual susceptibility; environmental and social factors; 

recovery and relapse; or biological, psychological or social processes (R. West, 

2001).  In another approach, theories were divided into those that emphasise the 

individual and those which are population-based (R. West, 2013).  Addiction 

theories have also been grouped by discipline into biological, psychological or 

sociological approaches, or a combination of these (Shafiee et al., 2019; Teeson et 

al., 2012).  This variability in classification systems and the tendency for theories to 

overlap multiple categories, highlights the volume, diversity and complexity of 

existing theoretical explanations of addiction.  Following is an overview of 

commonly described types of addiction theories and their implications for 

interventions. 

 

Moral Theory Models place the onus of responsibility on the individual, with drug 

taking seen as a sign of moral weakness and a failure of self-control.  Recovery is 

therefore seen as the responsibility of the drug user and focuses on repentance, 
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punishment, spiritual intervention and social sanctions (W. R. Miller et al., 2011; 

Rassool, 2010). 

 

In contrast, Biological Theories posit that addiction is a “brain disease” caused by 

genetics or the neuropharmacological effects of drugs, outside of the conscious 

control of the drug user.  For example, the Genetic Theory of addiction highlights 

genetic risk factors which predispose an individual to, or protect against, the 

development of drug addiction.  Neuropharmacological Theories propose that 

addiction occurs due to neuroadaptations that occur in the brain with chronic drug 

use (Shafiee et al., 2019; Teeson et al., 2012).  Based on the premise that addiction 

is a medical condition, treatment focuses on professional intervention and the use 

of pharmaceutical agents (Satel & Lilienfeld, 2014). 

 

There are numerous theories of addiction based on Psychological principles, 

including behavioural and cognitive theories.  Behavioural theories regard addiction 

as a learned behaviour which occurs in response to conditioning and/or 

observation of others.  Beliefs and expectations about drug use are the primary 

focus of cognitive models.  Cognitive behavioural therapy is the preferred 

intervention strategy (Rassool, 2010), as well as altering the environment to reduce 

exposure to cues and reinforcers (R. West, 2013). 

 

The influence of society and culture on addictive behaviours is further emphasised 

in Sociocultural Theories.  This approach focusses on society as a whole, 

recognising the significance of issues such as parental insufficiency, religious and 

cultural values, social class, cost and availability of drugs, media advertising and 

legal sanctions.  Changing the social environment through policy change is the 

target intervention using this model (W. R. Miller et al., 2011; Rassool, 2010). 
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Of all the theories, Biopsychosocial or Synthetic Models provide the most 

comprehensive perspective on drug addiction, acknowledging the complex 

interplay between biological, psychological and sociological factors.  These models 

form the basis of most contemporary approaches to drug policy.  In recognition of 

the multi-faceted nature of addiction, a holistic approach is recommended for 

treatment, incorporating both pharmaceutical and non-pharmaceutical 

interventions (Rassool, 2010; Teeson et al., 2012).  An example of a synthetic 

approach is the Public Health Model, which views drug use as an interaction 

between the drug, the individual and the environment (W. R. Miller et al., 2011).  

The Capability, Opportunity, Motivation – Behaviour (COM-B) model, proposed by 

Michie et al. (2011), provides another exemplar, having been identified as an 

overarching model that captures and integrates concepts from multiple theories of 

addiction (R. West, 2013).   

 

Addiction theories have been applied in the research of addictive behaviours and to 

inform and design interventions (Webb et al., 2010).  For example, the COM-B 

model of behaviour, which forms the centre of the Behaviour Change Wheel, has 

been used to examine English tobacco smokers’ decisions to quit (Hartwell et al., 

2020), to explore specialist clinicians’ management of non-prescription medicine 

dependence (Fingleton et al., 2019), to develop a smoking cessation intervention 

for pregnant Indigenous Australian women (Gould et al., 2017) and to identify 

strategies likely to improve pharmacy naloxone supply in Australia (Nielsen & 

Olsen, 2021).  More broadly, the Public Health Model has been used to guide and 

continues to underpin drug intervention programs in Australia (Department of 

Health, 2004).   

 

1.2.8 Addiction treatment services in Australia 

There is international variation in approaches to drug treatment.  Some countries, 

including Australia, Germany and the Netherlands, focus on rehabilitation and 

reduction of the negative effects of drug misuse.  In other countries, such as China 
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and Malaysia, drug addiction is criminalised and the emphasis is on punishment 

and complete withdrawal (Mehrolhassani et al., 2019). 

 

Addiction treatment is provided in a diverse range of residential and community-

based settings around the world.  The services may be publicly or privately funded, 

voluntary or compulsory, and administered by governments, private providers or 

justice departments.  The range of treatments include counselling, detoxification, 

faith-based therapies, peer-support, pharmacotherapy and rehabilitation (Salwan & 

Katz, 2014; van de Ven et al., 2021). 

 

Australia’s National Drug Strategy (Department of Health, 2017) is the country’s 

overarching framework for the management of drug and alcohol issues.  The 

underlying principle is harm minimisation, an approach based on the Public Health 

Model, which addresses three pillars; demand reduction, supply reduction and 

harm reduction, using a co-ordinated, multi-agency approach.  The Strategy guides 

the development of legislation, policy and practice standards relating to drug and 

alcohol misuse.   

 

A number of population-based and clinical interventions have been implemented in 

Australia to target OTC codeine misuse.  The up-scheduling of codeine, detailed 

previously, provides an example of a population-level approach targeting supply 

reduction by restricting drug availability.  The provision of addiction treatment 

services is a clinical approach addressing the pillar of demand reduction by 

supporting recovery from drug misuse and dependence. 

 

In Australia, there are a variety of different types of alcohol and drug treatment 

services, ranging from community-based peer support to intensive inpatient 

specialist programs.  The services may be either government funded, privately 

funded, or a combination of both, and include treatments such as 
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pharmacotherapy maintenance, withdrawal or detoxification programs, residential 

rehabilitation and psycho-social therapies.  The choice of treatment type and 

setting depends on patient needs; the nature of misuse, severity of dependence 

and/or withdrawal symptoms, preferences, cost and accessibility (Department of 

Health, 2017).  Access to drug and alcohol treatment is often more difficult in rural 

and remote areas of Australia, with the majority of treatment agencies located in 

major centres (Australian Institute of Health and Welfare, 2019a).       

 

In line with the National Drug Strategy, Australian guidelines for the treatment of 

opioid dependence support a biopsychosocial approach, recognising the 

importance of psychological and social interventions in addition to opioid 

pharmacotherapy.  This multi-disciplinary approach to therapy is reflected in both 

the National Guidelines for Medication-Assisted Treatment of Opioid Dependence 

(Gowing et al., 2014) and the Tasmanian Opioid Pharmacotherapy Program Policy 

and Clinical Practice Standards (Department of Health and Human Services, 2012).      

 

Opioid pharmacotherapy treatment involves substitution of a person’s opioid of 

dependence with regular supervised oral dosing using safer replacement opioids.  

Opioid-dependent clients are referred by Alcohol and Drug Services or authorised 

private prescribers to undertake pharmacotherapy treatment at various dosing 

sites around Australia, most commonly situated in hospital or community 

pharmacies.  The aims of treatment are to significantly decrease or cease a 

person’s unsanctioned use of opioids, reduce the likelihood of overdose and 

improve overall biopsychosocial functioning.  The duration of pharmacotherapy 

may be short- or long-term depending on whether the intention is detoxification or 

maintenance (Department of Health and Human Services, 2012). 

 

The main medications used for opioid pharmacotherapy include methadone liquid, 

buprenorphine sublingual tablets and buprenorphine in combination with naloxone 
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formulated as a sublingual film.  Methadone, a synthetic opioid agonist, is used for 

pharmacotherapy as it has a slow absorption and long half-life, causing less 

intoxication and withdrawal symptoms than other opioids.  Buprenorphine is a 

partial opioid receptor agonist with higher mu-receptor affinity, but less efficacy 

than full opioid agonists.  Buprenorphine is sometimes combined with naloxone to 

discourage diversion; if administered sublingually as intended, naloxone exerts no 

effect, however injection causes naloxone-precipitated withdrawal (Gowing et al., 

2014).    

 

1.3 Rationale and significance of the study 

There is increasing recognition of OTC codeine misuse as an international public 

health concern.  In reviewing the literature about OTC codeine misuse, few studies 

were identified that specifically focussed on OTC codeine misuse; most combine 

OTC codeine with other OTC or prescription medicines.   Qualitative research to 

understand more about OTC codeine misusers has been highlighted as an area of 

need (Cooper, 2013b).  In addition, mixed methods study designs and research 

conducted amongst samples of non-treatment seeking misusers and in rural areas 

are scarce.  This study explores Tasmanian OTC codeine misuser accounts of their 

own misuse.  The significance of this research is that it contributes new insights 

into the relatively understudied phenomenon of OTC codeine misuse.  It addresses 

gaps in the literature by researching a sample inclusive of rural and non-treatment 

seeking misusers and is unique in the choice of methodology and methods.  The 

findings may be used to inform tailored prevention, risk reduction and treatment 

interventions for OTC codeine misuse. 

 

My own personal motivation for pursuing research in this area stems from my 

experience as a pharmacist.  My interest in opioid medications began during my 

honours research exploring opioid tolerance.  Then, while working as a community 

pharmacist and pharmacy owner, I received many customer requests for OTC 

codeine and OTC pain relief.  I suspected that misuse of OTC codeine products was 
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occurring more often than was realised and I wanted to learn more about those 

affected and the reasons behind their use.  I commenced my PhD studies in 2013; 

two years before the regulatory decision was made to remove OTC access to 

codeine in Australia due to concerns about harms from misuse.   

 

1.4 Study setting and context 

Tasmania is a small island state of Australia with land area of 68,401 square 

kilometres (Geoscience Australia, 2020) and a population of just over 500,000 

people (Department of Treasury and Finance, 2019).  The state is divided into three 

regions: North, North-West and the South, with around half of the population 

residing in the Southern region (Figure 1.3).   

 

Figure 1.3:  Regions of Tasmania 

Source:  Brindley & Turner (2015) 

 

The capital city of Hobart, located in the South, and second largest centre, 

Launceston, in the North, are not regarded as major metropolitan cities.  Instead,  

they are defined as regional centres according to the seven-level Modified Monash 
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Model of geographic remoteness classifications (Department of Health, 2020a).  

The remainder of the state is considered to be rural and remote, as shown in Figure 

1.4.  The state’s major industries include: tourism, agriculture, mining and forestry 

(Department of Treasury and Finance, 2018; Tourism Tasmania, 2019). 

  

 

Figure 1.4:  Tasmania classified by level of remoteness  

Source:  Department of Health (2020a) 

 

The current study was conducted in Tasmania in a climate of OTC codeine policy 

debate and regulatory change.  The PhD was commenced in 2013, two years prior 

to the announcement by Australian policymakers of their intention to remove OTC 

access to codeine.  Data collection occurred in the long lead time between this 

announcement and the implementation of the new regulations. 

 

Remoteness Category 
MM1 -  Metropolitan 
MM2-  Regional centres 
MM3 – Large rural towns 
MM4 – Medium rural towns 
MM5 -  Small rural towns 
MM6 - Remote communities 
MM7 -  Very remote communities 
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1.5 Research aim and objectives 

The aim of this study was to explore Tasmanian OTC codeine misusers’ accounts of 

their misuse.  To achieve this aim, the study focussed on the following research 

objectives: 

• identify shared accounts of OTC codeine misuse utilising Q Methodology 

• explore individual OTC codeine misuser experiences via qualitative 

interviews 

• integrate the Q Methodology and interview findings 

• propose recommendations for OTC codeine policy, practice and research 

 

1.6 Overview of methodology and methods 

This study used a mixed methods approach, combining quantitative and qualitative 

methods to maximise the strengths of each and to facilitate a comprehensive 

exploration of the OTC codeine misuse experience (Creswell & Plano Clark, 2018; 

Johnson et al., 2007).  A convergent study design was employed.  This type of 

design consists of two strands; one quantitative and one qualitative, the results of 

which are merged and compared.  The two strands for this study were: (1) a 

complex, predominately quantitative strand utilising Q methodology and 

incorporating a Delphi technique, and (2) qualitative interviews with misusers.  The 

findings from each strand were analysed and published separately, then integrated 

as presented in the discussion chapter.   

   

1.6.1 Q methodology 

Q methodology provides an approach to identify the shared views of participants 

using a combination of quantitative and qualitative techniques.  It has been 

successfully used in addiction research to explore the beliefs of users of cigarettes 

(Farrimond et al., 2010; Moss & Bould, 2009), e-cigarettes (Farrimond, 2017) and 

alcohol (Davoren et al., 2016; K. M. Hill et al., 2018; S. Scott et al., 2014). 
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Q methodology involves identification of existing opinion statements about the 

research topic via literature review and/or interviews with potential participants.  

This large group of statements is known as the concourse.  A representative and 

manageable selection of these statements, the Q sample, is then presented to 

participants to sort according to their personal views.  During this Q sort process, 

participants rank each statement relative to the others, typically from “most 

disagree” to “most agree” using a fixed normal distribution grid.  The completed Q 

sorts, each one representative of the holistic viewpoint of an individual, then 

undergo by-person factor analysis to statistically identify factors representing 

people with shared response patterns.  These shared accounts are then interpreted 

qualitatively, often with the support of participant comments about their ranking 

decisions (Brown, 1980; Watts & Stenner, 2012). 

 

For this study, 99 participants who self-identified as long-term OTC codeine users 

living in North or North West Tasmania completed the 46-statement online Q sort 

in response to Facebook or Gumtree advertising, posters or word of mouth.  Data 

was collected between October to December 2017.   Responses of the 26 

participants classified as dependent on OTC codeine were included in the Q analysis 

and interpretation.   

 

1.6.2 Delphi technique 

In this study, the Delphi technique was used to achieve expert consensus on the 

statements to include in the Q sample.  A multidisciplinary panel of 15 addiction 

experts; doctors, nurses, pharmacists, psychologists and researchers, was recruited 

purposively.  The two-round survey was conducted between June and August 2017.     

 

The Delphi technique is a structured method to facilitate consensus of expert 

opinion.   Although initially developed for military forecasting (Dalkey & Helmer, 
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1963), it has since been applied to many research areas including healthcare 

(Keeney et al., 2011).  The technique involves a panel of experts who undertake a 

series of questionnaire rounds.  Panel member anonymity is maintained, reducing 

the influence of dominant personalities on the decision-making process.  After each 

Delphi round, feedback is given about the group opinion.  In the subsequent round 

panel members are given the opportunity to revise their individual responses in 

light of this feedback.  This iterative process continues until consensus is achieved 

(Linstone & Turoff, 1975). 

 

1.6.3 Interviews 

In contrast to surveys and questionnaires, qualitative interviews allow for rich, 

conversational participant responses.  Qualitative interviews provide researchers 

with the opportunity to “explore, in an in-depth manner, matters that are unique 

to the experiences of the interviewees, allowing insights into how different 

phenomena of interest are experienced and perceived” (McGrath et al., 2019, p. 

1002).   

 

For the interview strand of this study, 15 of the self-identified long-term OTC 

codeine users who completed the online Q sort were recruited.  Semi-structured 

telephone interviews were conducted between October and December 2017 and 

the transcripts were analysed abductively using qualitative content analysis. 

 

1.6.4 Study design 

This study was conducted in five phases, as shown in Figure 1.5.  Phases One to 

Four comprise the first strand of the mixed methods study design involving Q 

Methodology and incorporating a Delphi technique.  Phase Five represents the 

second strand; qualitative interviews with misusers.  Prior to Phase One, 24 months 

were spent on preparation, instrument development and ethics review.  After 
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Phase Five, there was 46 months spent on data entry, cleaning, analysis, review and 

write-up. 

 

 

Figure 1.5.  Flowchart of study phases 

 

Phase One – Initial selection of concourse statements 

Identification of concourse statements involved review of the literature, both 

scholarly and grey, pertaining to OTC codeine misuse.  A total of 842 statements 

were identified.    

 

Phase Two – Thematic grouping and reduction of concourse statements 

A theoretical framework, the COM-B model of behaviour, was used to group and 

then reduce the number of statements.  The 842 concourse statements were first 

sorted thematically using the COM-B framework.  Representative statements were 

then selected, reducing the number to 111. 

 

Phase Five 
Semi-structured telephone interviews with codeine 

misusers
October - December 2017

Phase Four

Online Q sort with codeine misusers October - December 2017

Phase Three 
Refinement and reduction of the concourse by 

addiction experts using a Delphi technique
June - August 2017

Phase Two 
Thematic grouping and reduction of concourse 

statements
March - May 2017

Phase One

Initial selection of concourse statements October 2016 - February 2017
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Phase Three – Refinement and reduction of the concourse by experts using a 

Delphi technique 

A modified Delphi technique involving a panel of fifteen addiction experts was used 

to further reduce the concourse and achieve consensus on the Q sample 

statements.  Consensus was achieved on 46 statements, which formed the final Q 

sample.  Phases One to Three are detailed in Chapter Three: Methodology and in 

Kirschbaum et al. (2019b).  

 

Phase Four - Online Q sort with codeine misusers 

Ninety-nine participants who self-identified as long-term OTC codeine users living 

in North or North West Tasmania completed the 46-statement online Q sort in 

response to Facebook or Gumtree advertising, posters or word of mouth.  

Responses of the 26 participants classified as dependent on OTC codeine were 

included in the Q analysis and interpretation.  This Phase is described in Chapter 

Three: Methodology and in Kirschbaum et al. (2019a). 

 

Phase Five – Semi-structured telephone interviews with codeine misusers 

Semi-structured telephone interviews were conducted with fifteen of the OTC 

codeine misusers who had completed the online Q sort to gain rich insights of 

misuser experiences.  Interview duration was on average 48 minutes.  This Phase is 

detailed in Chapter Three: Methodology and in Kirschbaum et al. (2020). 

 

1.7 Strengths and limitations 

Strengths of this research include its originality, timeliness, contribution to the field 

and rigour in design and approach.  The timeliness of the study is borne out by the 

increasing concern about OTC codeine misuse within Australia and elsewhere, at 

the time the study was conceived, which culminated in the up-scheduling of 

codeine in Australia.  The study addressed identified gaps in the existing body of 
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OTC codeine misuse literature: the paucity of research involving qualitative 

exploration of misuser experiences, mixed methods approaches, recruitment of 

non-treatment seeking misusers and misusers from rural areas.  It utilised novel 

methods, including the contribution of a new and systematic approach to Q sample 

construction.  As detailed in Chapters Three to Five, research decisions and 

methodological challenges were carefully considered, critically examined and made 

transparent.  However, there were also a number of study limitations.  The sample 

of OTC codeine misuser participants was small and not necessarily representative; 

therefore the findings are not generalisable.  Furthermore, misuser participants 

self-reported their codeine usage, which may have resulted in under-reporting 

and/or have been influenced by recall bias in the case of past misusers.   

 

1.8 Thesis structure  

This thesis is comprised of five chapters, which introduce the research and its aim, 

discuss existing literature on the topic, outline the methodology and methods used 

and present three publications reporting the research results.  The final chapter is 

an integration and discussion of the study results and presentation of conclusions.  

Supporting information is attached as appendices.  The following section provides a 

more detailed overview of each of the five chapters. 

  

Chapter One – Introduction: provides the background to the study.  It introduces 

the problem of OTC codeine misuse and provides a summary of codeine 

pharmacology, approved OTC codeine use and misuse, the history of codeine 

scheduling in Australia, the changing lexicon of addiction, screening and diagnosis 

of substance use disorders, theories of addiction and addiction treatment services 

in Australia.  The rationale, significance, context and aim of the research are then 

outlined, as well as the methodology, study strengths and limitations and the way 

in which the thesis is organised.    
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Chapter Two – Review of the literature: critically reviews existing scholarly 

research about OTC codeine misuse and misusers to provide a comprehensive 

overview of what is known about the topic.  The prevalence of misuse, 

characteristics and experiences of misusers, harms, impact and management of 

misuse are discussed.  Gaps in the literature are identified, including a lack of rural 

studies and research exploring misuser perspectives. 

 

Chapter Three – Methodology: describes and provides the rationale behind the 

study’s mixed methods approach.  It details the convergent study design involving: 

(1) a predominately quantitative strand utilising Q methodology and incorporating 

a Delphi technique; Study Phases One to Four, and (2) qualitative interviews with 

misusers; Study Phase Five.  Criteria used to ensure the quality of the research are 

then addressed, followed by an overview of the participant sampling and 

recruitment methods, instruments and measures used and data analysis processes.  

The chapter concludes with a discussion of ethical considerations, including justice 

and beneficence. 

 

Chapter Four – Publications: the results of the study are presented as three peer-

reviewed published articles.   

• Paper 1  (Results of Study Phases One, Two and Three):   

Q sample construction: A novel approach incorporating a Delphi 

technique to explore opinions about codeine dependence.  

Published in BMC Medical Research Methodology 2019.   

• Paper 2  (Results of Study Phase Four):   

‘For pain, no shame’ and ‘My secret solace’: Accounts of over-the-

counter codeine dependence using Q methodology.  Published in 

the International Journal of Drug Policy 2019. 

• Paper 3  (Results of Study Phase Five):   
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Experiences of over-the-counter codeine misusers and accounts of 

recovery: A qualitative study in Tasmania, Australia.  Published in 

Drug and Alcohol Review 2020.     

 

Chapter Five – Discussion and Conclusions: integrates and discusses the results of 

the Q sort and qualitative interviews.  Key findings about OTC codeine misuser 

accounts are highlighted, namely: (1) the identification of two distinct accounts of 

misuse; (2) use of OTC codeine to self-treat physical pain, stress and mental health 

conditions; (3) a gradual transition from use to misuse and growing awareness of a 

problem; and (4) the ability to recover via self-change.  Likewise, methodological 

challenges are then discussed, including the concerns raised and addressed during 

the peer review process.  Next, implications of the findings for OTC codeine policy 

and practice are considered using the Behaviour Change Wheel to suggest 

theoretically derived intervention strategies.  This is followed by acknowledgment 

of the significance, strengths and limitations of the research, as well as the 

researcher’s own reflections.  Future directions for research involving Q 

methodology, the Delphi technique, mixed methods and OTC codeine misuse are 

then identified.  The chapter concludes by providing specific recommendations, 

based on the literature review and research findings, to support the prevention, 

management, reduction and further understanding of OTC codeine misuse.   

 

1.9   Conclusion  

This chapter has presented an overview of the study.  First it introduced the topic 

of OTC codeine misuse, then provided the background, rationale, significance, and 

context of the research, demonstrating the need for a study exploring Tasmanian 

misuser experiences.  Next, the methodology and methods used and the study 

strengths and limitations were justified and described.  Finally, the structure of the 

thesis was outlined.  The following chapter presents a literature review of existing 

published scholarly research about OTC codeine misuse and misusers to establish 

what is already known about the topic.  
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2 Chapter Two:  Review of the OTC 
codeine misuse literature 

 

2.1 Introduction 

This chapter presents a review of existing published scholarly literature about OTC 

codeine misuse and misusers.  First, the methods used to conduct the review will 

be outlined, followed by a summary of the search results.  The findings of the 

identified articles will then be used to provide an overview of existing research 

regarding the prevalence of OTC codeine misuse, characteristics and experiences of 

misusers and the harms, impact and management of OTC codeine misuse.  The 

chapter concludes by highlighting limitations within the existing literature and 

areas requiring further research.  

 

2.2 Methods of literature review 

A literature review was undertaken to identify existing research about OTC codeine 

misuse and misusers.  Databases searched included CINAHL, Proquest, PubMed and 

Web of Science, using the search string Codeine AND (OTC OR over-the-counter OR 

“over the counter” OR non-prescription) AND (addiction OR dependence OR misuse 

OR abuse OR disorder OR nonmedical OR non-medical OR extramedical OR extra-

medical).  The search was limited to scholarly research journal articles and reviews 

published between 2010 and 2020, in English.   

 

Two hundred and one articles resulted from the search.  Ninety-eight duplicates 

were identified and removed, with the remaining 103 articles screened for 

relevance by full text.  Articles were excluded where they were not relevant to the 

research aim (n=16) or they were not a research article (for example 

commentaries, letters to editors) (n=13).  The candidate’s own articles were also 

excluded (n=3).  Backward snowballing (Wohlin, 2014), in which the reference lists 
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of included articles were checked for additional relevant papers, resulted in the 

inclusion of a further three papers.  An outline of the literature search strategy and 

article selection process is provided in Figure 2.1. 

 

 

Figure 2.1:  Literature search strategy and article selection process 
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2.3 An overview of the literature 

A total of seventy-four articles were included in the literature review, with a full 

annotated list provided in Appendix A.  Studies were categorised into one or more 

of the following groups to assist in the analytic process: quantitative studies 

reporting prevalence and/or socio-demographics; articles focussing on harms; 

qualitative studies of misusers’ experiences; views of health professionals; 

interventions; treatment of dependence; and impact of up-scheduling in Australia. 

 

The identified articles pertained to research conducted in Australia, France, Ireland, 

Middle East, New Zealand, Poland, South Africa, Taiwan and the United Kingdom.  

Australia was the country most often represented, providing the setting for almost 

half of the studies (n=33), with the UK (n=16) and Ireland (n=12) the next most 

represented countries.  The number of OTC-codeine related articles published 

increased over time, with 19 studies identified between 2010-2014 and the 

remaining 55 from 2015 onwards. 

 

A limitation in the interpretation and comparison of results is that for many articles 

OTC codeine was not the only medicine studied and data relating to the different 

medicines was often combined.  Over-the-counter codeine was the only medicine 

involved in 25 of the articles.  For the remainder, OTC codeine was studied along 

with other OTC medicines, other opioids and/or prescription codeine products.  

Another complication was the lack of consensus between studies regarding 

definitions and measurement of misuse, abuse and dependence.   For example, 

Severity of Dependence Scale (SDS) cutoffs, DSM criteria and self-identification 

have all been used to classify individuals as dependent on codeine.   

 

2.3.1 Types of studies 

The majority of studies were quantitative in design, involving statistical analysis of 

data.  Of these, 15 were cross-sectional surveys; 13 online, postal or in-person 
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questionnaires and two involved structured participant interviews (Arora et al., 

2013; Salom et al., 2017).  An example is Nielsen et al.’s (2011) web-based survey 

of 800 Australian self-reported OTC codeine users recruited via newspaper 

advertisements, e-mail networks, online postings and posters displayed at health 

service locations.  The SDS was used to classify participants as dependent (score of 

five or above) or not dependent (score of less than five) on codeine.  Statistical 

comparisons were then made between the dependent and non-dependent groups 

regarding characteristics including demographics, codeine use, pain, physical and 

mental health.  Other examples of cross-sectional surveys relating to OTC codeine 

misuse include Carney et al. (2018), Fingleton et al. (2016), Kimergard et al. (2017) 

and Wells et al. (2018).  There was little commonality in the survey instruments 

used, although a number included questions from validated tools such as the SDS 

(Kimergård et al., 2017; Nielsen et al., 2011).   

 

Quantitative reviews of treatment centre admissions, poisons centre calls, codeine 

sales or coronial data comprised 18 studies, most of which were conducted 

retrospectively. These included studies by Mill et al. (2018), Nielsen, Roxburgh et al. 

(2015) and Thekiso and Farren (2010).  Dada et al.’s (2015) retrospective review of 

17, 260 admissions to South African drug treatment centres in 2014 identified 435 

admissions in which codeine misuse or dependence was the primary or secondary 

substance of abuse.  Descriptive statistics were used to report patient 

demographics and details of drug use for those admitted for codeine 

misuse/dependence.  Quantitative studies have also been conducted using 

codeine-related death statistics from the National Coronial Information System 

(Roxburgh et al., 2015), monthly subsidised prescription supply data from the 

Australian Government Department of Human Services (Middleton & Nielsen, 

2019) and national sales data for prescription and OTC codeine (Gisev et al., 2016).  

Quantitative approaches were also used in two studies utilising covert simulated 

patient methods, or “mystery shopping” (Byrne et al., 2018; Collins et al., 2019).    
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Qualitative approaches were employed in 14 of the identified articles; nine 

involved semi-structured or in-depth interviews analysed thematically, two 

accessed data from internet forums, two were analyses of public policy documents, 

and one study utilised focus groups.  Methods of data analysis included Bacchi’s 

poststructural policy analysis (Weier & Farrugia, 2020), Braun and Clarke’s six 

phases of thematic analysis (E. Lee & Cooper, 2019), constant comparison (Carney 

et al., 2016; Cooper, 2013a, 2013c), Empirical Phenomenological Psychological five 

step method (Van Hout, 2015; Van Hout et al., 2018; Van Hout, Rich, et al., 2017) 

and Framework (Kinnaird et al., 2019). 

 

Other types of studies included case reports/series (n=10) and literature reviews 

(n=7).  In addition, six of the identified studies were cross-sectional surveys 

inclusive of closed and open-ended questions, the results of which were analysed 

utilising quantitative and qualitative analytic techniques respectively (Barrett & 

Costa, 2018; Foley et al., 2017; Foley et al., 2018; Foley et al., 2016; Mishriky et al., 

2019, 2021).  Gibbins et al.’s (2017) research was the only identified study to utilise 

a Delphi technique.  

 

Use of a mixed methods approach was reported in only two articles, both of which 

explored the perspectives of health professionals regarding the management of 

OTC codeine misuse (Fingleton et al., 2019; Norman et al., 2016).  The mixed 

methods study by Fingleton et al. (2019) involved an online survey and semi-

structured interviews; the survey results were summarised using descriptive 

statistics, the interview transcripts were analysed using content analysis and both 

sets of results were combined in the discussion.  Norman et al.’s  (2016) mixed 

methods research involved thematic analysis of three different datasets.   

 

Only three articles reported the application of theory in the study design.  The 

applied theories included risk environment (Kinnaird et al., 2019), Liese and Franz’s 
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cognitive developmental model of substance abuse (Van Hout, Norman, et al., 

2017) and the Theoretical Domains Framework plus COM-B (Fingleton et al., 2019).      

 

2.3.2 Types of samples 

There were a wide variety of sample types and sizes, ranging from individual case 

reports (Ernest et al., 2010; Evans et al., 2010) to a national general household 

survey of over 20 000 participants (Chan et al., 2019).  Where codeine users were 

recruited, participants included codeine purchasers, self-identified codeine users 

and misusers, treatment-seeking codeine misusers and those classified or 

diagnosed as dependent.  Recruitment of codeine users occurred at the point of 

codeine purchase in pharmacies, via addiction support groups on the internet, by 

traditional recruitment advertising methods, and via health professional 

(gatekeeper) referral.  Methods used by researchers to classify participants as 

codeine misusers or dependents included: participant self-identification; presence 

of an established clinical diagnosis; and participant responses to questioning about 

their use, including questions drawn from screening or diagnostic instruments (for 

example SDS, DSM).  Codeine usage was also studied in samples of psychiatric 

inpatients, illicit drug users and the general population.   

 

Fifteen of the identified studies explored the views of health professionals.  

Community pharmacists were the group most often researched, with other 

samples including doctors working in addiction treatment services, nurse 

prescribers and pharmacy staff.  Secondary datasets were also analysed, including 

Poisons Information Centre calls, hospital and addiction treatment centre records, 

national drug sales and coronial statistics.  The use of secondary data sources such 

as these enable large amounts of data to be accessed relatively easily, without the 

requirement for individual participant recruitment and participation.  However, the 

quality of the data may not be ideal as it was not specifically collected for the study 

purpose; it may be missing data or contain combined data that would ideally have 

been separated.   
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The findings of the identified articles will now be used to provide an overview of 

what is known about OTC codeine misuse and misusers.  Existing research about 

the prevalence of OTC codeine misuse will be presented first.  This will be followed 

by a discussion of the characteristics and experiences of misusers and the harms 

and impact of misuse.  Finally, findings related to the management of OTC codeine 

misuse will be presented, including challenges faced by health professionals and 

intervention strategies. 

 

2.4 Prevalence of OTC codeine misuse 

Quantification of the scale of OTC codeine misuse presents a challenge due to the 

covert nature of drug misuse and difficulties accessing this hidden population 

group.  Existing prevalence studies vary markedly in their data sources and sample 

types.  Self-reported OTC codeine use has been explored in samples of psychiatric 

in-patients, patients at addiction treatment centres, injecting drug users, those who 

purchased OTC medicines from pharmacies and the general population.  Health 

professionals’ perceptions of misuse have also been used as a prevalence indicator.  

Other surrogate markers have included coronial data, hospital and treatment 

centre admissions, poisons information centre calls and pharmaceutical sales; often 

obtained retrospectively from large secondary datasets.  In addition, multiple 

definitions and methods of measuring misuse, abuse and dependence have been 

used, complicating study comparisons.  The majority of quantitative studies of 

misuse were conducted in Australia.  Other countries represented were France, 

Ireland, New Zealand, South Africa and Taiwan.   

 

Three studies investigated the prevalence of codeine dependence amongst OTC 

codeine users, with strikingly similar findings given the differences in sample types 

and measures used.  In an Australian study (Nielsen et al., 2011), 800 self-reported 

OTC codeine users completed an online survey, with 17% classified as dependent 
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based on a SDS score of five or greater.  Likewise, a study involving 316 self-

reported codeine users in the UK and Ireland (Kimergård et al., 2017) also reported 

a 17% incidence of codeine dependence, again using an SDS cutoff of five as the 

dependence indicator.  This sample, however, was inclusive of both OTC and 

prescription codeine users.  In addition, a French study of 118 pharmacy customers 

purchasing OTC codeine who had used the product in the previous month (Roussin 

et al., 2013) found that 17.8% were dependent, this time using DSM-IV criteria for 

dependence.   

 

None of the studies reviewed specifically examined the prevalence of OTC codeine 

misuse amongst the general population.  Fingleton et al.’s (2016) cross-sectional 

survey involving a random sample of 411 people in the UK explored misuse of all 

OTC medicines, which included codeine.  The lifetime prevalence of non-

prescription medicine misuse, abuse and dependence was found to be 19%, 4% and 

2% respectively, with codeine reported to be one of the most commonly implicated 

medicines.  A number of studies have focussed on OTC codeine use amongst 

specific population groups.  In an Australian study of injecting drug users (Arora et 

al., 2013), 317 of the 902 participants self-reported OTC codeine use in the 

previous six months.  Of those, 52% had exceeded the recommended dose on their 

last use and 20% had used OTC codeine for non-medical reasons.  Self-reported 

OTC codeine use patterns were also assessed in a study involving two cohorts of 

Irish psychiatric inpatients (Agyapong et al., 2013), recruited before (n=117) and 

after (n=126) changes to regulations on codeine supply.  “Often” or “regular” use 

was reported in 33% of the first sample and 17% of the second, while taking 

codeine to “feel-good” or to reduce cravings occurred in 16% and 2% respectively.  

Another finding was that 6.7% and 4.2% of the samples considered themselves to 

be addicted to OTC codeine.  In a large multi-national study of OTC codeine 

purchasers (n=1,230) (Wells et al., 2018), weekly purchase of OTC codeine, a 

potential misuse indicator, was reported by 6%, 13% and 16% of participants in 

Ireland, South Africa and England respectively.   
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Pharmacist perspectives on the scale of OTC codeine misuse have been explored in 

several studies.  A UK postal survey of 32 community pharmacists (Barrett & Costa, 

2018) revealed that 88% knew customers who purchased OTC codeine regularly.  

Similarly, of 709 Scottish community pharmacists surveyed in 2014 (Wright et al., 

2016), over 80% reported suspected OTC medicine misuse in their pharmacy, with 

codeine the product most commonly perceived to be misused.  Perceptions of OTC 

codeine misuse were also investigated in a multi-country web-based survey of 

pharmacy staff in South Africa (n = 124), Ireland (n = 464) and the United Kingdom 

(n = 129) (Carney et al., 2018).  The majority of participants in all three countries 

perceived that a medium to high amount of codeine provided by pharmacies is 

misused.  

 

Analyses of hospital and drug treatment centre admissions, Poisons Information 

Centre calls and coronial data also give an indication of the extent of codeine 

misuse and associated harms.  A review of 135 presentations to drug treatment 

services in New South Wales, Australia (Nielsen, Murnion, et al., 2015) identified 

that codeine was recorded as the principal drug of concern in 53 cases, with 47 

reporting use of OTC codeine and 44 indicating that OTC codeine was the sole 

opioid used.  In another Australian study, ninety-nine admissions to a tertiary 

teaching hospital, representing 30 individuals, were identified as being related to 

OTC codeine during the five year period from 2010-2015 (Mill et al., 2018).  

Retrospective review of admissions to an Irish addiction treatment facility over a 

one year period (Thekiso & Farren, 2010) revealed that 20 patients were diagnosed 

with OTC opiate abuse, representing 1% of admissions.  A larger South African 

review of 17,260 Alcohol and Drug treatment centre admissions (Dada et al., 2015) 

identified codeine as a substance of abuse in 2.5% of all admissions, and for 137 

patients (0.8%), codeine was the primary substance of abuse.  While figures 

relating to the latter study are inclusive of both prescription and/or OTC codeine, 

the codeine products most frequently reported as misused were available OTC. 
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Calls made to Australia’s largest Poisons Information Centre from 2004 to 2015 

were reviewed by Cairns et al. (2016).  Four hundred calls were determined to be 

related to misuse of codeine combination analgesics; predominately OTC products.  

The frequency of codeine-related calls also increased markedly during this period, 

corresponding to an average annual percentage change of almost 20%.  In Ireland, 

a review of calls to the National Poisons Information Centre over a similar time 

period, 2005-2016 (Kennedy et al., 2019), revealed 1,851 calls regarding codeine 

products.  Again, the majority of calls involved products available OTC (73%).  In 

contrast to the aforementioned Australian study, however, the number of calls had 

declined annually.   

 

Analyses of coronial data was reported in two Australian studies.  From 2002-2012, 

441 unintentional deaths across three Australian states were found to be 

associated with codeine/paracetamol combination analgesics, with OTC products 

reported in 63 cases (Hopkins et al., 2018).  A larger national study of Australian 

coronial data from 2000-2013 (Roxburgh et al., 2015) revealed that codeine toxicity 

had contributed to 1,437 deaths, including 299 cases in which OTC products had 

been consumed.  Yearly rates of codeine-related deaths were also found to be 

increasing. 

 

Over-the-counter codeine sales data have been used in attempts to quantify the 

extent of OTC codeine use.  An analysis of Australian national opioid sales data for 

2013 (Gisev et al., 2016) demonstrated that 15,490,207 packs of OTC codeine were 

sold by wholesalers to community pharmacies.  While not assessing levels of 

misuse, the results indicate that usage of OTC codeine in Australia is common.  In 

Taiwan, yearly sales of OTC codeine cough syrups between 2011-2014 were found 

to fluctuate more than prescription codeine sales (Lo et al., 2015).  The authors 

suggest that this variability may be indicative of potential OTC codeine abuse. 
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This section has focussed on what is known about the prevalence of OTC codeine 

misuse.  The following section examines what is known about the characteristics 

and experiences of misusers. 

  

2.5 Characteristics and experiences of misusers  

Individual studies have suggested that “the typical OTC abuser tends to be female 

and middle aged with co-morbid medical and psychiatric illness” (Thekiso & Farren, 

2010, p. 190) and that OTC dependence typically affects those that are “middle-

aged, knowledgeable, functioning, employed, often having families and/or 

possessing drug- seeking behaviours” (Coombes & Cooper, 2019, p. 9).   However, 

there is little consensus in the extant literature about who is affected by OTC 

codeine misuse.    

 

Amongst a sample of Australian injecting drug users, females more often exceeded 

OTC codeine dosage recommendations than males (Arora et al., 2013).  Higher 

prevalence of misuse amongst females has also been suggested in broader studies 

inclusive of both OTC and prescription codeine.  These include studies of Australian 

treatment-seeking codeine users (Nielsen, Murnion, et al., 2015) and Irish Poisons 

Information Centre codeine-related calls (Kennedy et al., 2019).   

 

In contrast, the gender distribution was approximately equal in a study of calls to 

an Australian Poisons Information Centre regarding codeine (Cairns et al., 2016), 

and a retrospective review of South African addiction treatment centre admissions 

for codeine misuse or dependence found the majority of patients to be male (Dada 

et al., 2015).  Nielsen, Roxburgh et al. (2015) also reported an increase in the 

proportion of males presenting for codeine-related drug and alcohol treatment in 

Australia, rising from 33% in 2002-2003 to 66% in 2010-2011.  All three of these 

studies involved data relating to prescription and OTC codeine misuse.   
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The tendency for OTC codeine misusers to be middle aged is a finding of a number 

of studies.  Thekiso and Farren’s (2010) sample of Irish OTC opiate abuser 

inpatients had an average age of 49 years.  The average age of treatment-seeking 

OTC codeine misusers in a New Zealand study was found to be 44 years (McAvoy et 

al., 2011).  Likewise, a treatment-seeking sample of codeine misusers in Ireland had 

a mean age of 39 years, with the majority aged between 30 and 49 years (Van Hout 

et al., 2018).  In Australia, a sample of treatment-seeking codeine misusers had an 

average age of 39 years (Nielsen, Murnion, et al., 2015), and a convenience sample 

of OTC users classified as codeine dependent had an average age of just under 40 

years (Nielsen et al., 2013). 

 

There are, however, a number of studies which indicate that misuse may be 

prominent at younger ages.  For example, in a South African study of codeine 

misusers accessing specialist treatment centres, Dada et al. (2015) found that over 

15% were under 20 years of age, including some as young as eleven.  In addition, 

data from calls regarding codeine to an Irish Poisons Information Centre revealed 

that the average age of cases was 23 years (Kennedy et al., 2019).  Nielsen et al. 

(2011) also noted differences in age between dependent and non-dependent OTC 

codeine users in Australia, with those classified as dependent found to be younger.  

Younger age was also identified by Fingleton et al. (2016) as a predictor of OTC 

medicine misuse in a survey of the UK general population.  

 

A high incidence of mental health problems was noted amongst OTC codeine 

misusers in several studies (McAvoy et al., 2011; Mill et al., 2018; Salom et al., 

2017), and in codeine misusers more generally (Nielsen, Murnion, et al., 2015).  

Physical pain was also reported as a co-morbidity by some (Arora et al., 2013; 

Nielsen, Murnion, et al., 2015). 
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For the majority of identified studies, misuser recruitment was undertaken in 

capital cities or other large centres, with the findings not necessarily generalisable 

to populations living in rural areas.  Only a small number of studies presented 

findings specifically related to OTC misuse in rural areas.  In Australia, utilisation of 

OTC codeine, based on pharmacy sales of the product, were found to be higher in 

areas outside major cities (Degenhardt et al., 2016) and in more remote 

geographical locations (Gisev et al., 2016).  However, in Scotland, more pharmacists 

working in urban centres perceived OTC misuse to be occurring in their area (84%) 

compared to their rural counterparts (74%) (Wright et al., 2016).   

 

Few studies explored codeine misuse from the perspective of the misuser.  These 

included qualitative studies of: UK codeine misusers who initially commenced use 

for relief of physical pain (Kinnaird et al., 2019); help-seeking misusers in the UK 

who self-identified as having experienced OTC addiction (Cooper, 2013a); Irish (Van 

Hout et al., 2018; Van Hout, Norman, et al., 2017) and South African (Van Hout, 

Norman, et al., 2017; Van Hout, Rich, et al., 2017) codeine misusers/dependents 

recruited via medical specialist gatekeepers; and Australians who met criteria for 

OTC codeine dependence (Nielsen et al., 2013).  Commonly reported misuser 

experiences included: commencement for genuine pain relief purposes; a transition 

to OTC codeine following use of prescribed painkillers; initial lack of awareness of 

codeine’s addictive potential; use for physical and psychological pain; gradual 

awareness of a problem; purchasing codeine from multiple pharmacies; minimal 

questioning by pharmacists; feelings of shame and attempts to hide use; 

experiences of side effects and withdrawal symptoms; and unsuitability of and 

stigma associated with traditional addiction treatment services, which were 

perceived to be for illicit drug users.  Three different types of OTC codeine misuser 

were identified by Nielsen et al. (2013) in an Australian sample categorised as 

dependent: those who reported to never exceed the recommended dose, 

recreational users, and those who took daily high dosages.  Similarly, in the UK, 

Cooper (2013a) described three different typologies amongst participants who self-

identified as having experienced OTC addiction.  However, instead of a recreational 
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group, he described a cohort who took slightly above the recommended dose on a 

daily basis.  Many of the OTC misusers in Cooper’s study considered themselves to 

be professional, educated, well-presented, and therefore different to illicit drug 

users.  Two netnographic studies exploring codeine misuser experiences were also 

identified (E. Lee & Cooper, 2019; Van Hout, 2015), both of which demonstrated 

that internet forums provided a source of information and support for misusers.   

 

It should be noted that the Australian study by Nielsen et al. (2013) was the only 

qualitative study identified which solely recruited OTC codeine misusers; Cooper’s 

(2013a) study included participants dependent on other OTC medicines, and all 

others were inclusive of both prescription and OTC codeine misusers.  The 

literature pertaining to misuser experiences is further discussed in the publications 

comprising Chapter Four and in the sections below.   

 

2.6 Harms and impact of misuse 

OTC codeine misuse has resulted in a range of documented harms, including 

codeine dependence, toxicity, death, adverse effects associated with active 

ingredients co-formulated with codeine, costs to healthcare systems and 

psychological and social impacts. 

 

Patient admissions to specialist alcohol and drug treatment centres for codeine 

dependence caused by excessive consumption of OTC codeine have been identified 

in studies conducted in Australia (McAvoy et al., 2011; Nielsen, Murnion, et al., 

2015), Ireland (Thekiso & Farren, 2010; Van Hout et al., 2016) New Zealand 

(McAvoy et al., 2011) and South Africa (Dada et al., 2015).  There have been reports 

of OTC codeine poisonings amongst Australian hospital admissions (Harris et al., 

2020) and in calls to Poisons Information Centres in both Australia (Cairns et al., 

2016; Cairns et al., 2020) and Ireland (Kennedy et al., 2019).  Analyses of Australian 

coronial data have demonstrated that OTC codeine misuse has resulted in 
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unintentional deaths (Hopkins et al., 2018) and contributed to both accidental and 

intentional fatal overdoses (Roxburgh et al., 2015). 

 

The ingredients co-formulated with OTC codeine have also caused adverse effects.  

Reports of ibuprofen-related gastrointestinal toxicity were common (Frei et al., 

2010; McAvoy et al., 2011; Mill et al., 2018).  For example, in a study of OTC 

codeine-related admissions to an Australian hospital, most involved 

gastrointestinal morbidity, such as gastric bleeding or ulceration (Mill et al., 2018).  

Renal complications due to ibuprofen were also reported in the aforementioned 

study and by others (Ernest et al., 2010; McAvoy et al., 2011; Ng et al., 2011).  Mill 

et al. (2018) also demonstrated that hospital treatment of OTC codeine-related 

harms, which most often related to ibuprofen, resulted in a significant cost to the 

Australian healthcare system.   

 

Dependence on OTC codeine and serious adverse effects due to excessive 

consumption of co-formulated ingredients have also been described in qualitative 

interviews with OTC codeine misusers (Cooper, 2013a; Van Hout et al., 2018).  Such 

studies also highlighted psychological and social impacts of misuse.  Misusers in the 

UK reported feelings of shame and attempts to hide their drug use in the workplace 

and from family and friends (Cooper, 2013a).  A theme of social isolation was 

identified amongst Irish codeine misuser narratives (Van Hout et al., 2018), with 

participant descriptions of preoccupation with codeine leading to loss of social 

support networks, strain on family relationships and problems sustaining 

employment.  Adverse effects on work and relationships have also been described 

in other studies of codeine misusers (E. Lee & Cooper, 2019; Van Hout, Rich, et al., 

2017). 
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2.7 Management of OTC codeine misuse 

The literature revealed a number of challenges faced by health professionals in the 

management of OTC codeine supply and suspected misuse.  Challenges reported by 

community pharmacists in Australia (Hamer et al., 2014), Ireland, South Africa and 

the UK (Carney et al., 2016) and the UK (Cooper, 2013c) included: difficulties 

establishing whether there was a genuine therapeutic need for the product, 

consumers purchasing codeine from multiple pharmacies, inconsistent approaches 

between pharmacies, customer resentment toward pharmacist questioning, lack of 

confidence in discussing misuse, and uncertainty about where to refer those who 

are dependent.  There were also reports that discussions with customers about 

suspected misuse were more difficult in rural pharmacies, compared to larger, 

urban areas which were associated with greater customer anonymity (Cooper, 

2013c).  Effective identification of customers misusing codeine was noted as a 

particular challenge; with acknowledgement that suspicion of misuse was often 

based on having “a sense” of who would be affected (Carney et al., 2016), aberrant 

behaviours or appearance (Hamer et al., 2014).   

 

Medical professionals have also reported experiencing difficulties with 

identification of OTC codeine misusers, including a lack of suitable methods to 

screen for dependence.  This is evidenced by the findings of studies involving 

prescribers in Ireland (Foley et al., 2017), South Africa (Foley et al., 2018) and the 

UK (Foley et al., 2016), as well as in a systematic review (Nielsen et al., 2018).   In 

addition, health professionals working in specialist substance treatment services in 

the UK have described a lack of specific guidelines regarding the treatment of 

dependence on non-prescription medicines (Coombes & Cooper, 2019; Fingleton et 

al., 2019). 

 

Indeed, a systematic literature review exploring the treatment of codeine 

dependence (Nielsen et al., 2018) found that a number of treatment approaches 

have been used.  These include opioid taper, treatment with an opioid agonist and 
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psychological therapies, which align with broader guidelines for treatment of opioid 

dependence.  In Australia, a retrospective review of presentations to drug 

treatment services found that codeine users were more likely to have received 

treatment with buprenorphine than methadone (Nielsen, Murnion, et al., 2015).  

The successful treatment of codeine dependents with buprenorphine-naloxone, 

particularly when coupled with psychosocial interventions, has been highlighted in 

a number of case reviews, both in Australia and overseas (Kean, 2016; Van Hout et 

al., 2016; Van Hout, Hearne, et al., 2017). 

 

There is evidence to suggest that many people dependent on OTC codeine do not 

seek professional help, presenting another challenge in the management of OTC 

codeine misuse.  An Australian study of self-reported OTC codeine users found that 

75% of those classified as dependent had not sought treatment for codeine 

dependence (Nielsen et al., 2011).  Likewise, the majority of individuals who 

admitted to ever being dependent on an OTC medication in a UK survey had not 

sought professional assistance (Fingleton et al., 2016).  Several studies 

demonstrated that codeine misusers had sought support via the internet 

(Kimergård et al., 2017; Kinnaird et al., 2019; E. Lee & Cooper, 2019; Van Hout, 

2015).  Misuser perceptions of being different to illicit drug users and the perceived 

unsuitability of existing treatment services have been identified as barriers to 

accessing professional help (Cooper, 2013a).   

 

The literature suggests a range of strategies designed to address these challenges, 

to reduce OTC codeine misuse and to optimally treat and support those affected.  

Two review papers specifically aimed to identify practice recommendations and 

innovations for the management of codeine misuse (Bergin et al., 2015; Norman et 

al., 2016).  Recommendations included: increasing consumer awareness of 

codeine’s potential side effects and the risk of dependence, such as via public 

health campaigns and health information posters; development of abuse deterrent 

formulations; clear labelling of active ingredients and addiction warnings on 
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products; restrictions on pack sizes, visibility of products and customer self-

selection; and the preclusion of advertising.  Adoption of a “universal precautions” 

approach to codeine sales was advised, involving routine questioning of all 

customers to prevent supply decisions based on appearance.  Likewise, routine 

questioning by doctors regarding patient medication use, both prescribed and OTC, 

was recommended.  Motivational interviewing and advanced communications 

training for health professionals was also suggested, as well as the development of 

brief interventions at the point of sale, gold standard screening tools for early 

identification of misuse and dependence, national real time monitoring systems to 

track codeine sales through shared patient records, and direct pharmacist referral 

pathways.  In addition, recommendations included regular review of health 

information available on the internet, use of mobile phone technology for 

treatment support, and the establishment of pharmacy-based detoxification 

programs and specialist codeine treatment clinics.  Consensus was achieved 

amongst pharmacists and other health care professionals involved in an Australian 

Delphi study (Gibbins et al., 2017) that the following strategies were most likely to 

be effective and achieve impact within the community pharmacy setting: use of a 

national real-time database of sales; development of a pharmacist referral pathway 

for at-risk patients; and pharmacist training in communication. 

 

The 2018 up-scheduling of codeine in Australia was the focus of eight of the 

identified studies.  These included an analysis of the reasoning behind the policy 

decision, three articles exploring attitudes towards the decision, and four 

evaluating the impact of the scheduling change.  A web-based questionnaire 

conducted prior to the scheduling change demonstrated that the majority of 

Australian codeine consumers and pharmacists surveyed opposed the decision, 

while most General Practitioner participants were supportive of it (McCoy et al., 

2018).  Studies conducted soon after the scheduling change revealed mixed views, 

including perceived advantages and disadvantages, amongst codeine purchasers 

(Mishriky et al., 2021) and pharmacists (Mishriky et al., 2019).  Initial studies 

suggest that making codeine prescription-only has had positive public health 
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impacts: a reduction in hospital presentations for codeine-related poisonings 

(Harris et al., 2020); and a decrease in poison information centre calls relating to 

low-dose codeine with no increase in calls regarding other opioids (Cairns et al., 

2020), and without a rise in prescription opioid use (Middleton & Nielsen, 2019).  

There was, however, an increase in dental opioid prescribing rates (Teoh et al., 

2020).  Sales to Australian community pharmacies of OTC analgesics containing 

paracetamol and/or ibuprofen also increased after the up-scheduling of codeine 

(Schaffer et al., 2020), which although are not associated with dependence, may 

cause adverse effects if misused.  The long-term impact of the codeine scheduling 

change in Australia has not yet been evaluated. 

 

2.8 Limitations and recommendations for further research 

This literature review has revealed that there has been an increase in research 

regarding OTC codeine misuse in recent years, as evidenced by a growing number 

of published research articles on the topic.  There are, however, a number of 

recognised limitations with the existing studies.  Many of the identified studies 

were cross-sectional surveys, which are limited to a single timepoint and are unable 

to give an indication of changes over time.  There was also a lack of comparator 

control groups.  Several studies involved relatively small samples, with low 

participant response rates, which may not be generalisable to larger population 

groups.  For example, Foley et al. (2017) received 398 completed questionnaires in 

their study involving prescribing medical professional participants, representing a 

response rate of only 18%.  A large proportion of studies were retrospective 

reviews involving the analysis of pre-existing data collected for purposes other than 

research.  Mill et al. (2018) encountered incomplete medical records and 

inconsistencies in information coding when retrospectively reviewing Australian 

hospital admissions relating to OTC codeine misuse, which are recognised 

limitations with this type of study design.   
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For studies involving codeine misusers as participants, self-report bias may have 

influenced the data.  In addition, most studies of misusers recruited help-seeking 

participants, therefore the findings were not representative of misusers who were 

unaware or in denial of problematic codeine use and of those not ready to change 

their behaviour.  In cases where health professionals were recruited, those 

experiencing more problems with OTC codeine misuse in their practice may have 

been more likely to participate.  Lack of standardised terminology and criteria to 

determine codeine misuse and dependence not only complicated comparison 

between studies, but the terms may have been perceived differently by 

participants within a single study.   

   

In the identified literature, researchers drew attention to a number of areas 

requiring further research.  There were many recommendations for evaluation of 

the effectiveness of prevention, intervention and treatment strategies for OTC 

codeine misuse, and the establishment of best practice responses (Fingleton et al., 

2019; Foley et al., 2017; Nielsen, Roxburgh, et al., 2015; Van Hout, Hearne, et al., 

2017).  Also highlighted was the need for improved strategies for the management 

of chronic pain (Arora et al., 2013; Weier & Farrugia, 2020).  Further quantitative 

research has been recommended to accurately establish the scale of the problem 

(Cooper, 2013b; Tobin et al., 2013).  In addition, studies to understand differences 

amongst cultural, gender (Wells et al., 2018) and age (Dada et al., 2015) groups 

have been advised to facilitate targeted interventions.  Specifically, studies 

amongst women (Arora et al., 2013) and young people (Dada et al., 2015) were 

recommended.  Qualitative research was also identified as an area of need, 

including exploration of misuser perspectives, and pathways and trajectories to 

misuse and dependence (Bergin et al., 2015; Cooper, 2013a, 2013b).  Although not 

directly acknowledged, research about OTC codeine misuse in rural areas and 

amongst Aboriginal populations was noticeably under-represented, as well as use 

of mixed methods approaches and the application of theory within study designs.   
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2.9 Conclusion 

Review of existing literature about OTC codeine misuse has highlighted a number 

of areas of research need.  The current study will address some of these gaps by 

exploring accounts of OTC codeine misusers living in rural and regional Tasmania 

using a qualitatively driven mixed-methods approach.  The following chapter details 

and provides reasoning for the chosen methodology and methods. 
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3 Chapter Three:  Methodology 
 
3.1 Introduction 

This chapter describes and explicates the methodology and methods chosen to 

address the study aim.  It provides the rationale behind the study’s mixed methods 

approach and details the convergent study design involving: (1) a predominately 

quantitative strand utilising Q methodology and incorporating a Delphi technique, 

and (2) qualitative interviews with misusers.  Criteria to ensure the quality of 

research are then addressed, followed by an overview of the participant sampling 

and recruitment methods, instruments and measures used and data analysis 

processes.  The chapter concludes with a discussion of the ethical considerations 

pertaining to the research. 

 

3.2 Research paradigm and approach 

The decision to adopt a mixed methods approach for this study was made after 

thorough exploration of the major methodological paradigms; quantitative, 

qualitative and mixed methods research.  The philosophical basis, strengths and 

limitations of each were examined to facilitate a well-considered and informed 

choice. 

 

Quantitative research is underpinned by positivist philosophy; belief that reality is 

objective, singular and able to be demonstrated empirically.  The purpose is 

hypothesis testing, with the methods involving the recruitment of large samples 

considered to be representative of the study population, collection of numerical 

data using structured procedures, statistical analysis of the data and identification 

of correlations between variables (Johnson & Onwuegbuzie, 2004; Sale et al., 

2002).  The strengths of quantitative research include the ability to: study large 

samples; make quantitative predictions; collect and analyse data relatively quickly; 
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and generate findings that are relatively independent of the researcher and that 

may be generalisable to other populations.  There are also limitations, including: 

the requirement for large samples; rigidity in participant response options; limited 

flexibility in analysis; possible confirmation bias due to a focus on theory testing 

rather than generation; and little focus on understanding the context of the 

phenomenon (Johnson & Onwuegbuzie, 2004; Queirós et al., 2017). 

 

In contrast, qualitative research is based on constructivist and interpretivist 

philosophy.  Multiple socially-constructed realities are believed to exist and an 

intrinsic link between the researcher and study findings is acknowledged (Johnson 

& Onwuegbuzie, 2004; Sale et al., 2002).  Qualitative research has a subjective and 

inductive purpose; “exploring and understanding the meaning individuals or groups 

ascribe to a social or human problem” (Creswell & Creswell, 2017, p. 4).  Small, 

purposive samples are generally recruited, with data collection involving in-depth 

or semi-structured interviews, focus groups or participant observation (Sale et al., 

2002).  Strengths of this approach include the ability to: recruit small numbers of 

participants; generate rich descriptions, in-depth findings and deep understanding; 

explore the context of a phenomenon; and respond flexibly during data collection 

and analysis.  However, limitations include that the findings are not generalisable 

and may be more easily influenced by researcher bias, quantitative predictions are 

difficult to make and data collection and analysis tend to be more time consuming 

(Johnson & Onwuegbuzie, 2004; Queirós et al., 2017). 

 

Along with qualitative and quantitative research, mixed methods research has been 

posited as one of three major research paradigms (Johnson & Onwuegbuzie, 2004, 

p. 24).  It “combines elements of qualitative and quantitative research approaches 

(e.g., use of qualitative and quantitative viewpoints, data collection, analysis, 

inference techniques) for the broad purposes of breadth and depth of 

understanding and corroboration” (Johnson et al., 2007, p. 123).  Mixed methods 

research can be distinguished from multimethod/multiple methods research as the 
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latter uses EITHER multiple qualitative OR quantitative approaches, rather than a 

combination of both (Salmons, 2015, p. 522).  Indeed, mixed methods research 

goes “beyond multimethod approaches from the same family or inquiry tradition” 

(Fetters & Molina-Azorin, 2017, p. 5) and provides the “possibility of mixing at 

multiple levels (methods, methodologies and paradigms)” (Fetters & Molina-

Azorin, 2017, p. 5).  This “methodological eclecticism” (Tashakkori & Teddlie, 2010, 

p. 8) can be used strategically to harness “complementary strengths and 

nonoverlapping weaknesses” (Johnson et al., 2007, p. 127) of both qualitative and 

quantitative research approaches.        

 

Mixed methods research is not underpinned by a single fixed worldview, and a 

diverse range of philosophical stances have been proposed to provide a suitable 

foundation (Creswell & Plano Clark, 2018).  However, methodological purists 

uphold that qualitative and qualitative paradigms should not be mixed (Creswell, 

2011).  Other issues associated with mixed methods research include a lack of 

consensus regarding: the definition of mixed methods research; design possibilities 

and typologies; strategies and stages for integration; interpretation of conflicting 

results; and criteria to ensure validity/trustworthiness (Creswell, 2011; Fetters et 

al., 2013; Johnson et al., 2007).  Additional research time and skills are also 

required for the conduct of both qualitative and quantitative components in a 

single study (Johnson & Onwuegbuzie, 2004). 

 

3.3 Rationale 

The rationale for the decision to use a mixed methods approach for this study was 

driven by the study aim, enabling a more complete exploration and understanding 

of the OTC codeine misuse experience than could have been achieved by using 

either a qualitative or quantitative approach alone and combining the strengths 

inherent to each.  Q Methodology was chosen to facilitate the statistical 

identification of shared accounts of misuse and the qualitative interviews allowed 

for a rich exploration of individual misuser experiences.  To complement the 
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exploratory drive of the research, a “qualitative dominant” approach was used, 

taking “a qualitative, constructivist-poststructuralist-critical view of the research 

process, while concurrently recognising that the addition of quantitative data and 

approaches are likely to benefit most research projects” (Johnson et al., 2007, p. 

124).   

 

The decision to utilise a qualitative dominant mixed methods approach was also 

influenced by the paucity of mixed methods study designs within the existing OTC 

codeine literature, as well as “the relative lack of qualitative research involving 

individual experiences of OTC medicine abuse” (Cooper, 2013b, pp. 103-104).  As 

identified in the literature review in the previous chapter, the majority of published 

studies relating to OTC codeine misuse are quantitative in nature, with many 

utilising a cross-sectional survey design.  While quantitative methods enable 

prevalence estimates and characteristics of the sample to be established, they 

generally do not provide rich insight into the phenomenon being investigated. 

 

Many existing qualitative studies of OTC codeine misuse have focussed on the 

perspectives of health professionals, such as substance misuse treatment centre 

staff in England (Coombes & Cooper, 2019), Australian community pharmacists 

(Hamer et al., 2014) and community pharmacists in Ireland, South Africa and the 

United Kingdom (Carney et al., 2016).  Where the views of OTC codeine misusers 

have been explored, this has been together with the views of misusers of 

prescription codeine (Kinnaird et al., 2019; Van Hout, 2015; Van Hout, Rich, et al., 

2017) or other OTC medicines (Cooper, 2013a).  An exception is Nielsen et al.’s 

(2013) qualitative study involving 20 OTC codeine users who met DSM IV criteria 

for codeine dependence.  Over-the-counter codeine users were recruited to 

participate in a semi-structured interview after completing a quantitative web-

based survey or via advertisements displayed at alcohol and drug services and 

other public areas.  The interview schedule covered pathways to problematic use, 

patterns of use, harms experienced and treatment experiences, and responses 
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were analysed thematically.  While Nielsen et al.’s research involved both 

qualitative and quantitative components, it was not a mixed methods study as the 

quantitative and qualitative results were not integrated and were published 

separately (Nielsen et al., 2011; Nielsen et al., 2013).  

 

Within the extant OTC codeine misuse literature, only two published articles were 

identified that reported use of a mixed methods approach.  Both explored the 

perspectives of health professionals regarding the management of OTC codeine 

misuse.  Fingleton et al. (2019) investigated the views of doctors working in 

specialist substance misuse treatment centres in the UK regarding how non-

prescription medicine dependence is managed and barriers to treatment.  An 

online survey was completed by 83 doctors and 11 then proceeded with a semi-

structured interview.  The survey results were summarised using descriptive 

statistics, the interview transcripts were analysed using content analysis and both 

sets of results were combined in the discussion.  Norman et al. (2016) thematically 

analysed data from three sources to identify best practices and innovations in the 

management of codeine misuse and dependence.  The three sources were: a 

scoping review of international literature; conversational interviews with national 

stakeholders in Ireland, United Kingdom and South Africa; and responses to an 

email request for information from members of the European Medicine’s Agency 

European Network of Centres for Pharmacoepidemiology and Pharmacovigilance.  

Potentially Norman et al.’s work could be more accurately described as a multiple 

methods approach due to the lack of a quantitative component.  Within the wider 

addiction literature, mixed methods approaches have been successfully used to 

explore a diverse range of topics including: prescription drug misuse (Rigg & Ibañez, 

2010), illicit drug use (Meade et al., 2015), gaming disorders (Lopez-Fernandez, 

2018) and evaluation of interventions (Elison et al., 2016). 

 

Mixed methods studies may have separate research questions for the quantitative 

and qualitative strands, plus a mixed methods question relating to integration 
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(Creswell & Plano Clark, 2018).  Alternatively, studies may have a single overarching 

mixed methods research question in which both the quantitative and qualitative 

questions are embedded within a single question (Onwuegbuzie & Leech, 2006).  

This study was designed to answer an overarching research question; how can the 

insights that emerge from the qualitative data be used to provide a deeper 

understanding of the misuser accounts established using Q methodology?   

 

3.4 Research design 

A plethora of mixed method research design typologies have been described.  

These often differ in the nomenclature used and the level of focus on different 

design dimensions including: purpose of mixing; timing and relative priority of 

qualitative and quantitative components; and point of integration.  Creswell and 

Plano Clark (2018, pp. 54-61) provide a recent summation, including 

acknowledgement and explanation of the changes that have been made to their 

own designs over time.  Their current typology consists of three core designs; 

convergent (qualitative and quantitative results are merged and compared), 

explanatory sequential (quantitative phase followed by a qualitative phase to 

explain the quantitative results) and exploratory sequential (qualitative phase 

followed by a quantitative phase to build on the qualitative results).  The core 

designs may be intersected with other research approaches, resulting in “complex 

designs” (Creswell & Plano Clark, 2018, p. 102), “advanced applications” or “hybrid 

approaches” (Plano Clark & Ivankova, 2016, p. 136).  The multitude of existing 

mixed methods typologies and the evolution of hybrid approaches highlight the 

diverse range of design possibilities. 

 

The current study utilised a complex convergent design, illustrated in Figure 3.1.  A 

convergent design “involves gathering both quantitative and qualitative data at 

roughly the same time, analysing the two databases separately, and then merging 

or comparing the results from the two databases” (Creswell & Plano Clark, 2018, p. 

187).  The rationale for choosing this design was “to develop integrated results and 
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interpretations that expand understanding, to provide comprehensive results, 

and/or validate and confirm results” (Creswell & Plano Clark, 2018, p. 222).  The 

complexity of this study’s convergent design relates to the quantitative strand, 

which utilised an additional research approach, Q methodology, and incorporated 

the use of a Delphi technique.   
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Figure 3.1:  The convergent mixed methods study design utilised for this study
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Q methodology itself is considered to be a mixed methodology, with the term 

“qualiquantology” coined to describe its unique hybridity (Stenner & Rogers, 2004, 

p. 101).  Although the purpose of Q methodology; to measure subjectivity, aligns 

with qualitative research, this is achieved using a mix of qualitative and quantitative 

aspects.  Indeed, with the exception of the subjective purpose and use of small 

purposive participant samples, Q methodology is positioned centrally on the 

qualitative and quantitative continuum (Figure 3.2).  However, the strand utilising 

Q methodology is considered to represent the quantitative strand for the current 

study due to the collection of numerical data and use of statistical factor analytic 

techniques. 

 

 
Figure 3.2:  The multidimensional quantitative and qualitative research 

continuum, indicating Q methodology positioning 

Sources:  Adapted from Ramlo and Newman (2011, p. 183) and Teddlie and 
Tashakkori (2009, p. 95) 

 

Figure x.  Adapted from (Ramlo & Newman, 2011, p. 183) and (Teddlie & Tashakkori, 2009) 
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Ramlo, S. E., & Newman, I. (2011). Q methodology and its position in the mixed methods 

continuum. Operant Subjectivity, 34(3), 172-191.  
  
Teddlie, C., & Tashakkori, A. (2009). Foundations of mixed methods research: Integrating 

quantitative and qualitative approaches in the social and behavioral sciences. Sage. 
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Incorporation of a Delphi technique added further complexity to the study design.  

The rationale for its inclusion; to facilitate expert consensus on the selection of Q 

sample statements, is detailed in Kirschbaum et al. (2019b).  The Delphi technique 

is of “hybrid epistemological status” (Critcher & Gladstone, 1998, p. 433).  It is a 

consensus method “primarily concerned with deriving quantitative estimates 

through qualitative approaches” (Balasubramanian & Agarwal, 2012, p. 17), with 

the classical Delphi comprised of a qualitative first round followed by subsequent 

quantitative rounds using structured questionnaires (Keeney et al., 2011, pp. 

69,73).  The current study utilised a modified Delphi technique involving omission 

of the first qualitative round (Keeney et al., 2011, p. 70), making it predominately 

quantitative in nature. 

 

In keeping with convergent design principles, the strand incorporating Q 

Methodology and the qualitative interview strand were weighted equally, 

conducted during a similar timeframe, analysed separately, then integrated in the 

discussion to compare and expand on the findings.  Integration involved merging 

the results of the two datasets by identifying common concepts and comparing the 

results side-by-side in a joint display and narrative discussion (Creswell & Plano 

Clark, 2018).    

 

The terminology used by mixed methods researchers to describe the “fit” or 

coherence of the integrated results is not universal or consistently defined.  Fetters 

and Molina-Azorin (2017, p. 302) describe four possible outcomes: 

complementarity; “the qualitative and quantitative data when compared, tell 

different but nonconflicting stories”, confirmation; “the qualitative and 

quantitative data give cause for drawing the same conclusion”, expansion; 

“combining of the qualitative and quantitative data provide a broader but 

overlapping understanding”, and/or discordance; “the situation when the data may 

conflict with each other”.  Fetters, in collaboration with Curry and Creswell (2013), 

had previously outlined only the latter three.  Creswell and Plano Clark (2018) later 
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used multiple undefined terms, including confirm, disconfirm, expand, discrepant 

and congruent, within the same book.  Further examples of the range of terms that 

have been used to describe the fit of integration are shown in Table 3.1.  For this 

study, the terms congruence and discrepancy were chosen, with congruence used 

to describe where the qualitative and quantitative results led to similar conclusions 

and discrepancy to represent where the two sets of results conflicted.  

 

The possibility of discrepant results due to the merging of diverse data sets is a 

particular challenge for convergent designs.  However, this presents the 

opportunity to seek and discuss possible explanations, including reanalysis of the 

datasets, further data collection and/or application of theory, which may 

contribute to new insights (Creswell & Plano Clark, 2018; Fetters & Molina-Azorin, 

2017).  

 



 67 

Table 3.1:  Terms used to describe the fit of mixed methods integration 

Source and notes Terms Definition 

Creswell and Plano Clark 
(2018)  
 
Multiple terms used 

Confirm, disconfirm, expand (p. 222) 
Convergence, divergence, contradictions 
or relationships (p. 222) 
Confirm, disconfirm, complement (p. 226) 
Consistencies, inconsistencies, conflicts, 
contradictions, complexities (p. 233) 
Congruent, discrepant (p. 233) 

Undefined 

Farmer et al. (2006) 
 
Outlines a triangulation 
protocol for multiple 
qualitative methods  
 
O’Cathain et al. (2010) state 
that this triangulation 
protocol is relevant to 
mixed methods studies  

Agreement, partial agreement, silence, 
dissonance 

Agreement - There is full agreement between the sets of results on both elements of 
comparison (e.g., meaning and prominence are the same, provincial coverage and specific 
examples provided are the same) 
Partial agreement - There is agreement on one but not both components (e.g., the 
meaning or prominence of themes is the same, provincial coverage or specific examples 
provided are the same)  
Silence (Farmer et al.) - One set of results covers the theme or example, whereas the other 
set of results is silent on the theme or example  
Silence (O’Cathain et al.) - a theme or finding arises from one data set and not another, 
may be because of the strength of different methods to examine different aspects of a 
phenomenon, but surprise silences might also arise that help to increase understanding or 
lead to further investigations 
Dissonance - There is disagreement between the sets of results on both elements of 
comparison (e.g., meaning and prominence are different; provincial coverage and specific 
examples provided are different) 

Fetters et al. (2013, pp. 
2143-2144) 

Confirmation, expansion, discordance Confirmation – findings from both types of data confirm each other 
Expansion – findings from the two sources of data diverge and expand insights of the 
phenomenon of interest by addressing different aspects of a single phenomenon or by 
describing complementary aspects of a central phenomenon of interest  
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Source and notes Terms Definition 

Discordance – qualitative and quantitative findings are inconsistent incongruous, 
contradict, conflict or disagree with each other 

Fetters and Molina-Azorin 
(2017, p. 302) 
 
Quotes Fetters et al. (2013) 
(listed above) but adds 
complementarity without 
giving a reason  

Confirmation, expansion, discordance, 
complementarity 

Complementarity – the qualitative and quantitative data when compared tell different but 
nonconflicting stories (one side of the coin versus other) 

Y.-J. Lee and Greene (2007) Congruent, discrepant Undefined 

Morgan (2019) Convergence, complementarity, 
divergence 

Convergence - nearly identical results from different methods 
Complementarity - cover more content than either method alone 
Divergence - differences 

O’Cathain et al. (2010) Convergence, complementarity, 
discrepancy or dissonance 

Convergence - agree  
Complementarity - complementary info on the same issue  
Discrepancy or dissonance - contradict 

Pluye et al. (2009) 
 
Identifies the listed terms 
via literature review 

Conflict, contradiction, discordance, 
discrepancy, dissonance, inconsistency, 
divergence 

Undefined 

Younas et al. (2020) Confirm, expand, discordant Undefined 
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3.5 Quality assessment 

There is debate about the most appropriate approach to assessing the quality of 

mixed methods research.  Numerous frameworks have been suggested, many of 

which recommend separate quality criteria for the qualitative and quantitative 

components plus criteria to evaluate the mixed methods study design and 

inferences produced (Plano Clark & Ivankova, 2016).  For the current research, the 

quality of the qualitative and quantitative strands was assessed independently, as 

reported in the respective publications contained in Chapter Four of this thesis.  

This included the trustworthiness of the qualitative strand, as discussed in more 

detail below. 

 

Trustworthiness in qualitative research is achieved by establishing: (1) credibility, 

confidence that the findings are true and accurate; (2) dependability, that the 

findings could be replicated by others; (3) confirmability, that the findings are 

derived from the data; and (4) transferability, that the findings are applicable to 

other contexts (Lincoln & Guba, 1985; Nowell et al., 2017).  Techniques used in the 

current study to establish credibility of the qualitative interview findings included 

use of investigator triangulation, peer-debriefing, iterative exploration of the data 

and consideration of alternative explanations for the results.  Dependability was 

accomplished by clear and thorough documentation of the research process.  To 

promote confirmability, research decisions were made in consultation with the 

research team, with details of the rationale behind each decision clearly annotated.  

Reflexivity; self-reflection and assessment of the researchers’ own motivations, 

values and preconceptions, was also used to minimise the potential impact of 

researcher bias on the findings.  Detailed information about the context of the 

study and its participants, as well as rich description of the results, was provided to 

assist with considering the transferability of findings to other contexts (Connelly, 

2016; Nowell et al., 2017).  
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In addition to assessing the quality of the individual qualitative and quantitative 

strands, the overall project was evaluated according to criteria for appraising mixed 

methods research quality.  A number of bespoke mixed methods quality 

frameworks have been proposed, including those of O’Cathain (2010), 

Onwuegbuzie and Johnson (2006), Curry and Nunez-Smith (2015) and Leech et al. 

(2010).  Fabregues and Molina-Azorin (2017) reviewed multiple mixed methods 

quality frameworks and identified shared core criteria.  Each core criterion was 

examined with respect to the current study to ensure that each had been fulfilled 

and described within the thesis (Table 3.2). 
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Table 3.2:  Core quality criteria applied to this mixed methods study 

Study phase Criterion Section 
in thesis 

Planning • Provides a rationale for using a mixed methods design to address the research problem  3.3 

 • Makes clear the philosophical assumptions of the researcher  3.2 

 • Clearly states the study purpose 1.5 

 • Provides a literature review that situates the study and informs the research methods  2 

 • Reviews key literature on mixed methods in support of the chosen mixed methods approach 3.3, 3.4 

Undertaking • Effectively implements quantitative and qualitative components and adheres to the quality criteria of each tradition  3.5 

 • Effectively integrates quantitative and qualitative components of the study  5.4 

 • Clearly describes the mixed methods design in terms of purpose, phasing, priority, and the process of integration of the 
quantitative and qualitative components  

3.4. 5.4 

 • The sampling, data collection and data analysis procedures referring to both the quantitative and qualitative components links 
to the study aim 

1.6 

 • Describes the sampling, data collection and data analysis procedures referring to both quantitative and qualitative components 
in sufficient detail  

3.6, 3.7, 
3.8 

 • Links the mixed methods design to the study aim  3.3 

 • The mixed methods design matches the rationale given for combining quantitative and qualitative components 3.3, 3.4 

Interpreting • Inferences are consistent with the study findings  5 

 • Inconsistencies between findings/inferences emerging from quantitative and qualitative components are stated  5.4 
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 • Inferences are consistent with the study aim  5.4, 5.5 

 • Inferences derived from the quantitative and qualitative findings are adequately incorporated in the meta-inferences regarding 
the entire study 

5.4, 5.5, 
5.7 

Disseminating/ 
applying findings 

• Transparently reports the research process 4 

• Describes the unique insights and added value gained from using a mixed methods design 5.4 

• Explains the value and implications of study findings for policy and practice 5.7 

 

Source:  Adapted from Fàbregues and Molina-Azorín (2017) 
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This section has discussed the ways in which research quality has been assessed 

and applied to this mixed methods study.  Next, the methods used for participant 

sampling and recruitment are described. 

 

3.6 Sampling and recruitment 

Onwuegbuzie and Collins (2007) propose a typology of mixed methods sampling 

designs, in which the relationship between the quantitative and qualitative samples 

can be: (1) identical; the same participants complete both components, (2) parallel; 

each component uses a different sample drawn from the same population, (3) 

nested; participants for one component are a subset of those who completed the 

other, or (4) multilevel; samples are drawn from different populations.  For the 

current mixed methods study, a parallel sampling model was used, in which 

different quantitative and qualitative samples were drawn from the same 

population of OTC codeine misusers, although there was some overlap of 

participants between the two samples.  The methods used for sampling and 

recruitment of OTC codeine misusers for this study are detailed in Kirschbaum et al. 

(2019a, 2020), and in Figures 3.3 and 3.4 below.  Sampling and recruitment of 

addiction experts for the Delphi panel is described in Kirschbaum et al. (2019b).  A 

brief summary is provided below.   

 

3.6.1 The Q sort 

Ninety-nine participants who self-identified as long-term OTC codeine users living 

in North or North West Tasmania completed the online Q sort in response to 

Facebook or Gumtree advertising, posters (Appendix B) or word of mouth.  Seven 

were excluded after screening for legitimacy of answers; two with obviously 

nonsensical responses and five who listed their postcode as outside of North/North 

West Tasmania despite having self-identified as living within these areas.  Of the 

remainder, the 26 classified as dependent on OTC codeine; who achieved a score of 
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five or higher on the SDS, were included in the Q analysis reported in Kirschbaum et 

al. (2019a). 

 

This sample size of 26 was considered to be ideal, as the number of participants in 

a Q study is normally no more than 40 (Brown, 1980, p. 92) and for statistical 

reasons should be less than the number of statements in the Q sample (Watts & 

Stenner, 2012) (in this study, the Q sample consisted of 46 statements).  The 

reasoning behind the use of small sample sizes in Q methodology and the 

recommendation for the participant sample to be smaller than the statement 

sample is explained by Watts and Stenner (2005): 

 

Yet the employment of very large numbers of participants in a Q 

methodological context can itself be problematic.  Indeed, such an 

approach can easily negate many of the subtle nuances, complexities and 

hence many of the essential qualities contained in the data. This is 

obviously counterproductive in the context of a qualitative technique.  

Those seeking to publish in mainstream psychological journals will also find 

that statistical arguments stand in the way of studies which try to use “too 

many” participants. (p. 79) 

 

The rules of conventional (R methodological) factor analysis demand that 

your study be designed such that it has at least twice as many participants 

as it does variables.  Once the matrix is inverted, however, as it is in a Q 

methodological context, this same assumption suggests that you should 

have at least twice as many items in the Q set as you do participants.  In 

truth, however, the two situations are hardly equivalent and objections on 

these grounds are unusual.  This may be because the initial assumption is 

itself somewhat arbitrary (even in an R methodological context).  

Nonetheless, if mainstream journal publications are a goal, it is probably 
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sensible to maintain at least a 1:1 ratio of items to participants (and 

certainly to avoid studies which include many more participants than 

items). (p. 87) 

 

Additional analyses involving all participant responses regardless of SDS score 

(n=92) and those with SDS>3 (n=39) were also undertaken. The results are 

considered in the Discussion Chapter.  A participant inclusion flowchart for the Q 

sort is illustrated in Figure 3.3. 
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Figure 3.3:  Participant inclusion flowchart for the Q sort 

 

Participant inclusion flow chart – Q sort 
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3.6.2 The interviews 

Fifteen of the self-identified long-term OTC codeine users who completed the 

online Q sort were recruited to be interviewed.  There was no exclusion based on 

SDS to capture a wide range of misuser experiences.  The sample size of fifteen was 

expected to be sufficient to provide rich descriptions and contribute to new 

understandings of OTC codeine misuse (Malterud et al., 2016).  A flowchart 

illustrating the participant inclusion process for the interviews is displayed as Figure 

3.4. 

 
Figure 3.4:  Participant inclusion flowchart for the interviews 

Participant inclusion flow chart – Interviews 
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3.6.3 The Delphi expert panel 

A multidisciplinary panel of fifteen addiction experts comprised of doctors, nurses, 

pharmacists, psychologists and researchers, was recruited purposively and via 

snowball sampling.  Invitations to participate were distributed via email.  The 

relatively small sample size of fifteen was justified as the panel was relatively 

homogenous (Keeney et al., 2011); all members had specific knowledge about OTC 

codeine dependence, and it was similar in size to many other health-related Delphi 

studies (Davies et al., 2016; Dolan et al., 2017; Maverakis et al., 2018; Primdahl et 

al., 2016; Trevelyan & Robinson, 2015).  

 

3.7 Instruments and measures 

A number of instruments and measures were used in the design of this study.  First, 

construction of the Q sample will be described, including use of the COM-B model 

of behaviour and application of the Delphi technique.  Next, the Severity of 

Dependence Scale and choice of cut-off for OTC codeine will be discussed and  

finally, the design and testing of the Q sort and interview guide.  

 

3.7.1 Construction of the Q sample 

Construction of the Q sample for this study involved three steps; (1) identification 

of concourse statements via a comprehensive literature search, (2) thematic 

grouping and reduction of the concourse statements using the COM-B framework, 

and (3) use of a Delphi technique with addiction experts to achieve consensus on 

the statements to include in the Q sample.  This process is outlined in Kirschbaum 

et al. (2019b), with further detail provided in the sections below.   

 

3.7.2 Use of the COM-B model of behaviour 

The COM-B has been proposed as an overarching framework to integrate concepts 

from multiple theories of addiction (R. West, 2013, p. 111).  It was therefore 
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considered well suited to inform the development of the Q sample in the current 

study.   

 

The COM-B model of behaviour was initially developed as a comprehensive model 

for understanding behaviour, based on existing behavioural theories (Michie et al., 

2011).  The model proposes that behaviour is a result of the interaction between 

Capability (physical and psychological), Opportunity (physical and social) and 

Motivation (reflective and autonomic).  The COM-B forms the centre of the 

Behaviour Change Wheel, in which the three behavioural domains are linked to 

nine intervention strategies and seven policy options likely to best facilitate 

behaviour change (Figure 3.5).   

 

 

Figure 3.5:  The Behaviour Change Wheel  

Source:  Michie et al. (2011, p. 7) 
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The COM-B domains and the interventions and policies included in the Behaviour 

Change Wheel are listed and defined in Table 3.3, with the relationship between 

them illustrated in Table 3.4. 
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Table 3.3:  Definitions of COM-B domains, intervention functions and policy categories 

  Definition 

C
O

M
-B

 d
o

m
ai

n
s 

Capability An attribute of a person that together with opportunity makes a behaviour possible or facilitates it 

− Physical Physical skills, strength or stamina, involves a person’s physique and musculoskeletal functioning 

− Psychological Knowledge or psychological skills, strength or stamina to engage in the necessary mental processes  

Opportunity An attribute of an environmental system that together with capability makes a behaviour possible or facilitates it 

− Physical Opportunity that involves inanimate parts of the environmental system and time (e.g., financial and material resources) 

− Social Opportunity that involves other people and organisations (e.g., culture and social norms) 

Motivation An aggregate of mental processes that energise and direct behaviour 

− Automatic Motivation that involves habitual, instinctive, drive-related and affective processes (e.g., wants, needs and habits) 

− Reflective Motivation that involves conscious thought processes e.g., plans (self-conscious intentions) and evaluations (beliefs about 
what is good and bad) 

In
te

rv
e

n
ti

o
n

s 

Education Increasing knowledge or understanding 

Persuasion Using communication to induce positive or negative feelings or stimulate action 

Incentivisation Creating expectation of reward 

Coercion Creating expectation of punishment or cost 

Training Imparting skills 

Restriction Using rules to reduce the opportunity to engage in the target behaviour (or to increase the target behaviour by reducing the 
opportunity to engage in competing behaviours) 
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Environmental restructuring Changing the physical or social context 

Modelling Providing an example for people to aspire to or imitate 

Enablement Increasing means/reducing barriers to increase capability (beyond education and training) or opportunity (beyond 
environmental restructuring) 

P
o

lic
ie

s 

 

Communication/marketing Using print, electronic, telephonic or broadcast media  

Guidelines Creating documents that recommend or mandate practice. This includes all changes to service provision  

Fiscal Using the tax system to reduce or increase the financial cost  

Regulation Establishing rules or principles of behaviour or practice 

Legislation Making or changing laws 

Environmental/social planning Designing and/or controlling the physical or social environment  

Service provision Delivering a service  

 
Sources:  Michie et al. (2014), Michie et al. (2011) and R. West and Michie (2020) 
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Table 3.4:  Intervention functions most likely to affect behaviour change for each COM-B domaina, and recommended policies for 
implementationb  

  COM-B domains Policy categories 

  Capability Opportunity Motivation Communi-
cation/ 

Marketing 

 
Guidelines 

 
Fiscal 

 
Regulation 

 
Legislation 

Environ-
mental/ 

Social 
planning 

 
Service 

provision   Phys Psyc Phys Soc Auto Refl 

In
te

rv
e

n
ti

o
n

 f
u

n
ct

io
n

s 

Education 
 

      • •  • •  • 

Persuasion 
 

      • •  • •  • 

Incentivisation 
 

      • • • • •  • 

Coercion 
 

      • • • • •  • 

Training 
 

       • • • •  • 

Restriction 
 

       •  • •   

Environmental 
restructuring 

       • • • • •  

Modelling 
 

      •      • 

Enablement 
 

       • • • • • • 

a shaded grey  
b indicated with a dot 
Phys = Physical, Psyc = Psychological, Soc = Social, Auto = Automatic, Refl = Reflective   

Source:  Michie et al. (2011) 
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The Behaviour Change Wheel was initially applied to tobacco control and obesity 

reduction (Michie et al., 2011).  It has subsequently been used to develop theory-

based interventions and policies in a variety of healthcare contexts, including the 

field of addiction (Fulton et al., 2016; Gould et al., 2017; Nielsen & Olsen, 2021).  

For example, Nielsen et al. (2021) used the Behaviour Change Wheel to identify 

intervention and policy strategies likely to improve pharmacy naloxone supply in 

Australia. 

 

For the current study, the COM-B model was used as a theoretical framework to 

group and then reduce the concourse statements.  The three COM-B domains – 

Capability, Opportunity and Motivation, as well as the headings used by Robert 

West (2013) in his application of the COM-B model to addiction research, formed 

the Q sample structure.  Due to the large number of concourse statements, 

subheadings, based on emergent themes, were added by the candidate under 

West’s headings to further facilitate the sorting process.  These subheadings were 

numbered to allow the statements to be coded, as shown in Appendix C.   

 

To further illustrate the concourse generation and grouping process, an extract 

from the Excel spreadsheet used to record the concourse statements is provided as 

Appendix D.  For each statement, the spreadsheet details the original source, date 

of access, type of addiction to which the statement refers, related addiction theory 

(if specified in the original source), any statement rewording undertaken and 

numerical code of the thematic group to which it was assigned.  Statements were 

coded to one thematic group only.   

 

3.7.3 Delphi survey design and testing 

The Delphi survey was used to achieve expert consensus on the statements to 

include in the Q sample.  The number of statements to present to the Delphi panel 

was carefully contemplated; too many may have resulted in participant fatigue and 
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non-completion, while too few may have limited coverage of themes.  The initial 

concourse of 842 statements was identified, thematically grouped and then 

reduced by the researcher to 111 statements, which was considered to be a 

manageable number for the Delphi panellists to manage.     

 

Design of the survey involved choosing a suitable scale to allow panel members to 

rate the statements.  A nominal scale was considered, with the options for experts 

to agree, disagree, or agree pending modification, that a statement should be 

included in the Q sample.  However, it would likely have been difficult for panel 

members to directly disagree with statements as all statements were 

representative of misuser views.   

 

Likert scales are commonly used in Delphi studies (Giannarou & Zervas, 2014; 

Moseley & Mead, 2001; A. West, 2011), enabling respondents to have more 

flexibility in response by allowing them to express how much they agree or 

disagree with each statement.  The number of response points is usually between 

three and eleven (Moseley & Mead, 2001), with four to seven suggested to be 

optimal (Trevelyan & Robinson, 2015).  A five-point Likert scale was chosen for the 

current study, with “1” indicating not important and “5” very important to include 

a statement in the Q sample.  Only points “1” and “5” were labelled with word 

descriptors, “leaving some points unlabelled on the grounds that respondents may 

genuinely waver between labelled points, in that they may not be able exactly to 

agree with our labels, and we thus leave room for intermediate judgements” 

(Moseley & Mead, 2001, p. 31).  Scales allowing even more flexibility and gradation 

in response were considered, including visual analogue, ranking and comparing, 

and magnitude ratio scales (Moseley & Mead, 2001), however these were deemed 

to be unnecessarily complex for the study’s purpose. 
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The Delphi component was administered online using LimeSurvey (LimeSurvey 

GmbH, 2016), accessible via a direct hyperlink provided by email.  Prior to the 

commencement of data collection, the Round One survey was completed by two 

health professionals to test for functionality, readability and clarity.   

 

During Round Two, panel members were given the opportunity to revise their 

Round One response in light of the group opinion.  To facilitate this, each panel 

member was provided with their own unique LimeSurvey for Round Two, which 

contained their individual Round One response, the median group response and 

interquartile range for each statement.  Screenshots of the two-round survey, 

including the instructions given to the panel, are located in Appendix E.   

 

3.7.4 Severity of Dependence Scale and choice of cutoff for OTC 
codeine 

The Severity of Dependence Scale (SDS) is a five-item questionnaire used to assess 

the level of psychological dependence experienced by drug users.  The SDS 

originated as the Opiate Subjective Dependence Questionnaire (OSDQ).  It was 

developed to help establish the validity of the Severity of Opiate Dependence 

Questionnaire (SODQ) (Sutherland et al., 1986) by enabling the SODQ score, which 

reflected predominately physical symptoms, to be compared with a person’s own 

sense of dependence (OSDQ score).  The name was changed from OSDQ to SDS 

when the scale wording was broadened to assess dependence on other drugs 

(Gossop et al., 1992).   

 

Gossop et al. (1995) demonstrated that the SDS has respectable psychometric 

properties.  The validation study included five different samples: heroin (n=408) 

and cocaine (n=150) users in London; and heroin (n=222) and amphetamine (n=231 

and n=301) users in Sydney.  The mean age of participants was 25-31 and there was 

a predominance of men (ranging from 53-66% in the five samples).  Participants 
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recruited from both clinical and non-clinical settings were represented.  Principal 

components analysis produced a single factor solution with each SDS item loading 

significantly, indicating that the SDS measures a single dependence construct.  In 

addition, the total SDS scores showed almost perfect correlation (0.99) with factor 

scores, meaning the total SDS score accurately represented the one factor solution.  

Positive correlation of SDS scores with known behavioural indicators of 

dependence (e.g., dose, frequency and duration of use, daily use) supported the 

construct validity of the scale.  The SDS also demonstrated high internal 

consistency (Alpha Cronbach values for the total of the five items was greater than 

0.8 in all five samples).  These positive psychometric properties of the SDS have 

been confirmed in a number of studies, including when translated and applied in 

other languages and cultures, such as Chinese (Chen et al., 2008) and Portuguese 

(Ferri et al., 2000).  A single exception is provided by Churchill et al. (1993), whose 

study of 101 people seeking treatment for amphetamine dependence suggested 

poor internal consistency (Alpha Cronbach co-efficient of 0.37) of the SDS.   

 

Stability of the scale has been demonstrated using a sample of 100 heroin 

dependent patients attending addiction treatment services in London (Gossop et 

al., 1997).  The participants (69 men, 31 women, average age 31.9 years) each 

completed the SDS on two consecutive days.  The test-retest reliability for the total 

SDS score was 0.89 (p<0.001).   

 

The SDS was not designed to determine a categorical diagnosis; that is, dependent 

versus non-dependent.  Instead, dependence was considered to occur along a 

continuum of severity.  This dimensional view of dependence, in addition to the 

focus on psychological aspects of the condition, are in line with the concepts of the 

dependence syndrome, which had recently been proposed.  The dependence 

syndrome was originally described for alcohol dependence (Edwards & Gross, 

1976).  It suggests that drug dependence is a cluster of concurring elements; 

including drug-seeking, loss of control, withdrawal symptoms and tolerance, which 
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exists in varying degrees of severity and is related to but distinct from the negative 

social and health consequences of problematic drug use.  The dependence 

syndrome concept was later applied to other drugs (Edwards et al., 1982) and 

influenced the development of several measures of dependence severity including 

the SODQ and SDS.  The dependence syndrome has also influenced the major 

diagnostic schedules for dependence (Sellman et al., 2014).  The ICD-9 (World 

Health Organization, 1977) and the DSM-III-R (American Psychiatric Association, 

1987) separated dependence and harmful use into two distinct diagnostic 

categories and this dual categorisation continued in the ICD-10 (World Health 

Organization, 1992) and DSM-IV (American Psychiatric Association, 1994).    

 

Although the SDS was never designed to dichotomously diagnose dependence, the 

criterion validity of the scale has been suggested by comparing it to the gold 

standard longer diagnostic schedules.  Specific SDS cutoffs indicative of a DSM-III-R, 

DSM-IV or ICD-10 diagnosis of dependence have been demonstrated for a number 

of different drugs (Table 3.5).  For example, in a sample of 327 regular users of 

amphetamine, Topp and Mattick (1997) administered the SDS in addition to the 

“Disorders resulting from the use of psychoactive substances” section of the 

Composite International Diagnostic Interview (CIDI) to diagnose dependence 

according to the DSM-III-R.  Receiver Operating Characteristic analysis 

demonstrated the ability of the SDS to discriminate between participants with and 

without a DSM-III-R diagnosis of severe amphetamine dependence (Area under the 

Receiver Operating Characteristic Curve 0.82), with a SDS score of greater than four 

demonstrating optimal sensitivity and specificity.  Pol et al. (2013) have been the 

only group to suggest that the SDS cannot accurately predict a clinical diagnosis of 

dependence.  The results of their study of 577 young adult frequent cannabis users 

indicated that the SDS is unable to reliably differentiate between a DSM-IV 

diagnosis (measured by CIDI) of cannabis dependence versus non-dependence 

(Area under the Receiver Operating Characteristic Curve 0.68). 
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Table 3.5:  SDS cutoffs shown to indicate a dependence diagnosis comparable to gold standard diagnostic measures 

 
SDS cutoff 

() 

Drug Reference Gold Standard Diagnostic Measure 

3 Khat Duresso et al. (2018) Based on DSM-V diagnosis as measured by modified AUDADIS-IV 

3 Alcohol Lawrinson et al. (2007) Based on DSM-IV diagnosis 

3 Cannabis Swift et al. (1998) Based on DSM-III-R diagnosis as measured by CIDI 

3 Cocaine Kaye & Darke (2002) Based on DSM-IV diagnosis as measured by CIDI 

3 Ecstasy Bruno et al. (2011) Based on DSM-IV diagnosis as measured by CIDI 

3 Heroin González-Sáiz et al. (2009) Based on DSM-IV diagnosis as measured by PRISM-IV 

4 Cannabis Martin et al. (2006) 
Pol et al. (2013) 

Based on DSM-IV diagnosis as measured by CIDI 
Based on DSM-IV diagnosis as measured by CIDI 

4 Cocaine González-Sáiz et al. (2009) Based on DSM-IV diagnosis as measured by PRISM-IV 

5 Amphetamine Topp & Mattick (1997) Based on DSM-III-R diagnosis as measured by CIDI 

5 Heroin Iraurgi-Castillo et al. (2010) Based on DSM-IV diagnosis as measured by SCAN  

7 Benzodiazepines De Las Cuevas et al. (2000) 
Tsai et al. (2012) 

Based on ICD-10 diagnosis as measured by CIDI 
Based on DSM-IV diagnosis as measured by MINI 

AUDADIS = Alcohol Use Disorder and Associated Disabilities Interview Schedule 
CIDI = Composite International Diagnostic Interview 
MINI = Mini-International Neuropsychiatric Interview 
PRISM = Psychiatric Research Interview for Substance and Mental Disorders 
SCAN = Schedules for Clinical Assessment in Neuropsychiatry 
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Only one published study was identified which compared the SDS to the current 

version of the DSM, the DSM-5 (American Psychiatric Association, 2013).  The DSM-

5 contains a number of significant changes from previous editions in its 

consideration of drug dependence, reflecting a shift away from the dependence 

syndrome concept.  Firstly, the diagnostic term “Dependence” has been removed 

from the DSM-5 and instead it uses the term “Substance Use Disorder” under the 

broader heading of “Addictive Disorders”.  There has also been a return to a unitary 

diagnosis, with no separation into dependence and drug problems as in earlier 

editions.  The single identified study evaluated the efficacy of the SDS to screen for 

the presence of DSM-V-defined khat use disorder amongst 388 Ethiopian khat 

users (Duresso et al., 2018).  Khat, a plant common in parts of Africa and Arabia, 

has psychostimulant effects when chewed and is a prohibited substance in 

Australia and many other Western countries.  A SDS score of three or greater was 

shown to validly identify those experiencing DSM-V-defined khat use disorder (Area 

under the Receiver Operating Characteristic Curve 0.92, sensitivity 81%, specificity 

96%).  Whether the SDS is able to accurately predict a DSM-5 diagnosis of 

“Substance Use Disorder” for other drugs of dependence is yet to be determined. 

 

The ability of the SDS to predict probable codeine dependence, based on known 

behavioural indicators of dependence, has recently been demonstrated (Deluca et 

al., 2021).  However, the specific cutoff indicative of a clinical OTC codeine 

dependence diagnosis has not been validated against gold standard diagnostic 

measures.  Despite the lack of validation studies specific to OTC codeine and the 

current DSM, the SDS was chosen to screen for OTC codeine dependence in this 

study as it is short, easy to administer and has been widely used in addiction 

research.  A score of five or higher was used to distinguish between dependent and 

non-dependent OTC codeine users based on extensive precedence of others 

(Kimergård et al., 2017; Kinnaird et al., 2019; Nielsen et al., 2011; Van Hout et al., 

2018; Van Hout, Norman, et al., 2017; Van Hout, Rich, et al., 2017).   
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Development of the concourse and selection of the Q sample for this study are 

detailed in Kirschbaum et al. (2019b).  The following section describes the decision 

to administer the Q sort online, the survey design and subsequent testing. 

 

3.7.5 Q sort design and testing 

Traditionally, Q sorts have been conducted in person, with the researcher 

explaining the steps involved, then observing as the participant arranges statement 

cards into the pyramid response chart.  However, this method is time consuming 

and difficult to administer if the study population is geographically scattered.  Q 

sorts have also been conducted via post, with statement cards, the response 

pyramid and instructions mailed to participants to complete unsupervised.  

Limitations of this method include the cost of sending the paper-based materials, 

the challenge of providing adequate instructions for the relatively complex sorting 

task, and the risk that participants will make transcription errors in, or fail to return, 

their completed response.  More recently, the development of online Q sort 

software has enabled rapid and cost-effective data collection, including for 

geographically diverse samples (Watts & Stenner, 2012).  Studies have 

demonstrated that Q sorts administered via post (van Tubergen & Olins, 1979) and 

online (Reber et al., 2000; van Exel et al., 2015) produce comparable results to 

those conducted in person.   

 

This study’s Q sort was conducted online primarily to enable participation to be 

anonymous.  Participant anonymity was considered to be important, as the study 

involved the sensitive topic of drug misuse.  Misusers may have been reluctant to 

participate if their identity was known to the researcher.  In addition, online data 

collection facilitated the recruitment of participants from a wide geographical area.   

 

A number of online Q sort software options were explored, including FlashQ, 

QAssessor and POETQ (International Society for the Scientific Study of Subjectivity, 
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2020).  POETQ (Jeffares & Dickinson, 2016; Jeffares et al., 2012) was ultimately 

chosen as it appeared to be simple for participants to use, provided the option for 

pre and post Q sort questions, involved no fees, and had been previously used in 

published Q studies, such as those by Eaton (2014), Klijn et al. (2016) and Spruijt et 

al. (2015).  Permission to use the POETQ program, which is hosted on a secure 

remote server commissioned by the University of Birmingham, was obtained from 

the program developer, Stephen Jeffares (personal communication, March 5, 

2016).   

  

The POETQ software variables were entered for the current study, including the Q 

sample statements and pre and post sort questions.  An 11 point distribution (-5 to 

+5) Q sort response pyramid was chosen as this range has been recommended for 

Q samples containing 40-60 statements (Brown, 1980, p. 200).  In addition, use of a 

response pyramid with a relatively flat kurtosis such as this has been advised when 

the participant group is knowledgeable about the topic (Watts & Stenner, 2012, p. 

80), as is the case for this study exploring misuser views about their own misuse.  

The shallower distribution means that fewer statements are placed towards the 

centre of the pyramid (in the undecided or indifferent positions) and there is more 

opportunity to differentiate between statements at the extremities.  The POETQ 

program presented the Q statements in a different order for each participant, 

resembling the shuffling of statement cards if the Q sort was administered in 

person.   

 

There was no specific “submit” button at the end of the survey, therefore a written 

warning was added prior to the final question to advise that completion of this 

question would lead to survey submission.  The online survey was trialled on 

different devices, identifying an inability to press the “next” button when using a 

mobile phone, and that the “click and drag” function did not work when using a 

tablet.  An addition was made to the survey instructions to advise participants that 

the software is not recommended for mobile phones or tablets and that instead, a 
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personal computer should be used.  Prior to data collection, the online Q sort was 

completed by two people external to the research team to test for readability, 

clarity and functionality.  A screenshot of the POETQ software as utilised for the Q 

sort for the current study is provided as Appendix F. 

 

3.7.6 Interview design and testing 

Semi-structured interviews with OTC codeine misusers were conducted to gain an 

understanding of the misuse journey.  The three types of qualitative interviews; 

structured, unstructured and semi-structured, were considered.  In a structured 

interview, the researcher closely follows an interview schedule containing specific 

predetermined questions.  The questions are asked in the same format and order 

for each participant, with little opportunity for further exploration of participant 

views.  In contrast, unstructured interviews are more like a conversation; there may 

be no pre-formulated questions and the direction of the interview is guided by 

participant responses.  Interviews of this type facilitate the collection of in-depth 

information, but may involve participant digression from the study topic 

(Baumbusch, 2010).  Semi-structured interviews were utilised for this study as this 

method provides a middle ground, allowing for rich, detailed participant responses 

within a focussed yet flexible structure.  A semi-structured interview guide consists 

of main themes and follow-up questions.  The main themes are covered with each 

participant, but the sequencing may be participant-led.  Follow-up questions are 

designed to be used if necessary to redirect participants to the topic and to clarify, 

check or encourage expansion of responses (Baumbusch, 2010; Kallio et al., 2016; 

Roulston & Choi, 2018).   

 

The semi-structured interview guide for this study, reported in Kirschbaum et al. 

(2020), was developed based on review of the extant literature.  Care was taken to 

ensure that questions were broad and open-ended to facilitate discussion.  Simple, 

everyday language, avoiding technical and complex terms, was used to ensure 

comprehensibility by the participant group.  The interview guide commenced with 
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easier, factual questions to establish rapport, prior to progressing to the more 

difficult, emotive questions (Baumbusch, 2010).  

 

Interviews were conducted via telephone to enable partial anonymity for 

participants.  This was considered important due to the sensitivity of the topic of 

misuse and the likely hard-to-reach nature of the participant group.  In addition, 

telephone interviews were likely to facilitate recruitment by removing the time, 

travel and logistical impost of meeting face-to-face.  Telephone interviews have 

been shown to produce similar data to face-to-face interviews, in terms of quantity, 

nature and depth of responses (Sturges & Hanrahan, 2004). 

 

The candidate and supervisors conducted internal testing of the interview guide.  

The guide was also reviewed by an external expert; a clinical pharmacist with 

experience in the field of addiction.  The interview guide was assessed for 

relevance, appropriateness, comprehensiveness, wording and order of questions.  

Leading or ambiguous questions, as well as those potentially suggestive of 

researcher bias, were identified and amended (Kallio et al., 2016).  Several 

questions were reworded.  For example, the closed and potentially leading 

question “who do you blame, if anyone, for your regular OTC codeine use?” was 

rephrased to remove the implied assignment of blame and to facilitate a more 

detailed response: “do you blame anyone or anything for your regular use and 

why?”.   

 

3.8 Data analysis 

The methods of data analysis used for this study’s Delphi, Q sort and interview 

components are detailed in Kirschbaum et al. (2019b, 2019a, 2020) respectively.  

An overview and further explanation are provided below. 
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3.8.1 The Delphi component 

There are no universally accepted criteria for measuring consensus in Delphi 

studies.  For this study, an interquartile range (IQR) of less than or equal to one was 

chosen to indicate consensus amongst panel members, as this has been suggested 

as a good indicator of consensus for five-point Likert scales (Fuermaier et al., 2019; 

Jünger et al., 2012; McMahon et al., 2014; O’Donovan et al., 2015; Vandelanotte et 

al., 2010; von der Gracht, 2012).   

 

Delphi panel Round One responses to each statement were entered onto a 

spreadsheet.  Entries were checked and descriptive statistics computed for each 

statement, including the median and IQR.  Statements were included in the Q 

sample if there was expert consensus (IQR≤1) and if the statement was rated as 

important (indicated by a median score of ≥4). 

 

Statements that achieved the median requirement (≥4), but for which panel 

members did not reach consensus (IQR>1), were presented again to the panel in 

Round Two.  Any new statements suggested by the panel in Round One were also 

presented for rating.  Median and IQRs were again calculated for each statement to 

identify those statements that the experts agreed were important to include 

(median score of ≥4 and IQR≤1).  The statements that achieved consensus for 

inclusion in the Q sample were reworded if necessary in light of panel member 

feedback and were placed back into the COM-B framework to check for coverage 

of themes.  The Delphi rounds concluded when consensus had been achieved on 

40-80 statements; the range typically recommended for Q samples (Watts & 

Stenner, 2012), which represented all four COM-B domains. 

 

3.8.2 The Q sort 

The two most commonly used approaches to Q methodological factor analysis are: 

(1) centroid factor extraction combined with manual/judgemental rotation and (2) 



 96 

principal components analysis followed by varimax rotation.  There is much debate 

about which method is optimal (Watts & Stenner, 2012). 

 

Traditional Q methodologists prefer centroid factor extraction combined with 

manual rotation, as promoted by the founder of Q methodology, William 

Stephenson.  Stephenson’s philosophy was that factor analysis should be based on 

abductive reasoning, allowing the exploration of hypotheses of the researcher “by 

rotating deliberately so as to bring unexpected but not unsuspected results to light, 

that is to make discoveries” (Stephenson, 1961, p. 10).  Manual rotation could be 

used, for example, to ensure that the viewpoint of a particular participant of 

interest (such as a manager when exploring views of people in the workplace) is 

represented by a factor.  Stephenson specifically favoured centroid extraction as he 

believed the “indeterminacy” (Brown, 1980, p. 33) and “permissiveness” (Brown, 

1980, p. 56) of the method permitted the desired infinite rotational possibilities 

associated with manual rotation.   

 

The indeterminacy argument for the preference of centroid for Q analysis has been 

questioned, as indeterminacy has not been explicitly defined for Q and none of the 

three distinct possibilities existing in the non-Q literature – factor rotation 

indeterminacy, common-factor indeterminacy and factor score indeterminacy - are 

unique to the centroid method (Akhtar-Danesh, 2016a).  It has been suggested that 

it is the manual rotation, rather than the factor extraction process, that makes the 

factors indeterminate and that in fact manual rotation may lead to “a subjective 

data-driven solution” (Akhtar-Danesh, 2016a, p. 35). 

 

The indeterminacy of the centroid method has led to it being considered obsolete 

in R-methodological factor analyses (Brown, 1980, p. 56).  The major statistical 

software packages, such as SPSS, SAS, Stata and R, do not even include centroid as 

an option for factor extraction.   
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Principal components analysis (PCA), the most frequently used factor extraction 

method in R-methodological factor analysis, has also been used in Q 

methodological studies.  It produces a “single, mathematically best solution” 

(Watts & Stenner, 2012, p. 99) by maximising the explained variance (Akhtar-

Danesh, 2016a).  Varimax rotation is then used to reach simple structure (Brown, 

1980, p. 235) to aid interpretation of factors (Stevens, 2009, p. 330).  

Traditionalists, represented by Stephen Brown, oppose the use of PCA and varimax, 

as they propose that favouring statistical techniques over judgement may translate 

to solutions with little relevance to reality (Brown, 1980, p. 57).  However, in the 

absence of hypotheses to test or specific importance attached to individual 

participant views, it is unclear as to why the mathematically best solution would be 

considered to be unfavourable.  In fact, it has been suggested that manual rotation 

in the absence of a pre-specified hypothesis is scientifically unjustifiable (Akhtar-

Danesh & Mirza, 2017). 

 

The choice of Q factor analytic method continues to be fiercely debated amongst Q 

methodologists (vide The International Journal of Q Methodology 2016 Volume 38 

Issue 3/4, including Akhtar-Danesh, 2016a, 2016b; Braswell, 2016; Brown, 2016).  

However, studies comparing both centroid and PCA methods have shown similar 

results (Brown & Robyn, 2004; Harman, 1976, p. 173). 

 

For this study, the completed Q sorts were statistically analysed using PCA followed 

by varimax rotation, using the program PQMethod version 2.35 (Schmolck, 2014).  

Manual rotation was not carried out as there was no predetermined hypothesis.  

Factor interpretation involved careful examination of the positioning of statements 

using the crib sheet method described by Watts and Stenner (2012) and via 

identification of statistically-derived distinguishing and consensus statements.  

Post-sort participant comments were used to confirm the interpretation. 
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3.8.3 The interviews 

There are many possible ways in which to analyse qualitative data, with common 

approaches including thematic analysis, content analysis and grounded theory 

(Raskind et al., 2019).  For the purposes of this study, qualitative content analysis 

was chosen as the method to distil and describe the data. 

 

Qualitative content analysis involves systematic coding of text content and 

classification into broader categories based on shared meaning (Elo & Kyngäs, 

2008; Hsieh & Shannon, 2005).  It is distinguished from thematic analysis as it is 

primarily descriptive and involves less interpretation of underlying meaning (Crowe 

et al., 2015).  Unlike a grounded theory approach, qualitative content analysis does 

not aim to generate theory (Cho & Lee, 2014). 

 

A lack of detail and standardisation of the procedures used for qualitative content 

analysis has been noted in the literature (Bengtsson, 2016; Elo et al., 2014; Elo & 

Kyngäs, 2008; Graneheim & Lundman, 2004; Vaismoradi et al., 2013).  A number of 

different models for the data analysis process have been proposed, including those 

by Elo and Kyngäs (2008), Cho and Lee (2014), Bengtsson (2016), Mayring (2000) 

and Krippendorff (2004).  In essence, they all describe sorting the data into codes, 

then sub-categories and categories, however no specific model has been 

universally applied.  Inconsistencies in terminology have also been identified, 

including use of the terms “category” and “theme” interchangeably (Bengtsson, 

2016; Graneheim et al., 2017). 

 

Qualitative content analysis may be either inductive or deductive in nature.  

Inductive content analysis involves the formation of codes and categories based 

directly on the data, while for deductive content analysis these are derived from 

theory.  Graneheim et al. (2017) suggest that qualitative content analysis may also 
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be approached abductively, by using inductive and deductive approaches during 

different phases of the analysis.  It is this type of hybrid approach that was utilised 

to analyse the interview data in the current study. 

 

Interviews were audio-recorded, de-identified and transcribed verbatim.  The 

transcripts were then analysed with the aid of NVivo qualitative data analysis 

software (version 12) to assist with organisation of the data.  Initial steps followed 

the phased method of inductive qualitative content analysis proposed by Elo and 

Kyngäs (2008) and a deductive approach was used for the final stage of analysis, as 

detailed below. 

 

At the commencement of Elo and Kyngäs’ Preparation phase, the text to be 

analysed, known as the unit of analysis, is chosen.  The size of the unit of analysis is 

dependent on the research question, and may, for example, comprise of a whole 

interview or a part thereof.  A decision is also made as to whether to analyse 

manifest or latent content, again depending on the research question.  The 

researcher then reads through the text multiple times in entirety to gain an overall 

sense of the data.  The unit of analysis for this study was defined as a complete 

interview and the choice made to analyse objective, manifest content rather than 

underlying subjective content. 

 

The next phase, Organisation, involves open coding, categorisation and abstraction.  

Each text is examined line by line.  Potential headings, known as codes, are created 

to describe segments of text with similar content.  The codes are then compared 

and grouped into categories using abstraction, by making “interpretations on a 

higher logical level” (Graneheim & Lundman, 2004, p. 106).  Codes and categories 

are continually revised and checked against the data as a whole.  Due to the 

complexity of human experiences, categories may not always be mutually exclusive 

and some overlap may occur (Graneheim & Lundman, 2004).   
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Departing from Elo and Kyngäs’ inductive approach, deduction was used in the final 

stage of analysis.  The categories were grouped into three broad temporal phases 

of misuse, similar to the chronological themes used in another qualitative study of 

OTC misuse (Cooper, 2013a), as the categories appeared to align naturally with this 

structure. 

 

The candidate and supervisors initially conducted independent analyses and the 

candidate also checked coding data multiple times.  Regular meetings were 

conducted to compare and revise the draft codes and categories and to check them 

against the data as a whole and the temporal phases.  This was an iterative process, 

with any disagreement resolved by discussion.  Un-coded data and deviant cases 

were examined to ensure no relevant information was excluded.   

 

3.9 Ethical considerations  

Researchers hold an ethical responsibility to protect the rights and well-being of 

research participants (National Health and Medical Research Council et al., 2018).  

International guidelines for the ethical conduct of human research were first 

established after the Second World War, in response to the atrocities inflicted by 

Nazi physicians and administrators during scientific experimentation on 

concentration camp prisoners.  The resultant Nuremberg Code of 1948, developed 

during the Nuremberg trials for Nazi crimes against humanity, directed that 

research benefits outweigh risks and that participation be informed and voluntary.  

In 1964, the World Medical Association adopted and expanded on these principles 

in its Declaration of Helsinki, with additions including the requirement for 

participant interests to be upheld above societal interests and increased vigilance 

when researching vulnerable populations (Bošnjak, 2001; Habibis, 2010; T. W. Rice, 

2008).  The Declaration of Helsinki has since become a seminal ethical guidance 

document for medical research involving human participants.  Individual countries 
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have developed their own national legislation and regulations to implement the 

principles of the Declaration within their own specific context. 

 

In Australia, the National Health and Medical Research Council (NHMRC) is 

empowered as a statutory body by the Commonwealth Government of Australia 

under the NHMRC Act, to regulate health and medical research, including ethical 

oversight of research involving human participants.  The NHMRC’s National 

Statement on Ethical Conduct in Human Research (National Health and Medical 

Research Council et al., 2018) is based on the Declaration of Helsinki.  The 

statement details four ethical principles that must be upheld; research merit and 

integrity, justice, beneficence and respect for human beings.  It also provides 

additional specific guidance for the protection of populations identified as 

vulnerable.  In addition, it outlines the requirement for research projects involving 

human participants to receive ethical approval by a Human Research Ethics 

Committee prior to commencement (Habibis, 2010). 

 

Within Tasmania, the conduct of research involving human participants requires 

the approval of The Human Research Ethics Committee of Tasmania.  The Human 

Research Ethics Committee of Tasmania is itself comprised of two committees: the 

Tasmania Health and Medical Human Research Ethics Committee for review of 

research involving staff, patients or resources in a health provider setting, clinical 

interventions, human biospecimens or human genetic research; and the Tasmania 

Social Sciences Human Research Ethics Committee for all other research involving 

human participation.  Ethical approval may be granted by the Chair of the 

Committee, rather than requiring full Committee approval, where the research is 

considered to be of low-risk to participants (University of Tasmania, 2020).   

 



 102 

3.9.1 Approval process 

Ethical approval for this study was granted by the Tasmania Social Sciences Human 

Research Ethics Committee; reference number H0015843 (Appendix G).  Although 

drug misusers are not specifically identified as a vulnerable participant group within 

the National Statement, and the NHMRC does not recommend standalone 

guidelines for this population (Olsen & Mooney‐Somers, 2014), special care was 

taken to consider the potential risks specific to this group and to ensure their 

protection.  Approval by the full ethics committee was sought due to the possibility 

of the research causing participants more than mild discomfort; the research 

involved the sensitive topic of substance misuse, as well as the potential for 

disclosure of illegal activities.   

 

A timeline of the ethics approval process for this study, including amendments and 

the reasoning behind these changes, is shown in Figure 3.6.  Amendments were 

made iteratively, in response to areas for improvement identified via expert 

feedback or trial and error.  For example, in response to feedback from the Delphi 

panel of addiction experts that the terms “addict” and “addiction” may be 

stigmatising to participants, the language was changed, where possible, to 

“dependent” and “dependence”. 
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Figure 3.6:  Timeline of the ethical approval process for the research 

 
 
 
  

Project approved

11 August 2016

•(1)  Title of the approved project was 
amended to – ‘Understanding the 
“respectable addict”:  a study exploring 
over-the-counter codeine dependence 
using Q methodology’ as the word 
‘codeine’ had been inadvertently 
omitted in the previous title 
amendment.

•(2)  Alterations to the codeine misuser 
interview schedule were made to make 
it more closely related to the Q sort 
content, more relevant in light of the 
decision to make codeine prescription-
only in Australia, more conversational 
and to improve the flow.

•(3)  Minor amendments to the codeine 
misuser recruitment ads, information 
sheets and consent form to clarify some 
of the requirements for participation - to 
be a resident of North or North West 
Tasmania and the need to reveal their 
unique code from the online survey to 
participate in the follow-up interviews. 

Amendment 1 approved

14 June 2017

•(1)  Delivery of the Delphi survey via 
Limesurvey instead of an email 
attachment to make it easier for 
participants to complete.

•(2)  Change of method of consent for the 
Delphi survey from signed form to  
implied consent via completion of the 
online survey.  This was to simplify the 
recruitment process and reduce the 
burden on experts (time and effort 
involved for busy professionals in 
scanning or posting the forms).  

•(3)  Addition to the Delphi recruitment 
process to allow addiction experts 
identified by the researchers to invite 
other addiction experts to participate.  
This was to aid in the identification and 
recruitment of potential participants for 
the expert panel.  

•(4)  Use of a follow-up email as an 
alternative to a follow-up phone call in 
the process of recruiting members of the 
Delphi panel, as it may have been 
difficult to make phone contact with 
some addiction experts.

Amendment 2 approved

25 September 2017

Amendment 3 approved

1 November 2017

•(1)  The addition of gumtree advertising 
as a method to recruit OTC codeine 
misusers.  Gumtree is a cost-effective 
method to increase the reach of the 
recruitment campaign (free) and has 
been successfully used both in Australia 
and overseas to recruit participants for 
addiction research.  

•(2)  Where possible, to replace the word 
‘addiction’ with ‘dependence’ in the 
study, based on feedback from the 
Delphi panel of addiction experts.  This 
included a change in title of the 
approved project from ‘Understanding 
the “respectable addict”: a study 
exploring over-the-counter codeine 
addicts’ perspectives on their addiction 
using Q methodology’ to ‘Understanding 
the “respectable addict”: a study 
exploring over-the-counter dependence 
using Q methodology’. 

•(3)  Addition of an image to the 
Facebook and newspaper recruitment 
advertisements to attract the attention 
of potential participants, plus use of this 
same image on the recruitment poster 
for consistency.  

•(4)  Improvements in the form of minor 
alterations and additions were made to 
the recruitment advertisements, 
webpage and online survey.

Final report approved

19 August 2019

Approved documents: 
 

- For Delphi panel of 
addiction experts 
• Letter of invitation 
• Follow up phonecall 
• Information sheet 
• Consent form 
 
- For online Q sort 
with codeine misusers 
• Recruitment ads 
• Letter of request to 
display recruitment 
posters 
• Recruitment poster 
• Information sheet  
 

- For interviews with 
codeine misusers 
• Information sheet 
• Consent form 
• Interview schedule 
• Online Q sort 
questions 
 
 
 

Completed components 
and outputs: 

 
• Data collection and 
analysis  
• One published journal 
article 
• Six conference/seminar 
presentations 
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The research was designed and conducted upholding the principles of the National 

Statement on Ethical Conduct in Human Research (National Health and Medical 

Research Council et al., 2018).  Discussion of each of the NHMRC Statement 

principles and their application to the research is provided below.   

 

3.9.2 Research merit and integrity 

With regards to research merit and integrity, the research was designed to 

contribute to the understanding of OTC codeine misuse, addressing a gap in 

existing knowledge identified via thorough literature review.  Appropriate methods 

and a suitably qualified and competent supervisory team were selected to best 

achieve the research aims.  

 

3.9.3 Justice 

Demonstrating the principle of justice, participants were recruited fairly and 

participation was without exploitation or unfair burden.  Multiple recruitment 

strategies were employed to extend the opportunity to participate to as many 

potential participants as possible. Online approaches; Facebook and Gumtree 

advertisements, were included as these have been successfully used to recruit hard 

to reach populations of drug misusers (Thornton et al., 2015; Wadsworth et al., 

2016).  The decision was made to avoid recruitment of OTC codeine misusers via 

health professional gatekeepers due to the potential for coercion arising from 

imbalanced power relationships (Barton et al., 2016), and the limitation of this 

method to solely capture treatment-seeking misusers.  All information sheets, 

surveys and interview schedules were checked for readability to ensure suitability 

of language, and consideration was given to the length of time required to 

complete tasks so as not to overtax participants. 
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Justice was also addressed by making the research outcomes accessible to 

participants.  OTC codeine misusers who completed an interview were offered the 

opportunity to review and correct their interview transcript.  The results of the 

Delphi component were communicated directly to each panel member via email.  

Delphi panel members were also subsequently emailed a copy of the published 

journal article relating to these results.  The findings of the Delphi, Q methodology 

and qualitative interview components were publicly disseminated via journal 

publications.  In addition, all participants were advised that a summary of the 

results would be available on the University of Tasmania Centre for Rural Health 

website on completion of the project. 

 

3.9.4 Beneficence 

Ensuring beneficence; that benefits of the research outweighed possible harms to 

participants, was a fundamental tenet of the research.  Particular attention was 

given to identifying, minimising and addressing potential risks, including the 

possibility that remembering and reflecting about misuse during the Q sort or 

interview process may cause distress for some.  Participants were informed of all 

likely benefits and risks of participation, as well as their right to withdraw from the 

research at any time during the data collection process without consequence.  In 

the event that distress or harms were experienced, the research would have been 

suspended immediately, the participant would have been referred to appropriate 

support services, the ethical review body would have been notified and the 

decision would have been made as to whether to modify or discontinue the 

research.  In addition, contact numbers for drug misuse and psychological support 

services were provided on the study website and information sheet.  Precaution 

was also taken to protect participants from legal harm.  Due to the possibility that 

OTC codeine misuse may be associated with illicit drug use or other unlawful 

activities, participants were advised that if they disclosed information about illegal 

activities, the researcher may be obliged to reveal this information to the police. 
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3.9.5 Respect for human beings 

The final principle, respect for human beings, involved upholding each of the 

aforementioned values, as well as consideration of participant autonomy and 

privacy.  Individuals were empowered to make an informed and autonomous 

decision regarding consent for participation.  Comprehensive study information 

sheets were provided, which outlined the study purpose, tasks involved, 

foreseeable benefits and risks of participation, the confidentiality and storage of 

data, and non-identifiable publication of results.  The information sheets also 

emphasised the voluntary nature of participation and the right to withdraw during 

data collection without consequence.  Delphi panel members were advised, 

however, that due to the progressive nature of rounds, details from previous 

rounds could not be deleted.  Care was taken to ensure that there was no coercion 

to participate.  Interview participants were offered a Coles/Myer voucher to the 

value of $50 on completion of the interview as compensation for their time.  A 

voucher, rather than cash, was provided, as it could not be used to purchase OTC 

codeine.  Informed consent was indicated by completion of the online survey for 

the Delphi and Q sort components.  Consent was obtained verbally prior to the 

telephone interviews with codeine misusers. 

 

Participant rights to privacy were respected.  Methods to protect the identity of 

participants and ensure the confidentiality of their data were employed during 

each phase of the study.  For the Delphi component, the panel experts were 

identifiable to the researcher to facilitate communication in successive rounds, 

with anonymity maintained between participants by assigning each participant a 

unique code.  During the Q sort, OTC codeine misusers were asked to create their 

own unique code instead of disclosing their name.  This enabled the online Q sorts 

to remain anonymous, while still allowing the researcher to link a completed Q sort 

to a follow-up interview if the participant was willing to disclose their code.  

Interviews were conducted via telephone to allow both the interviewer and 

participant to remain relatively anonymous; not visually unidentifiable and also to 

ensure the physical safety of the researcher.  Interview data were de-identified at 
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the point of transcription, using a table linking the participant name to a unique 

code stored separately from the interview data.  Particular care was taken to 

ensure the anonymity of participants in publications arising from the research; 

codes were used instead of participant names and included socio-demographic 

data were checked to ensure that no potentially identifying information was 

revealed.  All research data are securely stored and archived in a locked filing 

cabinet or on a password-protected file on the secure University of Tasmania 

server, to be shredded or deleted five years following publication of the study 

findings.   

 

3.10   Conclusion 

This chapter outlined the mixed methods approach chosen to facilitate exploration 

of Tasmanian OTC codeine misuser accounts.  It detailed the convergent study 

design involving quantitative and qualitative strands.  Quality assessment 

procedures, participant sampling and recruitment methods, instruments and 

measures used, data analysis processes and ethical considerations were also 

described.  The next chapter presents the results of the research as three published 

articles.  Paper One; (Kirschbaum et al., 2019b), details the construction of the Q 

sample.  Paper Two; (Kirschbaum et al., 2019a) and Paper Three; (Kirschbaum et al., 

2020), report and discuss the results of the Q sort and interviews respectively. 
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4 Chapter Four:  Publications 
 
4.1 Introduction 

The preceding chapters have introduced the study, provided an overview of 

existing literature on the topic and outlined the chosen methodology and methods.  

This chapter presents the results of the research as three peer-reviewed published 

articles, reproduced with permission from the journal publishers.   

 

The articles are presented chronologically, representing the order in which the 

research was undertaken.  The first article, referred elsewhere in this thesis as 

Kirschbaum et al. (2019b), describes the construction of the Q sample: 

PAPER 1:  Kirschbaum, M., Barnett, T., & Cross, M. (2019). Q sample 

construction: A novel approach incorporating a Delphi technique to explore 

opinions about codeine dependence. BMC Medical Research Methodology, 19, 101. 

https://doi.org/10.1186/s12874-019-0741-9 

Journal Impact Factor: 3.031, Scientific Journal Ranking: Q1 

 

The second article, Kirschbaum et al. (2019a), reports the results of the Q sort: 

PAPER 2:  Kirschbaum, M., Barnett, T., & Cross, M. (2019). ‘For pain, no shame’ 

and ‘My secret solace’: Accounts of over-the-counter codeine dependence using Q 

methodology. International Journal of Drug Policy, 73, 121-128. 

https://doi.org/10.1016/j.drugpo.2019.10.002 

Journal Impact Factor: 4.444, Scientific Journal Ranking: Q1 

 

https://doi.org/10.1186/s12874-019-0741-9
https://doi.org/10.1016/j.drugpo.2019.10.002


 109 

The third article, Kirschbaum et al. (2020), details the interview results: 

PAPER 3:  Kirschbaum, M., Barnett, T., & Cross, M. (2020). Experiences of over‐

the‐counter codeine misusers and accounts of recovery: A qualitative study in 

Tasmania, Australia. Drug and Alcohol Review, 39(7), 879-887. 

https://doi.org/10.1111/dar.13081 

Journal Impact Factor: 2.472, Scientific Journal Ranking: Q1 

 

https://doi.org/10.1111/dar.13081
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4.2 Paper One 
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4.3 Paper Two 

 



 123 



 124 



 125 



 126 



 127 



 128 



 129 

 
 



Chapter 4.4 has been removed 
for copyright or proprietary 
reasons.

It is the following published article:  
Kirschbaum, M., Barnett, T., & Cross, M. 
2020. Experiences of over-the-counter 
codeine misusers and accounts of recovery: 
A qualitative study in Tasmania, Australia. 
Drug and Alcohol Review, 39(7), 879-887.  

colem
Cross-Out
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4.5 Conclusion 

This chapter has presented the results of the research as three peer-reviewed 

published articles; the first described the construction of the Q sample, the second 

reported the results of the Q sort and the third detailed the interview results.  In 

the following chapter, the Q sort and interview results are integrated, and the 

findings are discussed in relation to existing literature, policy and practice. 
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5 Chapter Five:  Discussion and 
Conclusions 

 
5.1 Introduction 

The aim of this study was to explore Tasmanian OTC codeine misuser accounts of 

their misuse.  A mixed methods approach was used to achieve this aim, enabling a 

more complete exploration and understanding of the misuse experience than could 

have been achieved by using either a qualitative or quantitative approach alone.  

The results of the Q sort and the interviews have been individually reported and 

discussed in the publications contained in Chapter Four.  In this chapter, the results 

of each strand are first summarised and then integrated.  The key findings about 

misuser accounts are then identified.  This is followed by a discussion of some of 

the methodological issues that arose during the research journey, including those 

raised by journal reviewers during the peer-review process.  Next, implications of 

the findings for OTC codeine policy and practice are discussed.  The significance, 

strengths and limitations of the research, as well as the researcher’s own 

reflections, are then articulated.  Future directions for research involving Q 

methodology, the Delphi technique, mixed methods and OTC codeine misuse are 

highlighted.  The chapter concludes by providing specific recommendations, based 

on the literature review and research findings, to support the prevention, 

management, reduction and further understanding of OTC codeine misuse.   

 

5.2 Q Sort 

The findings from the Q sort, as reported in Kirschbaum et al. (2019a), are 

summarised below.  Comparison is then made to the results of additional Q 

analyses that were conducted but not included in the publication, with the 

reasoning for the additional analyses provided.  The decision to accept a two factor 

solution is then described and defended in more detail than the journal article 

because of word limit constraints. 
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5.2.1 Summary of findings 

Findings from the Q sort indicated that the way in which OTC codeine use is viewed 

by those who are dependent is not uniform.  Two distinct factors, or accounts of 

misuse, were identified: “For pain, no shame” and “My secret solace”.  Participants 

representing the two accounts differed markedly in their beliefs about access, 

causality, reasons for use and feelings of legitimacy and shame, however there 

were also commonalities.  A summary of the two accounts of misuse is provided 

below. 

 

Factor One: “For pain, no shame” respondents were not ashamed of their codeine 

use; they believed that they used it responsibly and legitimately for the relief of 

physical pain.  Codeine use was attributed to external causes, such as the 

underlying condition causing pain.  Participants representing this factor were 

strongly opposed to codeine up-scheduling, supporting OTC availability to allow 

timely access to pain relief.  They believed that people dependent on OTC codeine 

are different to those dependent on injected drugs, and that recovery is a lifelong 

process requiring professional intervention.   

 

Shame and secrecy featured strongly in the account of Factor Two: “My secret 

solace” participants.  Respondents were fully aware that they were misusing 

codeine and attributed their use to personal choice rather than external factors; 

they intentionally took more codeine than is recommended for mood effects rather 

than pain relief.  The responses of Factor Two participants suggested possible 

support for codeine up-scheduling.  Like Factor One participants, they considered 

people dependent on OTC codeine to be different to those dependent on injected 

drugs, and recovery to be a lifelong process requiring professional intervention.  
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5.2.2 Conduct of additional Q analyses and reasoning 

The findings summarised above and reported in Kirschbaum et al. (2019a) related 

to participants classified as dependent on OTC codeine (SDS≥5, n=26).  Two 

additional Q sort analyses, not included in the publication, were conducted which 

incorporated the responses of misusers not classified as dependent based on 

SDS≥5, but who satisfied less stringent inclusion criteria for misuse.   The reasoning 

behind these additional analyses was to explore whether misuser accounts varied 

depending on level of misuse, particularly due to the continually changing 

diagnostic criteria and terminology and the lack of definitive evidence to support a 

specific SDS cutoff indicative of a clinical diagnosis of OTC codeine dependence. 

 

Although many researchers have used a SDS score of greater than or equal to five 

as an indicator of OTC codeine dependence, this choice of cutoff appears to be 

somewhat experiencially rather than evidence based.  Neilsen, Cameron and 

Pahoki’s (2010) and Nielsen, Cameron and Lee’s (2011) decision to use a SDS score 

of five or higher to distinguish between dependent and non-dependent OTC 

codeine users was based on Grande et al.’s (2009) study, which determined that in 

a sample of chronic headache patients a SDS≥5 predicted medication overuse.  The 

transferability of this cutoff to OTC codeine dependence however is unclear, as not 

all OTC codeine misusers suffer from chronic headaches and medication overuse 

headache is not always associated with substance dependence (Lundqvist et al., 

2019).  In addition, the medication overuse referred to by Grande et al. was not 

related solely to codeine; specific anti-migraine medications, other opioids, simple 

analgesics and compound analgesics were also included.   

 

A number of other researchers have also used the SDS cutoff of five to indicate OTC 

codeine dependence (Kimergård et al., 2017; Van Hout et al., 2018; Van Hout, Rich, 

et al., 2017), however they have all done so based on Neilsen et al.’s (2010) 

precedence.  A World Health Organization Clinical Guidelines document (World 

Health Organization, 2009, p. 21) listed five as the cutoff for “heroin and other 
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opioids” (codeine is an opioid), however no supporting references were provided 

for this recommendation.  Iraurgi-Castillo et al. (2010) also found the SDS cutoff of 

five to be indicative of a DSM-IV opiate dependence diagnosis based on Receiver 

Operating Characteristic analysis.  However, as heroin was the only drug studied, 

transferability of the same cutoff to all opioids is inferential.     

 

There is reason to consider other potential SDS cutoffs for OTC codeine.  A SDS 

cutoff of three has been demonstrated to optimally reflect a clinical dependence 

diagnosis for more drugs than any other potential SDS cutoff (Table 3.5, 

Methodology chapter).  In addition, SDS cutoffs utilised by researchers to indicate a 

diagnosis of dependence on codeine or opioids range from three to seven (Table 

5.1 below).  The cutoff of five has frequently been used in existing OTC codeine 

literature, as previously discussed.  However, there is a reference supporting the 

choice of three for heroin (González-Sáiz et al., 2009), which like codeine, is also an 

opioid.  A cutoff of seven has also been used to indicate high opioid dependence 

severity (Boscarino et al., 2010; Boscarino et al., 2011), however no justification for 

this decision was given.  
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Table 5.1:  SDS cutoffs used by other researchers to indicate a diagnosis of dependence on codeine or other opioids 

SDS cutoff () Drug Reference Reason for choice of cutoff 

3 Heroin González-Sáiz et al. (2009) Validated against DSM-IV diagnosis as measured by 
PRISM-IV 

5 OTC codeine Nielsen et al. (2011)  
Nielsen et al. (2010) 
 

Based on the findings of Grande et al. (2009): In a 
sample of chronic headache patients, a SDS≥5 
predicted medication overuse 

5 OTC codeine Kimergård et al. (2017) 
Van Hout et al. (2018) 
Van Hout, Rich, et al. (2017)  

Based on precedence of Nielsen et al. (2011) and  
Nielsen et al. (2010) 
 

5 Heroin and other 
opioids 

World Health Organization (2009) No reason given 

5 Heroin Iraurgi-Castillo et al. (2010) Validated against DSM-IV diagnosis as measured by 
SCAN 

7 Opioids Boscarino et al. (2010) 
Boscarino et al. (2011) 

No reason given 

      PRISM = Psychiatric Research Interview for Substance and Mental Disorders 
         SCAN = Schedules for Clinical Assessment in Neuropsychiatry 
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For the current study, the two additional samples analysed were: misusers 

satisfying the SDS cutoff of SDS≥3 (n=39), and all misusers regardless of SDS score 

(n=92).  In the latter sample, the number of participants (92 variables) exceeded 

the number of Q sample statements (46 constants) for this study, which for 

statistical reasons, is not typically recommended (Watts & Stenner, 2012, p. 89).  

The decision was made to include this large sample for analysis due to the 

exploratory rather than statistical rationale of the research. 

 

5.2.3 Findings of additional Q analyses and implications 

Figures 5.1 and 5.2 below illustrate the findings of the Q analyses for the three 

different participant samples.  The base diagrams represent the findings for 

participants classified as dependent on OTC codeine (SDS≥5, n=26, reported in 

Kirschbaum et al. (2019a)); Figure 5.1 the Factor-exemplifying Q sort for Factor 

One, “For pain, no shame” and Figure 5.2 the Factor-exemplifying Q sort for Factor 

Two, “My secret solace”.  The superimposed coloured arrows indicate how the 

findings of the two additional analyses differed to the base diagram results; blue 

arrows for OTC codeine misusers with SDS≥3 and red arrows for all OTC codeine 

misusers regardless of SDS score.  Double-headed arrows indicate a direct switch in 

the positioning of the two statements.  For example, referring to Factor One Figure 

5.1, statements 8 and 22 swapped positions (+3 to +4 and vice versa) in both of the 

additional analyses as shown with blue and red arrows.  Single-headed arrows 

signify the movement of the statement located at the tail of the arrow to the 

position at the arrowhead.  Referring again to Factor One Figure 5.1, statement 1 

moved from the -1 to 0 position when OTC codeine misusers with SDS≥3 were 

included in the analysis, indicated with a blue arrow.   
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Figure 5.1:  Factor-exemplifying Q sort for Factor One, “For pain, no shame”, for three different participant samples 
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Figure 5.2:  Factor-exemplifying Q sort for Factor Two, “My secret solace”, for three different participant samples 
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Overall, the findings for the three samples of misusers were strikingly similar.  Each 

sample produced a two factor solution with little difference in the pyramid 

extremities; the statements participants felt most strongly about.  Differences in 

statement rankings were most commonly located towards the centre of the 

response grid, involving less strongly rated statements and minimal movement of 

no more than two cells.  These small variations from the base results are unlikely to 

have altered the factor interpretations.  This suggests that the two accounts of 

misuse, “For pain, no shame” and “My secret solace”, exist amongst misusers, 

regardless of their score on the SDS or the threshold used to measure dependency. 

It also indicates that the transition from misuse to dependence likely occurs along a 

continuum, consistent with the original concept of the SDS as based on the 

dependence syndrome. 

 

The Q analysis involving the sample of OTC codeine misusers with SDS≥3 was 

initially submitted for publication.  The cutoff of three, rather than five, was chosen 

in order to retain the maximal number of participants, favouring sensitivity over 

specificity.  That is, it was more important for the aim of the current research to 

include the opinions of participants rather than to force exclusion based on a 

higher SDS cutoff, particularly due to the lack of definitive evidence to support an 

optimal cutoff indicative of an OTC codeine dependence diagnosis comparable to 

gold standard diagnostic measures.  However, in response to expert reviewer 

comments, it was decided to adopt the more commonly used SDS cutoff of five. 

 

It is noted, however, that there was greater variation within Factor One compared 

to Factor Two when different SDS cutoffs were applied.  As shown in Figure 5.1, for 

Factor One there were 12 changes to the base diagram statement positions for the 

sample of misusers with SDS≥3 (blue arrows), and 22 changes for the sample of 

misusers with no SDS cutoff (red arrows).  In contrast, in Figure 5.2, for Factor Two 

there were only four changes to the base diagram for the misusers with SDS≥3 

(blue arrows), and 10 for the sample of misusers with no SDS cutoff (red arrows).  
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This higher variability within Factor One reflects the possibility that a third factor, 

highly correlated to Factor One, may also exist, which is discussed below.  

 

Indeed, a three factor solution was considered during the Q sort statistical analysis 

process (Kirschbaum et al., 2019a, p. 123).  Journal word limitations did not allow 

for a detailed discussion regarding the decision to extract only two factors.  The 

two and three factor solutions are presented and compared below, including 

statistics that support the possibility of a three factor solution.  The reasoning 

behind the ultimate decision to proceed with the two factor solution is also 

explicated.  

 

There is no definitive rule to determine the optimal number of factors to extract.  

Watts and Stenner (2012, p. 105) suggest that a factor solution with “anything in 

the region of 35-40% (of total study variance) or above would ordinarily be 

considered a sound solution on the basis of common factors”, citing Kline (1994) 

for this recommendation.  Unfortunately, a page number reference was not 

provided and the author of this thesis was unable to locate the information during 

inspection of Kline’s original text.  This discrepancy has also been highlighted by 

another researcher in an online Q methodology discussion group (Held, 2016).  

With regards to traditional factor analysis, solutions accounting for 50%-60% of the 

total study variance are common within the social sciences (Institute for Digital 

Research & Education, n.d.).  However, there are published Q methodological 

studies with factor solutions explaining much less variance, for example: 29% (S. 

Scott et al., 2014), 34% (Flurey et al., 2016), 42% (Jedeloo et al., 2010), 43% 

(Berkhout et al., 2017) and 44% (Protiére et al., 2017).  The variance explained by 

the two and three factor solutions for this study was 46% and 52% respectively, 

suggesting that both possibilities can be considered sound. 
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A number of statistical criteria have been suggested to help guide the decision on 

the number of factors to extract.  These include the Kaiser-Guttman criterion, at 

least two significant loading Q sorts criterion, Humphrey’s rule, scree test and 

parallel analysis.  Each criterion is individually discussed below and applied to the 

current study. 

 

The Kaiser-Guttman criterion states that factors with an eigenvalue (EV) of greater 

than one should be retained.  It is widely used, but not often as the sole defence for 

retaining factors, as it has been noted to produce solutions containing too many or 

false factors (Hoyle & Duvall, 2004; Watts & Stenner, 2012, pp. 105-106).  For the 

current study, principal components analysis was performed using PQMethod 

(Schmolck, 2014), which automatically extracts eight factors (technically 

components, however the terms will be used interchangeably) (Schmolck, 2015).  

All eight of these factors satisfied the Kaiser-Guttman criterion, having EVs of 

greater than one. 

 

Another criterion is to retain all factors that have at least two significant loading Q 

sorts (1% level).  The equation for the calculation of the significant factor loading at 

the 1% level is 2.58 x (1/√number of items in Q set) (Brown, 1980, pp. 222-223).  

For this study, the significant factor loading = 2.58 x (1/√ 46) = ±0.38.  Seven of the 

eight factors in the unrotated factor matrix contained at least two Q sorts with 

factor scores of 0.38 or -0.38, suggesting that seven factors could be retained. 

 

Humphrey’s rule states that “a factor is significant if the cross-product of its two 

highest loadings (ignoring sign) exceeds twice the standard error” (Brown, 1980, p. 

223).  The equation for calculation of standard error is 1 ÷ (√number of items in Q 

set).  For this study, the standard error = 1/√ 46 = 0.15 and double the standard 

error is 0.30, therefore factors should be retained if the cross-product of their two 
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highest loadings exceed 0.30.  Humphrey’s rule applied to this study indicates that 

only Factors One and Two should be retained (Table 5.2). 

 

Table 5.2:  Humphrey’s Rule calculations for this study’s dataset 

Principal 
component 

number 

1 2 3 4 5 6 7 8 

Highest 
loading 

0.9068 0.6895 0.5795 0.5328 0.5367 0.4572 0.4043 0.5353 

Second 
highest 
loading 

0.7578 0.6262 0.5072 0.3952 0.4332 0.3964 0.3853 0.3475 

Cross-
product of 

highest and 
second 
highest 
loading 

*0.6872 *0.4318 0.2939 0.2106 0.2325 0.1812 0.1558 0.1860 

* Satisfies Humphrey’s Rule 

 

Using Cattell’s (1966) scree test, the number of components to retain is determined 

by plotting the component EVs on a line graph and visually identifying the point at 

which the slope changes; the “elbow”.  This method is easy to apply and is 

commonly used.  However, interpretation is subjective (Howard, 2016; Hoyle & 

Duvall, 2004) and ambiguity may occur when there is no clear slope change or 

multiple changes in gradient (Ledesma et al., 2015).  In addition, some researchers 

retain only those components prior to slope change (Howard, 2016; Raîche et al., 

2013), while others include the component at the point of slope change itself 

(Hoyle & Duvall, 2004; Watts & Stenner, 2012).  The scree test result for the current 

study is shown in Figure 5.3.  The slope changes most sharply after the third 

component, suggesting that two or three components should be retained. 
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Figure 5.3:  Scree test for this study’s dataset 

 

Horn’s (1965) parallel analysis is considered to be one of the most accurate 

methods for factor retention (Hayton et al., 2004).  It can be used to exclude 

factors that may have been generated by chance patterns in the data.  Eigenvalues 

observed in the study data are compared to EVs for a random data set.  A factor is 

accepted if the unrotated EV exceeds the 95th percentile EV for 1000 random data 

sets.  For this study, the parallel analysis was calculated (Table 5.3) using SPSS 

version 23 software with O’Connor’s syntax (O'Connor, 2018).  For Factors One and 

Two in our dataset, the observed EV is greater than the 950th highest EV derived 

from 1000 random data sets.  This demonstrates that there is less than five per 

cent chance that Factors One and Two are due to chance patterns in our data.  The 

observed EV for Factor Three is less than the 95th percentile EV, therefore there is a 

possibility (greater than five per cent) that the factor may not be legitimate.  The 

results of the parallel analysis therefore suggest a two factor solution.   
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Table 5.3:  Parallel analysis for this study’s dataset containing 46 statements 
(cases) and 26 participants (variables) 

Factor Actual EV observed in the 
study data 

Mean EV for 1000 random 
data sets 

95th percentile EV for 1000 
random data sets 

1 6.6790 2.7256      3.0337 

2 5.4359 2.4053 2.6191 

3 1.6683 2.1660      2.3319 

 

To summarise, for this study’s dataset there is support for an eight factor solution 

(Kaiser-Guttman criterion), seven factor solution (at least two significant loading Q 

sorts criterion), a three factor solution (scree test) and a two factor solution (scree 

test, Humphrey’s Rule and parallel analysis).  As the two factor solution satisfied 

the most criteria, it was considered more likely to be the optimal solution, however 

the three factor solution was also explored for comprehensiveness and 

comparison.  A comparison of the factor-exemplifying Q sorts for the two and three 

factor solutions is provided in Table 5.4 below. 

 

Table 5.4:  Factor-exemplifying Q sorts for the two and three factor solutions 

 

 

Three factor solution Two factor solution 

Q sort numbers Total 
sorts 

Q sort numbers Total 
sorts 

Fa
ct

o
r 

n
u

m
b

er
 

Factor 1 6, 7, 8, 10, 13, 17, 23, 
25, 26 

9 5, 7, 8, 10, 11, 12, 13, 
15, 17, 23, 25, 26 

12 

Factor 2 1, 2, 3, 4, 9, 16, 18, 19, 
20, 21, 22, 24 

12 1, 2, 3, 4, 9, 14, 16, 18, 
19, 20, 21, 22, 24 

13 

Factor 3 5, 15 2 N/A N/A 

Confounded* 11, 12, 14 3 6 1 

Non-
significant** 

- - - - 

*Confounded sorts load significantly on more than one factor 
**Non-significant sorts do not load significantly on any factor 

 

Ultimately, the decision was made to accept the two factor solution based on the 

following reasons:  
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• There was a high correlation (0.44) between Factors One and Three in the 

three factor solution.  This correlation is greater than the value for 

significant loading (0.38), indicating that Factors One and Three may 

actually be representative of the same viewpoint (Watts & Stenner, 2012, p. 

141).   

• The two factor solution contained less confounding sorts (one compared to 

three) and accounted for more of the sorts (25 compared to 23) than the 

three factor solution.  

Further research is suggested, however, to further explore the possibility of a third 

account of OTC codeine misuse. 

 

5.3 Interviews  

The findings from the interviews with misusers, as reported in Kirschbaum et al. 

(2020), are summarised below.  

   

5.3.1 Summary of findings 

Thirteen categories emerged through qualitative content analysis of the semi-

structured interview data.  The categories were aligned to three broad temporal 

phases: (1) transition to misuse; (2) growing awareness; and (3) towards recovery, 

as the categories appeared to align naturally with this structure.  

 

Transition to misuse.  Initiation of OTC codeine was almost always for self-

treatment of legitimate physical pain.  Two distinct typologies of misuser were 

identified; those who reported ongoing use for self-medication of physical pain and 

those who acknowledged use for the calming mood effects to self-manage stress 

and mental health conditions. Progression to misuse was often described as 

accidental, with misusers frequently stating that codeine was helping and/or that 
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dosing directions were being followed.  The perception that OTC codeine was safe, 

particularly when compared to illicit drugs, also influenced the transition to misuse.   

 

Growing awareness.  The benefits of codeine use; the relief of pain and the positive 

mood effects, often outweighed concerns about the known possibility of 

dependence and side effects of long-term use.  It was the manifestation of side 

effects, difficulty obtaining codeine, or information accessed via the internet that 

often prompted acknowledgement of the existence of a problem.  There were 

mixed views about codeine accessibility, with descriptions of easy access, variability 

in pharmacist questioning and increasing difficulties as a result of codeine 

regulatory changes.  Many participants were ashamed of their codeine use and 

attempted to hide it from others.  In contrast, some participants who used codeine 

for pain relief, did not keep their use a secret.  Several misusers described having 

workmates, family or friends who were also using OTC codeine, who they felt they 

could talk to about their use, and significant others were sometimes involved in 

purchasing OTC codeine.  Misuse of OTC codeine was, however, reported to have 

negatively affected some relationships.  Participants blamed themselves and took 

personal responsibility for their codeine misuse, with other attributions including 

physical pain, mental health conditions and a perceived inability of the health 

system to provide adequate treatment. 

 

Towards recovery.  Many participants in this study had successfully self-managed 

their path to recovery without formal intervention, with support provided by family 

and information accessed via the internet.  Recovery, described as difficult for 

some, and easy for others, was considered to be an ongoing process, often 

involving cautious occasional use or continuing temptation. 
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5.4 Integration of Q sort and interview findings 

The results of the Q sort and interview strands were analysed, discussed and 

reported separately in Kirschbaum et al. (2019a, 2020) respectively.  The findings of 

each strand are now integrated in the following joint display and interpretation.  

 

The findings from the Q sort and interview strands were integrated using a joint 

display table (Table 5.5).  Common concepts or content areas represented in both 

sets of findings were identified (Creswell & Plano Clark, 2018, pp. 70, 224).  This 

was achieved using the inductive approach of “following a thread” (Moran-Ellis et 

al., 2006, p. 54); selecting a theme from one dataset and following it across the 

other.  Initially, the Q sort findings were followed across the interview results, in 

keeping with the chronology of the strands.  This process was then repeated in 

reverse; following the interview findings across to the Q sort results.  The results 

were then compared side-by-side, highlighting areas of congruence; where the 

qualitative and quantitative results led to similar conclusions, and discrepancy; 

where the two sets of results conflicted.  The term “unique contributions” was 

chosen to describe instances where a finding from one dataset did not arise in the 

other.     
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Table 5.5:  Joint display table integrating findings from the Q sort and interview strands 

Fit of 
Integration 
 

Concept/content 
area 

Q sort findings Interview findings Explanation of integration fit 

     

CONGRUENCE Disclosure Factor One – not ashamed of codeine use, 
did not feel the need to hide it (36: +2; 38: 
-1; 39: -3; 42: -4)  
 
Factor Two – shame and secrecy, desire to 
hide codeine use (36: -5; 38: +5; 39: +3) 
 

Category – Feelings regarding disclosure 
polarised; shameful hiding or open use 

Two distinct accounts identified.   
 

 Primary reason 
for long-term 
use 

Factor One – for pain relief (43: +5) 
 
Factor Two – to relax and relieve stress 
(37: +4; 46: +4) 
 

Category – Use continued to relieve 
physical pain or for calming effects on 
mood  

Two distinct typologies identified. 
Interview results provided more 
detail.  For example, Factor One 
occasional use for pain prophylaxis 
rather than relief, Factor Two 
descriptions of the calming feeling, 
self-management of mental health 
conditions. 
 

 Attributions Factor One – Attributed codeine use to 
external causes e.g., circumstances (22: 
+4), dependence is accidental (30: +2) 
 
Factor Two – Codeine use was considered 
to be a personal choice, not attributed to 
circumstances (22: -4) (but possibly 
believed there was no choice once 
addiction was established: “It was my 
choice, but now it’s more of an addiction 
instead of a choice” (P9) 

Category – Blame attributed to self, 
health conditions, health system 

Both internal and external 
attributions were identified.   
The Factor Two Q results suggested 
that attributions may change over 
time, which was not explored in the 
interviews (see Unique 
Contributions), presenting an 
opportunity for further research. 
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Fit of 
Integration 
 

Concept/content 
area 

Q sort findings Interview findings Explanation of integration fit 

CONGRUENCE Perception of 
safety 

Factor One – Believed people dependent 
on codeine are different to people 
dependent on injected drugs (31: -1), and 
that OTC codeine is a less serious drug of 
dependence (12: +2)  
 
Factor Two – Believed people dependent 
on codeine are different to people 
dependent on injected drugs (31: -3) 
possibly due to perceived differences in 
safety and legality: “Most injected drugs 
are both illegal and made using who knows 
what chemicals in backyard labs” (P20) 
 

Category – Perceived as safe; available 
from pharmacies, legal not injected, 
absence of noticeable side effects, 
doctors not concerned 
 
(Within this category, many participants 
specifically contrasted OTC codeine use 
with illicit and/or injected drug use: “It’s 
not made out of the back of bloody, you 
know, Huon Valley or somethin’ in 
someone’s caravan… you know it’s 
cleaner, you know it comes in a packet, 
it’s done by you know pharmacists” (R6)) 

Perception of safety of codeine, 
particularly compared to injected and 
illicit drugs.  
Interview findings provided more 
detailed reasoning as to why OTC 
codeine was perceived to be safe. 

 Codeine 
accessibility 

Factor One – Opposed to up-scheduling; 
believed it is a right to access codeine OTC 
(18: +5), considered recording sales on a 
national database to be a suitable solution 
(19: +4) 
 
Factor Two – possible support for up-
scheduling, did not believe that up-
scheduling would deny patients the right 
to timely pain relief (18: 0) or that a 
national database of sales was a suitable 
solution (19: -2) 
 

Category – Mixed views about OTC 
codeine accessibility  

Two distinct accounts identified.  
Interviews confirmed the Q finding 
that some OTC codeine misusers 
support up-scheduling and provided 
insight into the possible reasoning 
behind this view - public protection. 

 
 
 

Recovery Both Factors - Recovery is a lifelong 
process  
Factor One – (8: +3)  

Category – Recovery is ongoing; cautious 
occasional use, continuing temptation 
 

Recovery was considered to be an 
ongoing process. Interview findings 
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Fit of 
Integration 
 

Concept/content 
area 

Q sort findings Interview findings Explanation of integration fit 

CONGRUENCE Factor Two – (8: +2)  
 

expanded on this, elucidating reasons 
for this belief. 
 

     

DISCREPANCY 
 

Recovery Both Factors - Recovery requires 
professional intervention 
Factor One – (8: +3; 11: +3)  
Factor Two – (8: +2; 11: +2)  
 
 

Category – Support for recovery provided 
by family and information access via the 
internet  
 

Q findings indicated that recovery 
requires professional intervention, 
interview findings suggested recovery 
via self-change with support provided 
by family and/or internet.  It is 
possible that lack of recognition of 
self-change as a form of recovery may 
have influenced the Q response; 
participants may have felt that while 
they were able to recover without 
professional intervention, that others 
would require professional 
intervention.  There were also no 
statements in the Q sample regarding 
support from family or internet. 
 

 Level of 
awareness of 
misuse 

Factor One – did not identify as misusers 
(denied use for reasons other than pain 
relief (37: -5; 46: -3; 21: -4), did not 
consider they were taking more tablets 
than recommended (1: -1), believed they 
followed directions on box (6: -3) 
 
Factor Two – acknowledged their misuse 
(aware that they were taking more than 
recommended (1: +5) for reasons other  

Category – Insidious; accidental, gradual, 
easy to justify use 
 
Category – Self-awareness of misuse 
prompted by side effects, difficulty 
accessing codeine, information from the 
internet 
 

Interview results indicated a gradual 
awareness of misuse over time, while 
the Q results suggested a more 
polarised view that those using 
codeine for calming mood effects are 
aware of misuse while those using 
codeine for pain relief are not.  It is 
likely that this gradual process of 
awareness was not able to be 
expressed with the Q statements. 
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Fit of 
Integration 
 

Concept/content 
area 

Q sort findings Interview findings Explanation of integration fit 

DISCREPANCY 
 

 than pain relief (37: +4; 46: +4), dangers 
and directions on box ignored (6: +3; 2: +4) 

  

     

UNIQUE 
CONTRIBUTIONS 

  Categories: 
-  Initial use for physical pain relief; 
directly OTC or following use of 
prescribed analgesics (no Q statements 
about initial use) 
-  Benefits initially outweighed concerns 
about dependence and long-term side 
effects (no Q statements specifically 
about this, although Q Participant 4 
commented “Once addiction took place I 
ignored the dangers of regular codeine 
use.  The positive qualities outweighed 
physical dangers in my mind”) 
-  Relationships; negative impact, talked 
to family/friends who were also misusing, 
others used to purchase OTC codeine (no 
Q statements regarding relationships with 
others) 
-  Recovery was difficult for some, easy for 
others (no Q statements specifically about 
this) 
-  Support for recovery (no Q statements 
regarding family support, internet) 
-  Insidious; accidental, gradual, easy to 
justify use (no Q statements regarding 
transition to misuse) 

No comparable Q findings as the Q 
sample contained no statements 
covering these concepts. More 
concepts were able to be explored in 
the interviews than in the Q sort.  The 
number of Q statements able to be 
presented was limited due to likely 
participant fatigue. 
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Fit of 
Integration 
 

Concept/content 
area 

Q sort findings Interview findings Explanation of integration fit 

UNIQUE 
CONTRIBUTIONS 

  -  Self-awareness of misuse prompted by 
side effects, difficulty accessing codeine, 
information from the internet (no Q 
statements regarding awareness 
prompts) 
 

 

  Possibility that attributions may change 
over time 
Factor Two – Codeine use was considered 
to be a personal choice, not attributed to 
circumstances (22: -4) (but possibly 
believed there was no choice once 
addiction was established: “It was my 
choice, but now it’s more of an addiction 
instead of a choice” (P9)) 
 
Factor Two – believed that treatment for 
OTC codeine dependence should be 
provided together with people dependent 
on other types of drugs (16: -4) 
 

 No comparable interview findings; 
not specifically explored in the 
interview schedule. 
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As illustrated in the table above, the findings from the Q sort and interview strands 

were mostly congruent.  Furthermore, the interview results often illuminated the Q 

sort findings.  This is due to the nature of qualitative research and its ability to 

capture rich and detailed participant responses.  For example, both the qualitative 

interview and Q sort data indicated that some OTC codeine misusers were 

supportive of up-scheduling.  The qualitative data provided expansion of this 

common finding by suggesting the reasoning behind this view; protection of the 

public.  There was, however, an example of the Q sort results expanding the 

integrated findings.  Each dataset indicated that both internal and external 

attributions exist amongst codeine misusers.  The Q sort results suggested that 

these attributions may change over time. Though not explored in the qualitative 

interviews, the notion that attributions may change presents an opportunity for 

further research using a methodology such as Grounded Theory, which is 

consistent with examining the process over time and generating theory. 

 

Two discrepancies were identified within the integrated results.  There are 

plausible explanations for these differences, which are discussed below.  

Nevertheless, it is also possible that the inconsistencies may be due to the 

complexity of the codeine misuse accounts. 

 

Firstly, the interview findings indicated that misusers gradually became aware of 

their misuse over time, while the Q methodology results suggested that those using 

codeine for calming mood effects were aware of their misuse and those using 

codeine for pain relief were not.  A likely explanation for this discrepancy is a 

methodological limitation of the Q sort.  A gradual process of awareness was not 

able to be expressed with the Q statements provided to participants; no Q sample 

statements covered this.  It is also possible that Q participants representing Factor 

One, “For pain, no shame”, may have been at an earlier stage of change and not yet 

cognisant of their misuse.   
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A second discrepancy concerns the findings regarding the process of recovery from 

OTC codeine misuse.   The Q sort data indicates that recovery requires professional 

intervention and the interview results suggest that recovery occurs via self-change 

with support provided by family and/or the internet.  It is possible that the lack of 

awareness of self-change as a recognised form of recovery (Bishop, 2018) may have 

influenced responses in the Q sort; participants may have felt that even if they 

were able to recover without professional intervention, that others would require 

assistance.  Another possibility is that the Q sort participants believed that 

professional intervention was required for recovery as they may have had a higher 

level of codeine dependency than the interview participants; Q sort participants 

had a SDS≥5, whereas the qualitative interview participants did not have a SDS 

inclusion criterion and SDS scores ranged from two to fourteen.   

 

The term “unique contribution” was chosen to describe the fit of integration in 

which a finding from one strand did not arise in the other strand.  This type of 

integration fit is rarely considered in scholarly discussions about mixed methods 

integration, including those by Creswell and Plano Clark (2018), Fetters et al. 

(2013), Fetters and Molina-Azorin (2017) and Morgan (2019).  An exception is the 

triangulation protocol, which involves consideration of areas of “silence”; where 

“one set of results covers the theme…, whereas the other set of results is silent on 

the theme” (Farmer et al., 2006, p. 383).  The triangulation protocol was originally 

designed for the integration of multiple qualitative methods, but was suggested by 

O’Cathain et al. (2010) to be relevant to mixed methods integration.  The protocol 

has since been utilised in a number of mixed methods studies, including those by 

Harrison et al. (2020), Heslehurst et al. (2015), Racine et al. (2020), Taylor et al. 

(2020), Tonkin-Crine et al. (2015) and Toomey et al. (2017).  The term “silence” was 

not used in the current study to avoid confusion with the more traditional usage of 

the term within Discourse Analysis, where it is used to describe “individual 

speakers when they make a more conscious and intentional choice about what 
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(not) to say – when they choose to say nothing, but instead could have said 

something” (Schröter & Taylor, 2018, p. 7). 

 

In this study, unique contributions likely arose due to the differing strengths and 

limitations of the different strands and were considered to be important findings 

contributing to a more complete understanding of OTC codeine misuse.  For 

example, seven of the 13 categories resulting from the interview analysis had no 

comparable statements in the Q sample.  This was because it was possible to 

explore more concepts in the qualitative interviews compared to the Q sort, as the 

number of Q statements able to be presented was limited due to likely participant 

fatigue.   

 

Mixed methods integration of the Q sort and interview findings revealed areas of 

congruence and discrepancy, as well as unique contributions from each strand.  The 

integrated findings provide further insight into and highlight the complexity of the 

OTC codeine misuse phenomenon, and suggest areas for further research.  The key 

findings about misuser accounts will now be summarised. 

 

5.5 Key findings about misuser accounts 

This study aimed to explore Tasmanian OTC codeine misusers’ accounts of their 

misuse using a mixed methods approach.  As detailed in Chapter Four and earlier in 

the current chapter, there were numerous findings, including those from the 

individual strands as well as the integrated results.  A number of the findings mirror 

those of previous studies.  However, four key findings were identified which are 

relatively underrepresented in the existing body of knowledge. They provide new 

insights into the misuse experience and are likely to make a difference to the way 

in which OTC codeine misuse is understood.  The four key findings are: (1) the 

identification of two distinct accounts of misuse; (2) use to self-treat physical pain, 
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stress and mental health conditions; (3) a gradual transition from use to misuse and 

growing awareness of a problem; and (4) the ability to recover via self-change.   

 

5.5.1 Two distinct accounts of misuse 

This is the first study to utilise Q Methodology to investigate shared viewpoints of 

OTC codeine misusers.  Two distinct accounts of misuse: “For pain, no shame” and 

“My secret solace”, were identified.  The two accounts, primarily distinguished by 

their divergent views about access, causality, reasons for use and feelings of 

legitimacy and shame, are discussed in Kirschbaum et al. (2019a).  The finding that 

accounts of misuse are not universal suggests that a range of strategies may be 

required to optimally tailor interventions and guide policy for the prevention and 

management of OTC codeine misuse.  

 

5.5.2 Self-treatment of physical pain, stress and mental health 
conditions 

The results of this study suggest that OTC codeine misuse often involves a reliance 

on OTC codeine to self-manage health conditions.  Initiation of OTC codeine was 

almost always to self-treat a legitimate physical pain condition; a finding consistent 

with other reports of OTC codeine misuse (Cooper, 2013a; Van Hout et al., 2018; 

Van Hout, Rich, et al., 2017).  Two different motivations for long term OTC codeine 

use were identified; continued self-medication of physical pain or for calming 

effects on mood, including self-treatment of stress or mental health conditions.  

The latter; involving a transition from use for analgesia to use for mood effects, is a 

common finding (Cooper, 2013a; Nielsen et al., 2010; Van Hout et al., 2018; Van 

Hout, Rich, et al., 2017).  However, ongoing use for the self-treatment of chronic 

pain has been less frequently reported as a primary reason for misuse, and may 

represent a previously overlooked type of misuser.  Recognition and adequate 

treatment of these underlying health issues; physical pain, stress and mental health 

conditions, as well as possible pseudoaddiction and chemical coping, as discussed 
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in Kirschbaum et al. (2020), may help to address these underlying conditions for 

misuse. 

 

5.5.3 Gradual transition to misuse and growing self-awareness of a 
problem 

The study findings indicate that the transition from OTC codeine use to misuse is 

accidental and insidious; influenced by a perception of safety of OTC codeine.  Self-

awareness of problematic use was often only triggered by the emergence of side 

effects or difficulty accessing codeine.  While these findings are mirrored elsewhere 

(Cooper, 2011; Nielsen et al., 2010; Van Hout et al., 2018; Van Hout, Norman, et al., 

2017), those studies most commonly describe a gradual, unintentional transition 

from use for analgesia to misuse for codeine’s pleasurable mood effects.  The 

findings of this study highlight that OTC codeine misuse motivated by the desire to 

self-manage chronic pain, stress or mental health conditions, also follows a similar 

trajectory; an inadvertent progression from use to misuse.  Interventions designed 

to raise self-awareness of misuse may therefore be beneficial, including strategies 

to improve cognisance that long-term use of OTC codeine constitutes misuse. 

 

5.5.4 Ability to recover via self-change 

Many participants in this study had successfully self-managed their path to 

recovery without formal (professional) intervention.  This is in contrast to other 

studies of OTC codeine misusers, which more commonly describe failed attempts 

to self-manage cessation, involvement of specialist addiction treatment centres 

and/or the use of pharmacotherapy (Cooper, 2013a; Dada et al., 2015; Nielsen et 

al., 2018; Van Hout et al., 2018; Van Hout, Rich, et al., 2017).  This novel finding 

highlights that not all OTC codeine misusers require health professional 

intervention or pharmacotherapy to recover.  Self-change may therefore provide a 

valuable target for intervention for OTC codeine misuse.  It was also not 

uncommon, both in this study and others, for recovery support to have been 

provided by family members or via the internet (Cooper, 2011, 2013a; Nielsen et 
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al., 2010).  This suggests an opportunity to enhance the role for social and web-

based supports. 

 

5.6 Methodological challenges 

Several methodological issues arose during the research, including challenges 

relating to: Q sample construction, the Delphi technique, choice of language and 

concerns raised during peer review.  These issues are discussed in turn below.   

 

5.6.1 Q sample construction 

A lack of detail around Q sample construction was identified in existing Q 

methodology literature.  In response, this study employed a new and rigorous 

approach to generating the Q sample, as detailed in Kirschbaum et al. (2019b).  This 

involved the successful incorporation of a literature review, use of a theoretical 

framework; the COM-B model of behaviour, and a Delphi technique. 

 

Generation of the concourse via comprehensive literature review ensured that a 

large concourse was drawn from a broad range of sources and that a diverse range 

of statements were sampled.  Learnings included that theses and professional 

websites were not particularly useful sources of statements, while online discussion 

forums are a potentially underutilised source, particularly if seeking authentic 

statements in the normal vernacular of the people/group being studied.    

 

Use of the COM-B model as a framework added rigour to the concourse sampling 

process.  Although it is a broad framework and statements often fit into more than 

one category, it provided an evidence-based structure to ensure coverage of the 

major theoretical aspects of addiction.  The concourse statements were grouped 

into the three COM-B domains; Capability, Opportunity and Motivation, as well as 

the headings used by West (2013) in his application of the COM-B model to 
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addiction research.  However, West does not include any headings specifically 

relating to Physical Capability, only Psychological Capability.  In many other studies 

utilising the COM-B to analyse addictive behaviours, Physical Capability is also not 

represented (Fulton et al., 2016; Nielsen & Olsen, 2021), suggesting that it is not an 

important driver of addictive behaviours, or that it has potentially been overlooked.  

In the case of OTC codeine misuse and the current study, the finding that some 

misusers take codeine to self-medicate physical pain has clear implications on their 

physical capability to cease misuse.  Effective management of the underlying pain 

condition would likely enhance the physical strength and stamina of this type of 

OTC codeine misuser to recover.  Exploration of whether Physical Capability is an 

important driver of OTC codeine misuse and other addictive behaviours is an area 

requiring further research.   

 

The COM-B model is discussed again in section 5.7 below.  There it is used, as part 

of the Behaviour Change Wheel, to suggest theoretically derived intervention 

strategies in relation to OTC codeine policy and practice. 

 

A Delphi panel of addiction experts was used to achieve consensus on the final 

selection of statements to include in the Q sample.  Use of this technique aimed to 

reduce researcher bias in statement selection and to validate the content, 

representativeness and language used in the Q sample.  While Brown et al. (2020, 

p. 9) considered this use of expert panel consensus to be “certainly unnecessary”, 

this is not surprising given Brown’s view that selecting statements for inclusion in a 

Q sample is “more an art than a science” (Brown, 1980, p. 186).  

 

Brown et al. (2020, p. 6) also suggested that the use of Delphi panel consensus to 

select the Q sample statements for this study led to a Q sample of “doubtful 

representativeness”.  In defence of this potential criticism, the Q sample had been 

mapped against the COM-B to confirm that each of the COM-B domains was 
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represented, and procedures were in place to enact had this not occurred.  In 

addition, codeine misusers also verified that they were able to express their 

opinions using the Q sample in the subsequent interview phase of the study.  

However, the unique contributions from the interview strand identified during 

mixed methods integration suggest that additional statements may have been 

useful to include.   

 

The unique contributions of the interview strand were investigated to see if they 

were represented in the initial concourse (Table 5.6).  Indeed, all were represented 

in some way in the overall concourse and all but one were presented to the Delphi 

panel for consideration for inclusion in the Q sample.  If the Q sample size had been 

larger, it is possible that some of these statements may have been selected by the 

panel and in retrospect, it would have been useful to include some of these 

statements in the Q sample to verify the interview findings.  Researchers wishing to 

replicate this study may wish to consider this as an option, with consideration given 

to the possibility of participant fatigue with larger Q sample sizes.  Indeed, the 

optimal size for a Q sample is another identified methodological issue, with a lack 

of consensus within the Q methodology literature.  The completion rate for this 

study’s Q sort was 55%; 99 completed responses out of 180 commenced surveys, 

which could indicate fatigue, difficulty with comprehension or task complexity.   

 



 170 

Table 5.6:  Unique contributions from the interviews and their representation in the concourse 

Unique 
contribution  

Partial representation 
in Q sample 

Statement representation in the 
111 statements presented to the 
Delphi panel 

Statement representation in concourse (examples) 

Initial use for 
physical pain 

“I take OTC codeine to 
treat physical pain” 
was derived from  
“Most codeine 
dependency stems 
from pain conditions as 
opposed to 
intentional” - 
reworded prior to 
Delphi 

“I first started taking OTC codeine 
to experiment with the drug (not 
for pain)” 

“You start off in all innocence trying to control your pain and the next minute you 
are addicted” 
“What we do know is that most misusers, if not all, initially use these medications 
for relief from pain of some kind” 
“Usually the patients have got pain issue, migraine, some other pain related issue, 
and they self-medicating their pain issue but end up medicating their worries and 
miseries with the drugs as well” 

Insidious; 
accidental, 
gradual, easy to 
justify use 

Partially covered by 
“When I first started 
taking OTC codeine, I 
didn't even know that 
you could become 
addicted to it” 

Opposite statement “I always deep 
down knew I was misusing OTC 
codeine” 
 

“I didn't think I would get addicted to it no… Obviously I realised later, but it's 
quite insidious.  It really does creep up on you” 
“He didn't realise how addictive alcohol was until it was too late; he was already 
hooked” 
“The games we play in our minds in relation to justifying codeine use” 

Benefits initially 
outweighed 
concerns 

Hinted at in “I ignore 
the dangers of 
regularly using OTC 
codeine” 

“I take OTC codeine because life is 
short, and I want to live for today” 

“Patients appear to be unaware of the severe side effects of taking large 
quantities of these drugs, being focused more on the ‘need’ to satisfy their 
addiction” 
“I was taking more than the recommended daily dose and sort of ignoring it in a 
way, just turning a blind eye” 
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Unique 
contribution  

Partial representation 
in Q sample 

Statement representation in the 
111 statements presented to the 
Delphi panel 

Statement representation in concourse (examples) 

Relationships; 
negative impact, 
talked to 
family/friends 
who were also 
misusing, others 
used to purchase 
OTC codeine 

 “I have felt pressure from others to 
use OTC codeine” 
“I use OTC codeine because people 
around me use it” 
 

“My kids couldn't even come with me for a ride to the chemist because daddy has 
to sneak in the back way with all the other people the pharmacy doesn't want in 
their store” 
“To be honest, I can't discuss it with my family.  They simply wouldn't understand.  
It would be a horror for them.  And they don't deal with things like that very well 
at all” 
“At times (families) have been part of the ‘chemist shopping’ ritual to avoid 
debilitating withdrawal symptoms for loved ones” 
“Complaints by my family and friends about my drug/alcohol abuse upsets me” 

Self-awareness of 
misuse prompted 
by side effects, 
difficulty 
accessing 
codeine, 
information from 
internet 

  “One participant reported that a positive outcome of being questioned regularly 
and having to visit pharmacies so frequently was that it provided a trigger to help 
them realise they had a problem with OTC codeine” 
“Some participants reported that it was their doctor who alerted them to their 
codeine dependence, others expressed disappointment that the doctor had not 
identified the problem sooner” 
“Fewer participants came to the realisation that something was wrong, or 
accepted that their use was excessive without external intervention, either from a 
family member, colleague or health professional” 

Support for 
recovery provided 
by family and 
information 
accessed via 
internet 

 “Family support is very important 
in the treatment of OTC codeine 
addiction” 
“Support groups play an important 
role in the recovery from OTC 
codeine addiction” derived from “A 
number of participants made 
reference to online forums and 
support groups” 

“A number of participants also identified family and partners as a strong support” 
“Having support (especially from your partner) is hugely beneficial” 
“The people on that bulletin board that convinced me to go to my doctor and spill 
my guts” 
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Unique 
contribution  

Partial representation 
in Q sample 

Statement representation in the 
111 statements presented to the 
Delphi panel 

Statement representation in concourse (examples) 

Recovery was 
difficult for some, 
easy for others 

 “I can stop using OTC codeine 
whenever I want to” 
“I control my OTC codeine use, OTC 
codeine doesn't control me” 
 

“I knew what the consequences were, but I still couldn't stop doing it” 
“I know what damage I was doing and still couldn't stop.  I still can't believe that as 
an intelligent woman, continued to take and I just took it as gastric protection for 
my stomach, so I could still carry on doing so” 
“I’d have no problems stopping; I’ve done it quite a few times” 
“It would be a struggle to quit, but I honestly feel that I could stop if I wanted to” 
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5.6.2 Delphi technique 

Methodological challenges were encountered due to the lack of specific guidance 

in the literature as to how to conduct a study using the Delphi technique.  There 

was an absence of universally accepted criteria to guide Delphi panel size, 

membership, how to determine consensus and the optimal number of rounds.   

 

The literature suggests that the size of a Delphi panel can range from eight to 

thousands of participants, with samples on the lower end of the range considered 

to be acceptable for homogeneous panels (Keeney et al., 2011).  The Delphi panel 

for the current study was considered to be relatively homogeneous, as all members 

had specific knowledge about OTC codeine dependence, and the decision to use a 

panel size of fifteen experts was in line with many other health-related Delphi 

studies (Davies et al., 2016; Dolan et al., 2017; Maverakis et al., 2018; Primdahl et 

al., 2016; Trevelyan & Robinson, 2015).   

 

There is ambiguity surrounding the choice of “experts” for Delphi panel 

membership.  Criteria used to define member “expertise” have included 

“experience, special skill in or knowledge of a particular subject” (Adler & Ziglio, 

1996, p. 14), however these are broad and difficult to assess (Keeney et al., 2011).  

For the current study, the decision was made to use addiction experts for the 

Delphi panel, rather than misusers.  The purpose was to gain a broad, external view 

of misuser beliefs and to incorporate the theories of addiction in the decision-

making process, rather than focussing on individual perspectives of misusers.  

Addiction experts were defined as researchers or clinical professionals (doctors, 

nurses, pharmacists and psychologists) with at least two years’ experience in the 

field of addiction (including OTC codeine addiction).   

 

There are no universally accepted criteria for measuring consensus in Delphi 

studies (Diamond et al., 2014; Giannarou & Zervas, 2014; Holey et al., 2007; von 
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der Gracht, 2012).  Percent agreement, measures of dispersion and stability of 

responses have each been applied as measures of panel member agreement using 

a variety of different cutoffs.  An IQR of less than or equal to one was chosen as the 

measure of panel consensus for the current study on the basis that an “IQR of 1 or 

less is found to be a suitable consensus indicator for 4- or 5- unit scales” (von der 

Gracht, 2012, p. 1529).  However, a number of researcher reports (Fuermaier et al., 

2019; McMahon et al., 2014; von der Gracht, 2012) have made this claim based on 

the precedence of Raskin (1994) and Rayens and Hayn (2000), who actually used 

interquartile deviation of one or less as their measure of consensus, as opposed to 

interquartile range of one or less.  Others referenced Linstone and Turoff (1975), 

however no such recommendation was found on examination of the primary 

source document.  Despite these inconsistencies, the use of IQR≤1, in combination 

with the pragmatically chosen median cutoff of four or greater to quantify the level 

of agreement with each individual statement, proved to be an acceptable choice 

for the determination of panel consensus for the current study. 

 

The number of rounds required for a Delphi study has also not been prescribed.  

Some researchers set the number of rounds in advance and others continue until 

the desired level of consensus is achieved (Trevelyan & Robinson, 2015).  For this 

study, cessation occurred after two rounds as the objective to achieve consensus 

on 40-80 statements had been achieved and the resultant Q sample was deemed 

to be representative of the COM-B domains.  

 

5.6.3 Language 

Challenges surrounding the choice of addiction language and terminology were 

experienced throughout the study.  The study aim was originally “to explore OTC 

codeine addicts’ perspectives of their addiction”.  This language was used in the 

first round of the Delphi survey, both as part of the panel instructions and in the 

presented statements.  In response to a small number of comments from the 

Delphi panel of addiction experts, the terminology was changed from “addiction” 
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to “dependence”, as the former term was suggested to be stigmatising.  The term 

“dependence” was later changed to “misuse” due to the lack of evidence-based 

cutoffs to classify dependence using the SDS, as well as the acknowledgement that 

addiction occurs on a continuum.  Other terminology used in the research also 

evolved over time.  The terms “perspectives”, “opinions”, “beliefs” and 

“experiences” were all used, prior to settling on “accounts” due to the common 

usage within the Q methodology literature.  Language issues also arose during the 

article peer-review process, as highlighted below. 

 

5.6.4 Issues raised during peer-review 

All publications contained within this thesis underwent a rigorous and 

comprehensive peer-review process.  Some of the issues raised by reviewers and 

how they were successfully addressed are summarised below. 

 

5.6.4.1 Definition and use of the terms “misuse” and “misuser” 

Clarification was requested regarding the definition of misuse and classification of 

participants as misusers.  It was also suggested that use of the phrase “codeine 

misusers” was unnecessarily pejorative and stigmatising.  Instead, “people who use 

codeine non-medically” or “people who use codeine extramedically” was 

recommended.   

 

In response, it was clarified that participants were considered to be misusers based 

on the European Monitoring Centre for Drugs and Drug Addiction’s (2019) 

definition of misuse.  Participants self-identified as long-term codeine users, not 

misusers, and misuse was attributed by the authors because long-term use is 

outside of the product guidelines.  The lack of definitional consensus in the 

literature with respect to the term “misuse” was noted, as well as the emergence 

of alternative descriptors.  The term misuser was considered to be the most 

appropriate for this study due to extensive precedence within existing OTC codeine 
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literature.  Extramedical use was not chosen due to its definitional focus on 

prescription drugs (Larance et al., 2011).  Likewise, non-medical use was not 

utilised as it refers to prescription drug use without a prescription, or drug use for 

non-therapeutic reasons (Australian Institute of Health and Welfare, 2017, p. 2); 

the term does not include inappropriate use for therapeutic purposes, such as 

relief of pain. 

 

5.6.4.2 Classification of participants as dependent on codeine 

The classification of participants as dependent on codeine was queried.  One 

reviewer made the point that other studies using a SDS cut-off of five to classify 

OTC codeine dependence also assessed other measures of dependence or 

problematic use.  The reviewer also stated that, in contrast to many other studies 

examining codeine dependence, this study recruited very few people taking higher 

codeine doses. 

 

Additional data were collected to support the dependence classification for this 

study.  The participants classified as dependent (SDS5, n=26) used higher average 

daily doses of codeine than the maximum recommended (nine tablets compared to 

the recommended maximum of six or eight depending on formulation used) and 

for a long duration (average of 5.1 years).  Although 19 participants that were 

classified as dependent used no more than the maximum dose (up to eight tablets 

daily), they had used codeine for a long duration (average of 4.6 years).  In 

retrospect it may have been useful to ask about other indicators of dependence, 

such as withdrawal on cessation, tolerance or negative consequences.  This has 

been noted as a limitation to the study. 

 

There is literature describing a wide range of daily doses used by people dependent 

on OTC codeine, including low doses.  Frei (2010) and McAvoy (2011) describe high 

codeine use of 10-72 and 49-65 tablets daily respectively, however these were 
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samples of treatment seeking users, including inpatients.  Cooper’s (2013a) study of 

25 help-seeking participants who self-identified as having experienced OTC 

addiction reported seven participants that did not exceed the maximum dose.  The 

doses used were listed as “up to” a certain amount, suggesting the possibility that 

the average daily use may have been lower than the maximum dose.  Van Hout et 

al. (2018) recruited codeine misusers and dependent patients identified by medical 

specialists, a subset of which reported never exceeding the recommended daily 

guidelines. 

 

A number of studies were identified that involved codeine misusers that were not 

help-seeking.  Sproule et al. (1999) reported that their participants classified as 

dependent according to DSM-IV criteria used an average daily dose of 179mg 

(equivalent to roughly 12-14 tablets daily), yet the extremely large standard 

deviation of +- 171mg suggests that the sample included dependent people using 

much lower numbers of tablets.  Nielsen et al. (2011) described a non-treatment-

seeking sample of 800 current users of OTC codeine, 138 of whom were classified 

as dependent using the SDS, however the daily number of tablets used by 

participants in this study was not assessed.  Instead, the authors report the median 

number of tablets used on the last occasion.  It is therefore difficult to compare the 

codeine usage in this group to the sample for the current study.  In their 

subsequent qualitative study involving 20 OTC codeine users who met DSM-IV 

criteria for codeine dependence, Nielsen et al. (2013) describe a subgroup of users 

that refused to exceed the maximum dose but still met the criteria for codeine 

dependence. 

 

5.6.4.3 Retrospective assessment of codeine dependence 

Further information about the retrospective assessment of codeine dependence 

using the SDS was requested.  Although the SDS has not been specifically validated 

for drug use outside of the previous twelve month period, it was designed to be 

modifiable with respect to the reference period of use (Gossop & Darke, 1995).  
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There is precedence for the SDS being used to assess dependence retrospectively 

beyond one year, including a study by researchers including Strang and Gossop 

(Strang et al., 2006), who were part of the original research team to first apply and 

validate the SDS (Gossop et al., 1992).  In their 2006 study, severity of dependence 

on heroin, cocaine and amphetamine was retrospectively assessed in a sample of 

prisoners for the period of the month prior to incarceration, with no reported 

exclusion criteria relating to length of time already served in prison.   

 

Other examples of the application of the SDS using periods beyond 12 months 

include the assessment of: retrospective dependence in women who had 

recovered for over a year (Copeland, 1998); participants with a history of substance 

use disorder considering their substance use during the year of heaviest use 

(Morasco et al., 2010); and severity of lifetime dependence on cannabis (Kedzior et 

al., 2006) . 

 

The length of time since last codeine use was not assessed in this study and this, as 

well as the possibility of recall bias, have been noted as study limitations.  However, 

due to the salience of the drug use experience, the effect of recall bias is likely to 

be minimised (Bradburn et al., 2004, pp. 64-65).   Indeed, for participants in the Q 

sort strand, past users were no more likely to report being dependent (SDS5) than 

current users (Fisher’s exact test value 0.061).  In addition, although involving a 

small sample size, Q analysis including only the sample of current users (10 of the 

26 participants) produced a very similar two factor solution with only minor 

variation in statement rankings which would not have altered the overall factor 

interpretation.  Both past and current users were represented in each factor, which 

also suggests that time since last use did not define the factors. 
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5.7 Implications for OTC codeine policy and practice 

This section discusses the implications of the findings for OTC codeine policy and 

practice using the Behaviour Change Wheel as a framework to suggest theoretically 

derived intervention strategies.  Implications of the study findings for roles of 

health professionals are then considered, as well as the policy decision to remove 

OTC access to codeine in Australia. 

 

5.7.1 Use of the Behaviour Change Wheel to inform interventions 

As previously outlined, the Behaviour Change Wheel has been successfully used to 

develop theory-based interventions in a variety of healthcare contexts, including 

the field of addiction.  At the centre of the Behaviour Change Wheel is the COM-B 

model of behaviour.  The three behavioural domains of the COM-B are linked to 

nine intervention strategies and seven policy options likely to best facilitate 

behaviour change (Table 3.4, Methodology chapter).  

 

The findings of the current study are now considered in relation to the Behaviour 

Change Wheel.  Barriers and enablers to the prevention of and recovery from OTC 

codeine misuse were identified from the study findings and mapped to the COM-B 

domains (Table 5.7).  The Behaviour Change Wheel was then used to guide the 

selection of relevant intervention functions and policy categories likely to promote 

change.  Examples of behaviour change techniques were then developed based on 

knowledge of the COM-B, OTC codeine misuse literature and application of the 

study findings. 
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Table 5.7:  Findings mapped to the COM-B model of behavioura, linked to relevant intervention functions, policy categories and behaviour 
change techniques guided by the Behaviour Change Wheel 

COM-B component Identified barriers and 
enablers 

Intervention 
functions 

Policy categories Example behaviour change techniques 

Capability - Physical 
Physical skills, 
strength or stamina, 
involves a person’s 
physique and 
musculoskeletal 
functioning 

Symptoms of physical 
pain 

Training 
Enablement 

Service provision 
 

• Effective management of underlying physical pain conditions, 
including improved referral pathways and engagement with 
specialist pain services and support for appropriate self-
management 

Capability -
Psychological 
Knowledge or 
psychological skills, 
strength or stamina 

Stress or mental health 
conditions 

Education 
Training 
Enablement 

Service provision • Effective management of stress and mental health conditions, 
including improved referral pathways and engagement with 
specialist mental health services and support for appropriate 
self-management 
 

to engage in the 
necessary mental 
processes 

Do not identify as 
misusers as using for 
physical pain relief 
 
 
 
 
 
 
 
 

Education 
Training  
Enablement 
 
 
 

Communication/ 
Marketing 
Guidelines 
Service provision 
 
 
 

• Consumer education to increase awareness that OTC codeine is 
only approved for the short-term treatment of acute self-limiting 
pain and that long-term use, exceeding the daily dose, use for 
chronic pain and use for non-pain conditions are all outside the 
recommended guidelines 

• Strategies to facilitate self-appraisal processes 

• Nationally consistent guidelines for pharmacists regarding sales 
of OTC codeine, including the requirement for provision of 
information about appropriate use at the point of sale and 
strategies to identify and manage cases of misuse.  Monitoring 
to ensure guidelines are being followed 
 



 181 

COM-B component Identified barriers and 
enablers 

Intervention 
functions 

Policy categories Example behaviour change techniques 

Lack of knowledge about 
harms (perception of 
safety of OTC codeine) 

Education 
Persuasion 
 

Communication/ 
Marketing 
Service provision 
Guidelines 

• Consumer education about the potential harms of long term 
codeine use 

• Education of health professionals about their influence on 
patient perceptions of medication safety 

• Guidelines requiring prescribers and pharmacists to provide 
information to consumers about the possible harms of codeine 
use at the point of prescribing and sale 
 

Self-awareness of misuse 
prompted by side 
effects, difficulty 
accessing codeine, 
information from the 
internet 

Education Communication/ 
Marketing  
Service provision 
Guidelines 

• Strategies to facilitate misuser self-appraisal processes 

• Consumer education about health information and professional 
support available on the internet 

• Strategies for health professionals to identify and manage cases 
of misuse, including referral pathways 

Lack of knowledge about 
available professional 
support services 

Education 
Training 

Communication/ 
Marketing 
Guidelines 
Service provision 

• Consumer education about professional support services for OTC 
codeine misusers 

• Education of health professionals about referral pathways when 
misuse is detected 

Ability to recover via 
self-change 

Education 
Training  
Enablement 

Communication/ 
Marketing 
Service provision 
 

• Consumer and health professional education that recovery via 
self-change is common 

• Availability of quality consumer health information and 
professional support on the internet 

• Strategies to facilitate self-appraisal processes 

• Enable support provided by family, friends and the internet 
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COM-B component Identified barriers and 
enablers 

Intervention 
functions 

Policy categories Example behaviour change techniques 

 Open communication 
about misuse with 
others 

Education 
Training  
Enablement 

Communication/ 
Marketing 
Guidelines 
Service provision 

• Education and support for family/friends to empower them to 
assist with preventing and identifying misuse, motivating change 
and supporting recovery  

• Strategies for health professionals to identify and manage cases 
of misuse, including referral pathways 
 

Opportunity -
Physical 
Opportunity that involves 
inanimate parts of the 
environmental system and 
time (e.g., financial and 
material resources) 
 

OTC availability of 
codeine 

Restriction 
Environmental 
restructuring 

Regulation 
Legislation 
Guidelines 

• Up-scheduling of codeine to prescription-only 

• Nationally consistent guidelines for pharmacists regarding the 
sale of OTC codeine, plus monitoring to ensure guidelines are 
being followed 

Opportunity -Social 
Opportunity that involves 
other people and 
organisations (e.g., culture 
and social norms) 

Support provided by 
family, friends and 
internet 
 
 

Enablement 
Environmental 
restructuring 

Environmental/ 
Social planning 
Service provision 

• Education and support for family/friends to empower them to 
assist with preventing and identifying misuse, motivating change 
and supporting recovery 

• Ensure quality consumer health information and professional 
support is available on the internet 

Motivation -
Automatic 
Motivation that involves 
habitual, instinctive, drive-
related and affective 
processes (e.g., wants, 
needs and habits) 

Anticipated relief of 
discomfort – pain, stress, 
mental health conditions 

Enablement 
Persuasion 

Communication/ 
Marketing 
Service provision 
Guidelines 

• Consumer education about and access to alternative strategies 
to manage pain and mental health, including improved referral 
pathways and engagement with specialist pain and mental 
health services and support for appropriate self-management 
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COM-B component Identified barriers and 
enablers 

Intervention 
functions 

Policy categories Example behaviour change techniques 

Motivation -
Reflective 
Motivation that involves 
conscious thought 
processes (e.g., plans (self-
conscious intentions) and 
evaluations (beliefs about 
what is good and bad)) 

Intention to self-treat 
pain, stress or mental 
health conditions 
 
 
 

Education 
Persuasion 
 
 
 
 

Communication/ 
Marketing 
Service provision 
Guidelines 
 
 

• Consumer education that OTC codeine is only approved for 
short-term treatment of acute self-limiting pain 

• Consumer education about and access to alternative strategies 
to manage pain and mental health, including improved referral 
pathways and engagement with specialist pain and mental 
health services and support for appropriate self-management 

Shame and secrecy 
about OTC codeine 
misuse, fear of 
disclosure 

Education Communication/ 
Marketing 
Service provision 

• Strategies to reduce self, social and structural level stigma 

• Consumer health information and professional support available 
on the internet 

 Internal attributions 
(blaming self for codeine 
use) 

Education Communication/ 
Marketing 
Service provision 

• Education for health professionals that the most effective 
treatment approach will likely involve patients in decision 
making about therapy 

 External attributions 
(blaming circumstances 
for codeine use) 

Education Communication/ 
Marketing 
Service provision 

• Education for health professionals that the most effective 
treatment approach will likely involve compliance with expert 
instruction 

 Perception of safety of 
OTC codeine 
Dangers and directions 
on box ignored 
 

Education 
Persuasion 
 

Communication/ 
Marketing 
Service provision 
Guidelines 

• Consumer education about the potential harms of long term 
codeine use 

• Education of health professionals about their influence on 
patient perceptions of medication safety 

• Guidelines requiring prescribers and pharmacists to provide 
information to consumers about the possible harms of codeine 
use at the point of prescribing and sale 
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COM-B component Identified barriers and 
enablers 

Intervention 
functions 

Policy categories Example behaviour change techniques 

 Belief that OTC codeine 
misusers require 
professional intervention 

Education Communication/ 
Marketing 
Service provision 
Guidelines 

• Consumer education about professional support services for OTC 
codeine misusers, including health information and professional 
support available on the internet 

• Strategies for health professionals to identify and manage cases 
of misuse, including referral pathways 

• Consumer and health professional education that recovery via 
self-change is common 
 

 Codeine is a continuing 
temptation 

Education 
Persuasion 
Incentivisation 

Communication/ 
Marketing 
Service Provision 

• Educational reminders about the potential harms of long term 
codeine use 

• Reminders by health professionals and family/friends about the 
benefits of managing stress and physical pain using strategies 
other than long term use of OTC codeine 

• Monitoring by health professionals and family/friends to ensure 
underlying stress and physical pain are effectively managed 

a Target behaviour = Prevention of and recovery from OTC codeine misuse 
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Analysis using the COM-B model and Behaviour Change Wheel revealed a range of 

possible intervention functions, policy categories and behaviour change techniques 

that are likely to assist in the prevention of and recovery from OTC codeine misuse.  

 

5.7.2 Implications for healthcare professionals 

The findings of this research have implications for healthcare professionals.  An 

awareness of the two distinct types of misuser, which are likely to exist regardless 

of level of dependency on codeine, may assist in the prevention and identification 

of misuse, as well as suggest strategies for effective intervention.  Healthcare 

professionals should be mindful of the possibility of iatrogenic dependence, 

displacement of codeine dependence from prescription to OTC, and the use of both 

prescription and OTC codeine.  Monitoring patients to ensure that pain, stress and 

mental health conditions are effectively managed is indicated, as self-management 

of these conditions was identified as an underlying motivator of misuse.  There is a 

need for consumer education regarding approved use and potential harms of OTC 

codeine, as the findings suggest that some misusers did not consider that they 

were misusing OTC codeine, the progression to misuse was often unintentional and 

OTC codeine was perceived to be safe.  Healthcare professionals also need to be 

cognisant of their influence on patients when providing advice on appropriate use 

and safety.   

 

Recognition that not all OTC codeine misusers require formal intervention to 

recover is an important finding of this study.  In addition to traditional referral 

pathways to addiction treatment services, health professionals should consider the 

provision of strategies and support for self-change, particularly for those who are 

too ashamed to seek formal addiction treatment services and/or perceive it to be 

for illicit drug users.  This may include strategies to facilitate self-appraisal 

processes, raise public awareness that natural recovery is common and improve 

the accessibility of quality health information via the internet. 
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The results of this study also indicate that it is not uncommon for close family or 

friends to be involved at various stages of the misuse experience, including 

obtaining codeine, prompting change or providing support for recovery.  This 

highlights a potential for health professionals to involve and enhance the role of 

significant others in preventing and identifying misuse, motivating change and 

supporting recovery, including monitoring that underlying pain and mental health 

conditions are being effectively managed.   

 

In the context of rural practice, there is less opportunity for patients to “doctor 

shop” and “pharmacy hop”.  Rural healthcare professionals are likely to have 

regular clientele, which provides greater opportunity to establish trust and rapport, 

monitor pain and mental health, detect misuse and support recovery.  

Interprofessional relationships may also be stronger and more collaborative than in 

larger urban centres.  Health professionals may be able to harness the close-knit 

nature and connectivity of rural communities to increase social supports.  The 

provision of accurate information and professional interventions via the internet is 

likely to have particular applicability to rural practice, due to the rural culture of 

self-reliance and difficulties with access to specialist addiction, pain and mental 

health centres.  The greater opportunity for anonymity online may also increase 

the engagement of misusers who are reluctant to disclose their misuse within small 

rural communities. 

 

The policy decision to remove OTC access to codeine in Australia has increased the 

role for General Practitioners in managing codeine accessibility, while reducing the 

role for pharmacists.  The reasoning behind this decision and its implications are 

considered below. 
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5.7.3 Regulation of access to OTC codeine 

Over-the-counter availability of codeine is not universally permitted.  In Australia, 

the policy decision was made to up-schedule codeine from OTC to prescription-only 

from 2018.  This decision was made after a long consultation process with the 

general public and stakeholders, involving polarised opinions and much debate.  

The results of this study also suggest that there are mixed views amongst misusers 

about OTC accessibility of codeine, with some supporting up-scheduling and others 

strongly opposed.  This finding is echoed in other studies of Australian misusers 

(McCoy et al., 2018; Nielsen et al., 2010) and misusers internationally (Cooper, 

2013a).   

 

Weier and Farrugia (2020) propose that the Australian policy decision to up-

schedule codeine resulted because of the way in which the OTC codeine “problem” 

was viewed.  They suggest that the “problem” was considered to be codeine 

misuse and dependence.  Codeine was perceived to be “ineffective” and 

“dangerous” (p. 5), with harms attributed to the “generally unmonitored access” 

(p. 6), thus rendering up-scheduling the sole viable solution.  Weier and Farrugia 

further suggest that had the “problem” instead been considered to be chronic pain 

mismanagement, more “nuanced solutions” (p. 7) may have resulted.  The findings 

of the current study are suggestive of the possibility of chronic health 

mismanagement, with self-medication of pain, stress and mental health conditions 

found to be salient features of the Tasmanian OTC codeine misuse experience.  

Rather than removing access to OTC codeine, strategies to improve the 

management of pain, stress and mental health may better address these 

underlying conditions for misuse.  For example, alternative strategies may include: 

referral to specialist pain and mental health services; use of non-codeine containing 

OTC pain medications, such as ibuprofen and/or paracetamol; and evidence-based 

complementary interventions including acupuncture (Lin et al., 2017) and Pain 

Neuroscience Education (Watson et al., 2019) for physical pain relief and yoga 

(Wang & Szabo, 2020) and physical activity (Czosnek et al., 2019) to improve 

mental health. 
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The evidence on which the Australian scheduling decision was based has also been 

questioned.  Fitzgerald (2020) reported that “although the TGA rescheduling was 

portrayed as an evidence-based process, it would seem far from the case” (p. 113), 

noting “an astonishing paucity of data” (p. 110).  Indeed, closer investigation of the 

evidence on which the decision was based reveals a number of inconsistencies, 

particularly relating to reports of OTC codeine related mortalities, as highlighted 

below. 

 

The TGA reported that “OTC codeine sales have been responsible for more than 

100 deaths per year” (Therapeutic Goods Administration, 2018b).  This figure has 

been challenged, with reports that it “doesn’t stack up” (McCutchan, 2018).  In 

response, the TGA provided detail about how the statistic, then acknowledged to 

be an estimate, was calculated (Therapeutic Goods Administration, 2018b).  It was 

an extrapolation of Roxburgh’s (2015) research regarding codeine deaths in 

Australia during 2000-2009 to Australian population data for 2017.  Roxburgh 

found that codeine related deaths had increased from 3.5 per million in 2000 to 8.7 

per million in 2009; a rise of 0.5 deaths per million people per year.  The 2017 

codeine related death rate was estimated to be 12.7 per million, based on the 

assumption of a steady and continuous rise of 0.5 deaths per million persons per 

year from 2009, equating to 310 deaths using the 2017 Australian population of 

24.45 million people.  Roxburgh’s study also found that where details of the specific 

codeine product consumed were recorded, it was an OTC product in 40% of cases.  

This information formed the basis of the estimate that 124 of these projected 

deaths (40%) would likely be related to OTC codeine products. 

 

It should also be noted that in Roxburgh’s research, deaths were considered to be 

codeine-related if codeine was a contributory factor, not necessarily the sole cause.  

Multiple drug toxicity was actually the cause of death in the majority of cases 

(84%), 8.5% were due to other underlying causes and only a minority (7.8%) were 
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specifically attributed to codeine toxicity.  Furthermore, for the majority of 

codeine-related deaths (60%, 861), the source of codeine was not reported.  

Indeed, where the source of codeine was recorded, prescription products had been 

responsible for more deaths (343 cases, 60%) than OTC products (229 cases, 40%).  

A further confounding factor was that four cases were unaccounted for; the 

reported cases from unknown, prescription and OTC sources falls short of the 1,437 

total cases. 

 

A report investigating the safety and efficacy of OTC codeine (Abdel Shaheed et al., 

2016), commissioned by the TGA and considered during the codeine scheduling 

decision process, also reported that over 100 deaths in Australia have resulted 

from the misuse of codeine combination products.  The mortality figures were 

drawn from a letter to the editor (Pilgrim et al., 2013) and the statistics appear to 

have been misinterpreted by the report authors.  The original letter describes 115 

Australian post-mortem investigations in which ibuprofen and codeine had been 

co-detected or codeine-ibuprofen misuse was noted in the coroner’s findings.  

However, these 115 cases included deaths from all causes, such as deaths from 

natural causes and external injury.  Although drug toxicity was listed as the cause of 

death for 63 cases, this was not necessarily due to the codeine-ibuprofen 

combination. 

 

Evidence regarding the efficacy of low dose codeine appears to have been 

dismissed in the TGA’s decision-making process.  In a document explaining the 

reasons for the up-scheduling decision (Therapeutic Goods Administration, 2017a), 

the TGA described low dose codeine as a “poor analgesic” (p. 35), stating that 

“there is no evidence that low dose codeine combination analgesics provide any 

additional analgesia over optimal dosing of paracetamol, aspirin or ibuprofen” (p. 

31).  This is despite acknowledging, earlier in the same document (p. 21), that a 

study comparing a low dose codeine combination analgesic (ibuprofen 400mg and 

codeine phosphate 25.6mg) to ibuprofen 400mg as a single ingredient (McQuay et 
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al., 1989) found “a marked increase in analgesia attributable to codeine activity”.  

In addition, the TGA-commissioned update of the review of codeine safety and 

efficacy document (Therapeutic Goods Administration, 2016c) referred to a 

synergistic action of codeine and paracetamol, noting the superior analgesic 

efficacy of the combination compared to the single ingredients at doses of 30mg 

codeine or more (Mattia & Coluzzi, 2015).  A number of the OTC codeine products 

available in Australia consisted of the combination of paracetamol with 30mg 

codeine as the standard dose, including Panadeine Extra and Prodeinextra (each 

tablet contained 500mg of paracetamol plus 15mg of codeine phosphate per 

tablet, with the recommended dose of two tablets every four to six hours) (MIMS 

Australia, 2020).   

 

Other aspects of the TGA’s decisions and reasons document appeared to be based 

on opinion, rather than evidence, with the views possibly reflecting a position of 

medical dominance; authority and sovereignty of the medical profession over other 

health professional groups and healthcare (Willis, 2020).  For example, there were 

numerous statements that inferred doctors would manage codeine better than 

pharmacists, including: “the risks are not being well managed by pharmacists” (p. 

38), “pharmacists are allowing chronic use despite the known risks” (p. 38), 

“patient use of codeine is best monitored by GPs” (p. 26), and “the management of 

chronic pain would be better achieved through medical practitioner input” (p. 15).  

The document also stated that “the major impact on public health (of up-

scheduling codeine) would be a reduction in risk to those individuals who, 

unbeknownst to themselves, have a rapid metaboliser phenotype” (p. 30).  It is 

unclear, however, how up-scheduling would have such an effect, as within the 

same document, it was also acknowledged that it is “not practical” (p. 18) to 

establish metaboliser status prior to prescribing.  In addition, noticeably absent is 

consideration of the global problem of prescription drug misuse, the “opioid 

epidemic” and the contribution of medical professionals via overprescribing 

(Makary et al., 2017; Volkow et al., 2019). 
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Whether the legislative response taken by the Australian government is effective 

remains to be seen, and provides an area for further research.  The findings of this 

study suggest that the “one size fits all” solution to remove OTC codeine access for 

all Australians may not be optimal and a more graduated approach to codeine 

regulation may better target its use, optimise its benefit, and minimise its harm.   

 

5.8 Research significance  

This study contributes to the existing body of knowledge regarding OTC codeine 

misuse.  It provides new insights into Tasmanian OTC codeine misuser perspectives 

and experiences.  The research has implications for the design of health policy and 

professional practice interventions aiming to prevent and reduce misuse, with the 

findings suggesting that strategies to: improve the management of pain, stress and 

mental health conditions; and raise misuser self-awareness of problematic use and 

the potential for self-change, should be considered.  These policy and practice 

implications are discussed in Kirschbaum et al. (2019a, 2020), as well as in an 

earlier section of this Chapter. 

 

The research also has theoretical significance.  There were no Q methodological 

studies of OTC codeine misuse identified in the extant literature.  A novel and 

rigorous approach to Q sample construction, incorporating a Delphi technique, was 

used, with associated methodological issues identified and discussed.  This new 

approach could be useful to others considering Q methodology and for furthering 

the rigour of this research technique.  In addition, the study utilised a mixed 

methods approach and a theoretical framework (the COM-B model), both of which 

have rarely been used in other studies of OTC codeine misuse.  The research 

highlighted potential limitations with use of the COM-B model, including the broad 

nature of the three domains and the possibility that Physical Capability may not be 

an important driver of addictive behaviours.  
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The research findings have been disseminated to the wider community via three 

scholarly peer-reviewed journal publications.  A copy of Paper One, (Kirschbaum et 

al., 2019b), was emailed to all members of the Delphi panel, as well as Paper Two, 

(Kirschbaum et al., 2019a), on request.  The methods, progress and outcomes of 

the study were also presented in numerous local and interstate conferences and 

seminars. 

 

5.9   Research strengths and limitations 

This research has a number of strengths, including originality and rigour in its 

design and conduct.  The study addressed an identified gap in the existing body of 

literature regarding OTC codeine misuse; the opinions and experiences of misusers.   

Use of a mixed methods approach, rarely used in existing studies, facilitated a more 

comprehensive exploration of the phenomenon than either a qualitative or 

quantitative method alone.  In addition, the study incorporated Q methodology, 

which has to date not been used to explore OTC codeine misuse.  It also employed 

a new and systematic approach to Q sample construction.  Measures were taken to 

ensure that the study was conducted ethically and transparently, with research 

decisions made by the candidate in consultation with the research team.  In 

addition, the research was examined with respect to mixed methods quality criteria 

(Table 3.2) to ensure that each core criterion had been fulfilled. 

 

Another strength of the study was that OTC codeine misuser participants had the 

opportunity to share their thoughts and experiences via the Q sort and subsequent 

interviews.  The Q sorting process was easily managed by participants, as evidenced 

by the following quotations: “I found it easy to do” (P1), “it was very clear and 

straightforward… easy to answer” (P2).  Q sort participants stated that they were 

able to express their views: “I felt that there were lots of options there to make it 

personalised and tailored to my particular viewpoint” (P1), “it seemed to cover 

everything” (P23) and “certainly at the end it gave you the opportunity to write any 
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additional information and yeah, so I had plenty of space to write what I wanted to 

write so that was good” (P4). 

 

There are also a number of limitations within the study.  The lack of consensus and 

changing nature of addiction terminology and diagnostic criteria presented a 

challenge throughout the study.  The initial choice of language was challenged by a 

small number of health professionals involved in the Delphi component.  

Differences in preferred terminology also arose with reviewers and editors 

encountered during the publication process.  The terms addiction, dependence and 

misuse were not specifically defined in the participant information sheets, 

therefore participants may have had different understandings of the terms.  In 

addition, the Q sample was not validated amongst codeine misusers prior to 

administration of the Q sort, however misusers who completed both the Q sort and 

interview later verified that they had been able to express their views using the Q 

sample.     

 

The research was limited by its small and not necessarily representative sample of 

misusers, therefore conclusions are not generalisable.  Furthermore, it would have 

been ideal if the same SDS cutoff had been used for both the Q sort and qualitative 

interview participant groups, to facilitate the mixed methods analysis.  The cross-

sectional nature of the study also means that the findings represent the views of 

the sampled participant group at a specific time point, which may not be enduring.  

Misusers were required to complete the Q sort online, therefore the views of those 

without internet access may not have been represented.  In addition, data 

collection just prior to the up-scheduling of codeine in Australia may have resulted 

in an over-representation of those that felt strongly about this policy decision.  

Participants self-reported their codeine usage, which may have resulted in under-

reporting due to the socially undesirable nature of drug misuse.  The length of time 

since last codeine use was not assessed in this study and responses of past 

misusers could arguably have been influenced by recall bias.  In retrospect it may 
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also have been useful to ask about other indicators of dependence, such as 

withdrawal on cessation, tolerance or negative consequences, to further support 

the codeine dependence classification based on the SDS. 

 

5.10   Personal reflections 

I have grown immensely through this research journey.  I have learnt many new 

skills under the guidance of my two experienced academic supervisors.  My abilities 

and confidence have developed in many areas including: literature searching, 

retrieval and review; information technology; analytical thinking; interpretation of 

results; scholarly writing and communication of findings, including conference 

presentations and journal publication processes.  The need to critically evaluate 

research has also become intuitive, including reflection on my own research.  This 

project has also led me to reflect on the role of pharmacists, particularly the 

potential for increased involvement in prevention and early detection of misuse 

and the management of underlying pain, stress and mental health conditions. 

 

In retrospect, some aspects of this study could have been improved.  The lack of 

consensus in the addiction field over core definitions such as misuse and 

dependence made it somewhat difficult to assign classifications and communicate 

effectively with clinicians, other researchers, reviewers and participants.  Ideally, 

clearer definitions of misuse and dependence would have been provided at the 

commencement of the study to avoid ambiguity and terminological debate.  In 

addition, to strengthen the misuse and dependence classifications assigned, 

recruitment of codeine misusers could have involved participant self-identification 

as misusers and the collection of additional measures of misuse and dependence.  

It would also have been useful to assess the length of time since last codeine use in 

cases where participants were not current codeine users. 
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5.11   Future research directions 

This study has highlighted a number of future directions for research, both via 

identification of gaps in the extant literature and arising from the study itself.  

Further research is recommended to: 

• accurately establish the scale of the problem of OTC codeine misuse in 

countries where codeine is still available OTC 

• evaluate the impact of the Australian policy decision to remove OTC access 

• understand differences amongst cultural, gender and age groups of 

misusers, including amongst women and young people and those living in 

rural areas 

• develop standardised addiction terminology 

• clarify the optimal number of statements for the Q sample, the size and 

composition of a Delphi panel, the definition of Delphi consensus and 

optimal number of rounds 

• confirm the Delphi technique as a useful method for concourse reduction 

• explore the strength and prevalence of misuser views among other 

population groups, to ascertain whether other accounts exist, and to 

examine differences in the effectiveness of interventions between the 

groups 

• investigate whether codeine misuser attributions change over time 

• collect additional data to allow further exploration of areas of discrepancy 

and unique contributions identified in the integrated results 

• more specifically define the COM-B domains to avoid potential overlap and 

to establish whether Physical Capability is an important driver of addictive 

behaviours 

• develop improved strategies for the management of chronic pain, stress 

and mental health conditions 
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• evaluate the effectiveness of prevention, intervention and treatment 

strategies for OTC codeine misuse, including theoretically-driven 

interventions, and the establishment of best practice responses 

  

5.12   Recommendations 

This study has explored accounts of OTC codeine misuse in Tasmania.  A number of 

recommendations, based on the literature review and research findings, and with 

the intention to further understand, prevent, manage or reduce OTC codeine 

misuse, are outlined below.   

 

Recommendation one   

Investigate whether the two identified accounts of OTC codeine misuse; “For pain, 

no shame” and “My secret solace”, exist in other population groups, including 

those of different cultures, ages and genders and within urban and rural settings.   

 

Recommendation two 

Examine the efficacy of evidence-based interventions targeting OTC codeine misuse 

in the different misuser account groups and in different contexts to assist policy 

makers and healthcare professionals to optimally tailor intervention strategies. 

 

Recommendation three 

Ensure that addiction terminology is regularly reviewed, challenged, updated and 

supported by research evidence to minimise definitional confusion in addiction 

research and healthcare practice. 
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Recommendation four 

Improve the management of chronic pain, stress and mental health conditions by 

primary care providers to address the underlying motivations for OTC codeine 

misuse.  This includes: increasing knowledge of and access to alternative strategies 

to manage pain, stress and mental health; encouraging engagement with specialist 

pain and mental health services; and support for and empowerment of appropriate 

self-management. 

 

Recommendation five 

Provide public health information campaigns and professional development for 

primary care providers to reduce the perception of safety of OTC codeine and raise 

awareness that long term use can be harmful and constitutes misuse.   

 

Recommendation six 

Increase support for recovery from OTC codeine misuse via self-change by raising 

public and health professional awareness that natural recovery is common, 

improving the quality and accessibility of health information available on the 

internet and increasing the use of family and other social supports. 

 

Recommendation seven 

Review and re-assess the evidence used to support the policy decision to remove 

OTC access to codeine in Australia, and determine the impact of the scheduling 

change on drug misuse and acute pain management, to evaluate this population-

level legislative response to the problem of OTC codeine misuse.  
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5.13   Conclusions 

In this concluding chapter, the study findings have been summarised, integrated 

and discussed and methodological issues have been acknowledged.  The 

significance of the research, as well as its strengths and limitations, have also been 

addressed.  Lastly, directions for further research and recommendations for policy 

and practice have been provided.   

 

This research addressed identified gaps within the existing OTC codeine misuse 

literature; utilising a mixed methods approach to explore accounts of OTC misusers 

living in regional Tasmania, Australia.  It provides insight into the experience of OTC 

codeine misuse, contributes to the existing body of OTC codeine misuse literature 

and provides guidance for policy and practice.  There were four key findings: (1) the 

identification of two distinct accounts of misuse; (2) use to self-treat physical pain, 

stress and mental health conditions; (3) a gradual transition from use to misuse and 

growing awareness of a problem; and (4) the ability to recover via self-change.  

These findings indicate that a range of strategies may be required to optimally 

tailor interventions and guide policy for the prevention and management of OTC 

codeine misuse.  Further, the findings suggest the need for specific strategies to: 

improve management of pain, stress and mental health, raise self-awareness of 

problematic use and potential for self-change, and increase social and web-based 

supports. 

 

The research also has theoretical significance.  It is the first study to use Q 

Methodology to explore OTC codeine misuser experiences.  In addition, it utilised a 

convergent mixed methods approach and a theoretical framework (the COM-B 

model), both of which have rarely been used in studies of OTC codeine misuse.  The 

study also contributed a new approach to Q sample construction and identified and 

critically examined inconsistencies and challenges with the use of Q Methodology, 

the Delphi technique, and addiction terminology.     
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Appendix A  Articles included in literature review 
 

No. Author/s 
(year) 

Aim Setting Sample/Participants Medicines 
involved 

Design/Method Summary of findings 

1 Agyapong 
et al. 
(2013) 

To study the effects 
of new regulations 
on the use of non-
prescribed codeine-
containing medicines 
by psychiatric 
patients admitted to 
an Irish university 
teaching hospital 
before the 
regulations came into 
effect and 6 months 
afterwards. 

Dublin, 
Ireland 

Psychiatric patients 
admitted to an Irish 
university teaching 
hospital before 
(n=117) the 
regulations came into 
effect and 6 months 
afterwards (n=126) 

OTC codeine Cross-sectional 
survey, 
statistical 
analysis 

There was a large decline in the reported “often” or 
“regular” use of codeine-containing medicines in the 
3 months before admission and a reduction in the 
proportion of patients for whom others had 
expressed concerns about their frequency of use of 
such medications. There was also a decline in the 
proportion of patients who stated that they would 
use codeine-containing medicines for either a “feel-
good” effect or to curb cravings.    

2 Arora et al. 
(2013) 

To examine the 
medical and non-
medical use of OTC 
codeine combination 
drugs in a sample of 
people who inject 
drugs; and to 
examine risk factors 
associated with 
exceeding the 
recommended dose 
of OTC codeine, 
including the 
experience of pain. 

Australia 902 people who have 
injected drugs on at 
least a monthly basis 
in the preceding six 
months, interviewed 
for the annual Illicit 
Drug Reporting 
System 

OTC codeine Cross-sectional 
structured 
interviews, 
multivariate 
analyses  

One third of participants had used OTC codeine in 
the preceding six months and 52% of this group had 
exceeded the recommended dose on their last 
occasion of use. Those exceeding the recommended 
codeine dose of OTC codeine were more likely to be 
experiencing moderate to very severe pain. Females 
were more likely than males to exceed the 
recommended dose of OTC codeine. 
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No. Author/s 
(year) 

Aim Setting Sample/Participants Medicines 
involved 

Design/Method Summary of findings 

3 Barrett 
and Costa 
(2018) 

To evaluate the 
perceptions of 
community 
pharmacists on the 
nature and 
management of OTC 
co-codamol 
(paracetamol and 
codeine combination 
preparations) misuse 
and abuse. 

Cornwell 
and 
Devon, 
UK 

32 community 
pharmacists 

OTC codeine Cross-sectional 
postal survey, 
statistical and 
thematic 
analysis 

Most pharmacists perceived their patients and 
community as having some challenges with misuse 
of co-codamol. Pharmacists think that co-codamol is 
not harmful if used as indicated. Behaviours 
associated with misuse were frequent purchasing 
and misinformation provided by the patient. 
Counselling and referral are the main interventions 
utilised. Pharmacists who have received training on 
co-codamol abuse know where to refer customers. 

4 Bergin et 
al. 
(2015) 

To explore and 
provide an overview 
of the type, extent 
and quantity of 
research on codeine 
use, misuse and 
dependence, with a 
particular focus on 
practice. 

N/A 475 articles meeting 
the inclusion criteria 

OTC and 
prescription 
codeine 

Scoping review 
and qualitative 
synthesis 

Themes identified relate to raising public and 
practitioner awareness, risk management, 
dispensing practices and monitoring and surveillance 
of codeine. 

5 Bharmap-
panavara 
et al. 
(2014) 

To report a case of 
paracetamol 
overdose in a mother 
requiring treatment 
of the neonate using 
N-acetylcysteine. 

UK Baby born at 36+6 
weeks plus mother 

OTC codeine 
and 
paracetamol 

Case report The mother had ingested excessive amounts of 
paracetamol and co-codamol in the weeks prior to 
delivery. The baby was found to have deranged liver 
function tests with raised liver enzymes and was 
treated with N-acetylcysteine. As a result of 
maternal codeine use, the baby also required 
treatment with oral morphine sulphate. Follow-up at 
4 weeks showed normal liver function tests. 

6 Byrne et 
al. 
(2018) 

To investigate the 
current management 
of OTC codeine direct 

Victoria, 
Australia 

145 pharmacy visits 
were conducted in 75 
randomised Victorian 

OTC codeine Covert 
simulated 
patient method, 

Treatment was provided in the majority of visits but 
refused in 37(24%) because the simulated patient 
was unable to provide photo identification. A 
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(year) 

Aim Setting Sample/Participants Medicines 
involved 

Design/Method Summary of findings 

product requests in 
community 
pharmacies located 
in Victoria, Australia. 

community 
pharmacies  

statistical 
analysis 

pharmacist was involved (directly or indirectly) in 
77% of visits. Adequate questioning to establish 
therapeutic need occurred in 50% of pharmacy visits, 
safety was established in 17% of visits, and adequate 
counselling provided in 17% of visits. OTC codeine 
supply scores ranged from 1 to 8, with only 1 
pharmacy visit achieving the maximum score of 8. 

7 Cairns et 
al. 
(2016) 

To estimate 
Australian trends of 
codeine misuse over 
the past 12 years, 
and to examine 
whether trends 
changed following 
previous 
rescheduling efforts 
in 2010. 

Australia Calls regarding 
codeine misuse made 
to the New South 
Wales Poisons 
Information Centre 
(NSWPIC, Australia’s 
largest poisons 
centre), 2004–15  

OTC and 
prescription 
codeine 
combination 
analgesics 

Retrospective 
review of calls 
to poisons 
information 
centre, 
statistical 
analysis 

The NSWPIC database contained 400 cases of 
codeine combination analgesic misuse from 2004 to 
2015. The frequency of cases increased significantly 
from 2004 to 2015. No significant change in trend 
was seen at any time, including following 2010 
rescheduling. The median age of patients was 34 and 
27 years for paracetamol/codeine and 
ibuprofen/codeine cases, respectively. Gender 
distribution was approximately equal.  

8 Cairns et 
al. 
(2020) 

To evaluate the 
effect of Australian 
codeine up-
scheduling on 
codeine misuse and 
use and misuse of 
other opioids. 

Australia Calls to New South 
Wales Poisons 
Information Centre 
(NSWPIC) relating to 
Intentional opioid 
overdoses, 2015-
2019 

 

OTC and 
prescription 
codeine, 
opioids 

Review of calls 
to poisons 
information 
centre, 
statistical 
analysis 

There was an abrupt 50.8 percentage level change in 
monthly codeine-related poisonings and no change 
in slope in the 12 months after February 2018. There 
was no increase in calls to the NSWPIC for high-
strength codeine products or non-codeine opioids. 
Overall, the re-scheduling resulted in a level change 
in opioid calls of 35.8% calls/month. Low-strength 
codeine sales decreased by 87.3%, with no increase 
in high-strength codeine sales in the 14 months 
following re-scheduling.  

9 Carney et 
al. 
(2016) 

To explore the 
perspectives of 
community 
pharmacists in three 

Ireland, 
UK, 
South 
Africa 

6 focus groups (2 in 
each country) 
involving 45 

OTC and 
prescription 
codeine 

Qualitative, 
focus groups, 
content analysis 

Codeine misuse is a widespread problem. 
Pharmacists described popular codeine-containing 
products and the need for improved medicine 
information and warning labels. Issues around 



 241 

No. Author/s 
(year) 

Aim Setting Sample/Participants Medicines 
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regulatory regimes; 
Ireland, 
South Africa and the 
United Kingdom, on 
issues of customer 
misuse of OTC and 
prescribed codeine.  

community 
pharmacists in total 

legitimate availability of codeine and regulatory 
status; presence of therapeutic need; difficulties in 
customer–pharmacist communication; business 
environments and retail focus were raised. 
Participants also discussed how they identified 
customers potentially misusing codeine and 
difficulties in relationships between pharmacists and 
prescribers. A number of recommendations were 
put forward as ways to manage the issues. 

10 Carney et 
al. 
(2018) 

To obtain and 
analyse the opinions 
and experience of 
pharmacy staff with 
regard to codeine 
misuse. 

Ireland, 
UK, 
South 
Africa 

Registered 
pharmacists, 
pharmacy assistants 
or technicians 
involved in 
medication 
dispensing or sales - 
464 Irish participants, 
123 participants from 
South Africa and 129 
participants from UK 

OTC and 
prescription 
codeine 

Cross-sectional 
web-based 
survey, 
statistical 
analysis 

The majority of participants reported combination 
codeine-containing products as most popular, but 
significantly more pharmacy staff in South Africa 
reported codeine-containing cough syrups as most 
commonly popular. Codeine use was also seen 
significantly more of a public health problem in 
South Africa than in the other two countries. There 
was no difference across countries in the level of 
codeine misuse reported by pharmacy staff. 
Professional training and education is desired, with 
unequivocal findings for the need for greater 
codeine control. 

11 Chan et al. 
(2019) 

To estimate the 
prevalence of non-
medical use of 
pharmaceutical 
opioids and examine 
the socio- 
demographic, 
psychological, health 
and behavioural 

Australia 23,448 participants 
aged over 14 years 
who completed the 
Australian National 
Drug Strategy 
Household Survey 
2016  

Pharmaceut-
ical opioids, 
illicit drugs 

Cross-sectional 
multi-mode 
survey, 
statistical 
analysis 

The prevalence non-medical pharmaceutical opioid 
use was 3.56%. Two-thirds engaged in non-medical 
use of pharmaceutical opioids (NMUPO) but no illicit 
substance use (ISU); one-third engaged in NMUPO 
and ISU. It is estimated that there were 700,776 
Australians who used pharmaceutical opioids for 
non-medical purpose, of which 467,624 used only 
pharmaceutical opioids.  Those who reported only 
using pharmaceutical opioids were more likely to use 
OTC codeine products. 
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correlates and type 
of opioids used. 

12 Collins et 
al. 
(2019) 

To explore the supply 
of codeine-
containing analgesics 
in Australia in the 
climate of regulatory 
change. 

Sydney, 
Australia 

Eighty university 
pharmacy students 
mystery-shopped 34 
community 
pharmacies across 
metropolitan Sydney; 
24 pharmacies in a 
pre-up-scheduling 
announcement 
(2016) cohort, 10 
pharmacies in a post-
announcement 
cohort, with five 
pharmacies 
participating in both 
years, giving 29 
unique community 
pharmacies across 
the study 

OTC codeine Covert 
simulated 
patient method, 
statistical 
analysis 

Of 158 total visits, a non-prescription codeine-
containing analgesic (CCA) was supplied in 101 
instances. 60% of these complied with the legislative 
requirement for a pharmacist to supply. Voluntary 
recording was surmised to have been utilised 13 
times. CCAs were supplied less frequently in 2017 
direct product requests (DPR) scenarios compared to 
2016 DPR scenarios, and a greater proportion of 
2017 DPR supplies were compliant with the 
legislative requirement of pharmacist supply. No 
difference in proportion of sales voluntarily recorded 
was observed between the years. Interactions 
involving pharmacists resulted in less frequent 
supply of codeine than those without. 

13 Coombes 
and 
Cooper 
(2019) 

To explore the views 
and experiences of 
health care 
professionals 
working in formal 
drug treatment 
services in relation to 
supporting clients 
with prescription and 

England 15 staff with 
professional 
experience in dealing 
with clients misusing 
OTC and prescription 
drugs within 
treatment centres in 
England 

OTC and 
prescription 
medicines 

Qualitative, 
semi-structured 
telephone 
interviews, 
thematic 
analysis 

Current services were considered to be 
inappropriate, with concerns that these were more 
suited for illicit drug users and exacerbated by a lack 
of specific resources, funding and commissioning. 
There was a perceived variation in service provision 
in different areas and concern about lack of formal 
treatment guidelines and care pathways. 
Participants felt there to be stigma in diagnosis and 
attendance at drug treatment centres which 
adversely impacted service engagement. Suggested 



 243 

No. Author/s 
(year) 

Aim Setting Sample/Participants Medicines 
involved 

Design/Method Summary of findings 

OTC drug 
dependence. 

improvements included commissioning specific 
services in general practices and pain management 
clinics, developing national guidelines and care 
pathways and increasing awareness amongst the 
public and health professionals. 

14 Cooper 
(2013a) 

To describe the 
experiences and 
views of those self-
reporting OTC 
medicine abuse, and 
why medicines were 
taken, how they 
were obtained and 
associated treatment 
and support sought. 

UK A purposive sample 
of 25 adults, aged 
20–60s, 13 women, 
recruited via two 
internet support 
groups for drug 
addiction – 
“Overcount” and 
“Codeinefree” 

OTC 
medicines 

Qualitative, 
semi-structured 
interviews, 
thematic 
analysis 

Codeine was the main medicine implicated. 
Individuals considered themselves “addicted”, but 
socially and economically active and different from 
illicit substance misusers. They blamed themselves 
for losing control over their medicine use, which 
usually began for genuine medical reasons. 
Subsequent use was for the “buzz” or similar effects 
of the opiate, which was obtained 
unproblematically. Perceived withdrawal symptoms 
and work and health problems were reported. 
Standard drug treatment services were considered 
inappropriate. There were concerns that this 
“hidden addiction” was recorded in medical notes. 
Most supported the continued availability of OTC 
medicines. 

15 Cooper 
(2013b) 

To describe the 
current knowledge 
and understanding of 
OTC medicine abuse, 
specifically to identify 
the different types of 
OTC medicines 
implicated, the scale 
of OTC abuse, the 
characteristics of 
those affected, 

N/A 53 publications were 
identified, including 
25 empirical studies, 
11 case reports, 11 
reviews articles, 1 
book chapter, 1 
doctoral thesis, 1 
parliamentary 
enquiry and 3 key 
publications from 
organisations 

OTC 
medicines 

Thematic 
literature 
review 

OTC medicine abuse was identified in many 
countries and five key groups emerged: codeine-
based (especially compound analgesic) medicines, 
cough products (particularly dextromethorphan), 
sedative antihistamines, decongestants and 
laxatives. No clear patterns relating to those affected 
or their experiences were identified and they may 
represent a hard-to-reach group, which coupled with 
heterogeneous data, makes estimating the scale of 
abuse problematic. Associated harms included direct 
physiological or psychological harm (e.g., opiate 
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harms associated 
with OTC medicine 
abuse and also 
approaches to 
dealing with it in 
terms of policy and 
interventions. 

addiction), harm from another ingredient (e.g., 
ibuprofen-related gastric bleeding) and associated 
social and economic problems. Strategies and 
interventions included limiting supplies, raising 
public and professional awareness and using existing 
services and internet support groups, although 
associated evaluations were lacking. Terminological 
variations were identified.  

16 Cooper 
(2013c) 

To explore the 
experiences and 
views of community 
pharmacy staff in 
relation to current 
practices and 
concerns, 
management and 
support relating to 
OTC medicine abuse. 

UK Purposive sample of 
ten pharmacists and 
seven medicines 
counter assistants in 
the United Kingdom 

OTC 
medicines 

Qualitative, 
semi-structured 
interviews, 
thematic 
analysis 

A range of medicines were implicated; opiates, 
sedative antihistamines, laxatives and 
decongestants. A surveillance role was apparent for 
assistants. Frequency of purchase was central to 
assistants’ definition of those suspected of abuse. 
Pharmacists also utilised this as well as distinguishing 
between intentional abuse and unintentional 
misuse. Lack of information about customers, easy 
access to, and poor communication between 
pharmacies were barriers to providing more support. 
Many appeared uncertain of referral options or how 
to stop the problem of abuse. A tension emerged 
between providing medicine supplies that permitted 
consumer freedom, with the needs of healthcare 
professionals to understand more about those 
consumers/patients. 

17 Dada et al. 
(2015) 

To investigate the 
extent of treatment 
demand related to 
the misuse of 
codeine or codeine 
dependence in South 
Africa and the profile 

South 
Africa 

Records of 17,260 
admissions to alcohol 
and drug treatment 
centres participating 
in the South African 
Community 
Epidemiology 

OTC and 
prescription 
codeine 

Review of 
treatment 
centre 
admissions, 
statistical 
analysis 

There were 435 recorded treatment admissions for 
codeine misuse or dependence as a primary or 
secondary substance of abuse (2.5% of all 
admissions). Of treatment admissions, 137 (0.8%) 
involved codeine as the primary substance of abuse; 
74.9% of patients were males, with an even spread 
across population groups. Ages ranged from 11 to 70 
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of patients seeking 
treatment. 

Network on Drug Use 
in 2014 

years, with the highest proportion aged 20-29 years; 
>40% were referred by self, family and/or friends, 
and 26.7% by health professionals; and 36.8% had 
received treatment previously. Oral use comprised 
96.6% and daily use 63.1%. 

18 Degen-
hardt et al. 
(2016) 

To provide the first 
comprehensive 
overview of opioid 
utilisation across 
Australia and to 
consider factors that 
may affect utilisation 
levels.  

Australia IMS Health national 
pharmaceutical 
opioid sales data for 
2013 (sales by 
pharmaceutical 
wholesalers and 
manufacturers to 
community 
pharmacies) 

Opioids Review of 
opioid sales 
data, mapping 
to geographic 
areas, statistical 
analysis 

In 2013, an estimated 10,747 kg oral morphine 
equivalents (OME) of opioids were sold across 
Australia, equating to 481 OME mg per person. 
There was considerable geographic variation in 
opioid utilisation, with higher rates of use in rural 
and regional areas. In terms of packs sold, OTC 
codeine is the most commonly sold opioid 
(15,490,207 packs in 2013) and is also the most 
accessible opioid in the community setting. 

19 Ernest et 
al. 
(2010) 

To report a case of 
profound 
hypokalaemia due to 
Nurofen Plus and Red 
Bull misuse. 

Australia 39 year old male 
presenting to 
emergency 
department 

OTC codeine  Case report Patient diagnosed with hypokalaemia due to 
Nurofen Plus misuse and Red Bull ingestion, 72 
Nurofen Plus and 24 cans of red bull in the 3 days 
prior to admission. 

20 Evans et al. 
(2010) 

To report a case of 
excessive use of 
nonsteroidal anti-
inflammatory drug-
codeine preparations 
causing 
gastrointestinal 
toxicity. 

New 
Zealand 

35 year old male 
presenting to 
hospital 

OTC codeine Case report Patient used over 100 Nurofen Plus daily for back 
pain.  Diagnosis of gastrointestinal toxicity (gastric 
ulcer with active bleeding, gastritis, duodenitis with 
active bleeding).   

21 Fingleton 
et al. 
(2016) 

To estimate the 
prevalence of self-
reported misuse, 
abuse and 

UK 1000 individuals aged 
18 or older randomly 
drawn from the UK 
Edited Electoral 

OTC 
medicines 

Cross-sectional 
postal survey, 
statistical 
analysis 

The lifetime prevalence of non-prescription medicine 
(NPM) misuse was 19.3%. Lifetime prevalence of 
abuse was 4.1%. Younger age, having a long-standing 
illness requiring regular NPM use and ever having 
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dependence to non-
prescription 
medicines in UK. 

Register - 411 
completed responses 

used illicit drugs or legal highs were predictive of 
misuse/ abuse of NPMs. In terms of dependence, 
lifetime prevalence was 2% with 0.8% currently 
dependent and 1.3% dependent in the past. 
Dependence was reported with analgesics (with and 
without codeine), sleep aids and nicotine products.  

22 Fingleton 
et al. 
(2019) 

To establish how 
non-prescription 
medicine 
dependence is 
treated by doctors in 
specialist substance 
misuse treatment 
services and to 
identify perceived 
barriers to providing 
treatment. 

UK 83 doctors working in 
UK specialist 
substance misuse 
treatment services 
completed the 
survey, and 11 of 
these completed a 
follow-up interview 

OTC 
medicines 
 

Mixed methods, 
cross-sectional 
online survey, 
statistical 
analysis, semi-
structured 
telephone 
interviews, 
thematic 
analysis 

Most survey respondents had encountered cases of 
non-prescription medicine (NPM) dependence, with 
analgesics containing codeine were the most 
frequently mentioned. Most respondents were 
unaware of specific guidelines for the treatment of 
NPM dependence. The most frequently identified 
barriers to providing treatment were limited 
resources or capacity and the challenges presented 
by this client group. There was a perception that this 
client group could be difficult to treat due to 
comorbidities, and these this client group perceived 
themselves to be different from people dependent 
on alcohol or illicit drugs. 

23 Foley et al. 
(2016) 

To explore 
prescribing 
practitioners’ 
perspectives on 
prescribed codeine 
use, their ability to 
identify dependence 
and their options for 
treatment in the UK. 

UK 300 prescribing 
professionals 
working in primary 
care and pain 
settings (GPs, nurse 
prescribers, 
specialists) 

OTC and 
prescription 
codeine 

Cross-sectional 
online survey 
containing 
closed-ended 
and open-ended 
items, statistical 
and thematic 
analysis 

Participants regularly reviewed patients prescribed 
codeine, understood the risks of dependence and 
recognised the potential for codeine to be used 
recreationally. Over half felt patients were unaware 
of the adverse health consequences of high doses. 
One-quarter experienced patient resentment when 
asking about codeine medicines. Just under 40% 
agreed that it was difficult to identify problematic 
use without being informed by the patient and did 
not feel confident in identification of dependence. 
Less than 45% agreed that codeine dependence 
could be managed effectively in general practice. 
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Slow or gradual withdrawal was the most popular 
suggested treatment. Education and counselling 
were also emphasised. 

24 Foley et al. 
(2017) 

To examine 
prescribing 
professional’s 
perceptions on 
prescribed and OTC 
medicines containing 
codeine in the 
Republic of Ireland.  

Ireland 398 medical 
professionals, 
including GPs, pain 
specialists and nurse 
prescribers 

OTC and 
prescription 
codeine 

Cross-sectional 
postal survey 
containing 
closed-ended 
and open-ended 
items, statistical 
and thematic 
analysis 

77% agreed to routinely review patients prescribed 
codeine, 59% routinely asked patients about their 
use of OTC medicines and 50% documented use of 
OTC codeine in medical notes. 93% indicated 
concern about the potential to purchase codeine 
from multiple sources. 88% implied that patients did 
not fully understand the risks of taking OTC codeine. 
Only 21% were confident in identifying codeine 
dependence without being informed by the patient 
and 11.4% agreed to have suitable screening 
methods in practice. 76% indicated they would like 
more instruction on prescribing addictive medicines. 

25 Foley et al. 
(2018) 

To examine the 
perceptions of 
medical professionals 
regarding codeine 
use (prescribed and 
OTC), misuse, 
dependence and 
treatment options in 
South Africa. 

South 
Africa 

238 prescribing 
practitioners, 
including GPS, family 
medicine 
practitioners and 
specialist 
practitioners 

OTC and 
prescription 
codeine 

Cross-sectional 
postal/online 
survey 
containing 
closed-ended 
and open-ended 
items, statistical 
and thematic 
analysis 

Two-thirds stated that they routinely reviewed 
patients prescribed codeine, and high levels of 
concern were expressed about the availability of 
OTC codeine in pharmacies (84.9%) and on the 
internet (71.3%). There was agreement that codeine 
should be regulated to a prescription-only medicine 
(85.3%). Only 22% agreed that they had suitable 
screening methods to help with detection of codeine 
dependence. Eighty per cent would welcome the 
opportunity for greater instruction on prescribing 
addictive medicines. 

26 Frei et al. 
(2010) 

To investigate 
morbidity related to 
misuse of OTC 
codeine–ibuprofen 
analgesics. 

Victoria, 
Australia 

27 patients with 
morbidity associated 
with codeine-
ibuprofen analgesics 
either presented for 

OTC codeine Case series, 
statistical 
analysis 

Serious morbidity included mainly gastrointestinal 
haemorrhage and opioid dependence. The patients 
were taking mean daily doses of 435–602mg of 
codeine phosphate and 6,800–9,400mg ibuprofen. 
Most patients had no previous history of substance 
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treatment of opioid 
dependence, or were 
inpatients referred to 
hospital addiction 
medicine services 
between May 2005 
and December 2008 

use disorder. The main treatment was opioid 
substitution treatment with buprenorphine–
naloxone or methadone.   

27 Gibbins et 
al. 
(2017) 

To explore 
pharmacists' and 
other health care 
professionals' ideas 
and views on 
strategies for 
managing OTC 
codeine misuse 
and/or dependence 
in a community 
pharmacy setting. 

Australia Forty experts within 
the fields of 
pharmacy and drug 
misuse and/or 
dependence, with 
knowledge or 
understanding of 
OTC codeine 
medication misuse 
and/or dependence 

OTC codeine Modified Delphi 
design 

The strategies identified as effective and likely to 
have the most impact on OTC codeine misuse/ 
dependence in a community pharmacy setting were: 
utilisation of a national real-time database to 
monitor product sales to aid identification of at-risk 
people; development of a referral pathway for 
management of people whom pharmacists have 
identified as at- risk, and training to improve 
pharmacist communication with people. 

28 Gisev et al. 
(2016) 

To examine the use 
of prescription and 
OTC codeine in 
Australia and identify 
the geographic and 
socio-demographic 
characteristics 
associated with 
prescription and OTC 
codeine use. 

Australia IMS Health national 
pharmaceutical 
opioid sales data for 
2013 (sales by 
pharmaceutical 
wholesalers and 
manufacturers to 
community 
pharmacies) 

OTC and 
prescription 
codeine 

Review of 
opioid sales 
data mapped to 
Australian 
Bureau of 
Statistics (ABS) 
Statistical Local 
Areas (SLAs) 
and 
Remoteness 
Areas, statistical 
analysis 

27,780,234 packs of codeine were sold in Australia 
during 2013, OTC codeine accounted for 55.8 %. 
SLAs with a higher percentage of males had the 
highest rates of OTC codeine use. The main finding is 
that less populated SLAs had higher rates of OTC 
codeine utilisation, providing additional evidence 
linking higher rates of opioid use in more remote 
geographical areas.  SLAs with a greater proportion 
of people aged 65 years and over were associated 
with higher rates of prescription codeine use but not 
OTC codeine use. 
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29 Gisev et al. 
(2018) 

To quantify the 
extent to which 
pharmaceutical 
claims from 
Australia's national 
medicines subsidy 
programs under‐
estimate 
prescription‐only and 
total national opioid 
utilisation across 
time and for different 
opioids. 

Australia Aggregated data on 
Australian opioid 
utilisation were 
obtained from 2 
sources for the 2010 
to 2014 calendar 
years: (1) IMS Health 
(sales from 
pharmaceutical 
wholesalers and 
manufacturers to 
community 
pharmacies and 
hospitals) and (2) the 
Drug Utilisation Sub‐
Committee of the 
Pharmaceutical 
Benefits Advisory 
Committee 

Opioids Review and 
comparison of 
opioid sales and 
pharmaceutical 
claims data, 
statistical 
analysis 

While OTC codeine items account for 40% to 50% of 
codeine sales in Australia, they comprise 
approximately only 6% of total opioid utilisation in 
oral morphine equivalents. Claims data did not 
account for 12.4% of prescription‐only opioid 
utilisation in 2014 and 19.1% in 2010, and 18.4% to 
25.4% of total opioid use when accounting for OTC 
preparations. Between 2010 and 2014, 5.6% to 5.3% 
of buprenorphine, 8.1% to 6.3% fentanyl, 17.7% to 
10.7% oxycodone, 18.4% to 11.0% tramadol, 38.4% 
to 21.0% hydromorphone, and 28.6% to 21.0% of 
prescription‐only codeine utilisation were not 
accounted for in claims. 

30 Hamer et 
al. 
(2014) 

To explore how the 
up-scheduling (to 
schedule 3) of OTC 
codeine has 
impacted the 
practice of 
community 
pharmacists. 

Victoria, 
Australia 

A convenience 
sample of 11 
community 
pharmacists working 
in West Gippsland, 
Latrobe Valley and 
Bendigo areas of 
Victoria, Australia  

OTC codeine Qualitative, 
semi-structured 
interviews, 
thematic 
analysis 

Pharmacists monitored the supply of OTC codeine by 
recording sales and intervened when they felt that 
the medication was being used too frequently. They 
perceived a number of challenges surrounding the 
provision of OTC codeine including: supply from 
other pharmacies, establishing therapeutic need, 
managing codeine dependent people, lacking 
confidence in discussing misuse with people, being 
unsure where to refer dependent people for help 
and purchaser resentment towards pharmacist 
involvement in all sales. People who request OTC 



 250 

No. Author/s 
(year) 

Aim Setting Sample/Participants Medicines 
involved 

Design/Method Summary of findings 

codeine tended to be stereotyped by participants as 
either “genuine” or “misusers”. 

31 Harris et 
al. 
(2020) 

To compare the 
number of codeine-
related hospital 
presentations before 
and after up-
scheduling of 
codeine to 
prescription only. 

Brisbane, 
Australia 

2,235 records of 
patents presenting to 
a hospital with 
poisoning during the 
12-month period 
before and 2,516 
after up-scheduling 
of codeine  

OTC and 
prescription 
codeine 

Review of 
hospital 
presentations, 
statistical 
analysis 

The number of codeine-related presentations was 
53% lower during the second period: there were 163 
presentations before and 77 presentations after 
rescheduling. This decline followed the number of 
codeine-related presentations rising from 133 in 
2015 to 159 in 2016. The numbers of presentations 
involving 30mg codeine products (unaffected by 
rescheduling), were similar for the two periods. In 
contrast, the number of presentations involving 
codeine products affected by the change (< 30mg) 
was 85% lower after rescheduling. The decline in 
codeine-related presentations was not associated 
with a rise in alternative opioid-related 
presentations. 

32 Hopkins et 
al. 
(2018) 

To identify 
unintentional deaths 
in Australia 
associated with use 
of combination 
analgesic products 
containing 
paracetamol, codeine 
and doxylamine. To 
describe cases 
characteristics and 
identify common 
factors associated 
with misuse and 
mortality of these 

New 
South 
Wales, 
Queens-
land and 
Victoria, 
Australia 

National Coronial 
Information System 
(NCIS) data – 441 
closed cases for 
unintentional deaths 
related to 
paracetamol/ 
codeine products, 
with or without 
doxylamine in three 
Australian states 
from 2002 to 2012 

OTC and 
prescription 
codeine 

Retrospective 
case series 
based on 
coronial data, 
statistical 
analysis 

Doxylamine was detected in 102 cases (23%). Overall 
unintentional death rates rose from 0.9-per-million 
in 2002 to 3.6-per-million in 2009, declining to 1.9-
per-million in 2012. Median age at time of death was 
48, half of all cases occurred between 35-54 years of 
age, and 57% were female. Concomitant medication 
use was detected in 79% of cases. Behaviours 
consistent with drug misuse including doctor/ 
pharmacy shopping, excessive dosages and extended 
use, were identified in 24% of cases. Paracetamol–
codeine product schedule was recorded for 173 
cases (39%); 87 cases (50.2%) reported prescription 
medication, 63 cases (36.4%) OTC medication and 23 
cases (13.3%) both prescription and OTC products. 
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medicines in 
Australia. 

33 Jakubow-
ski et al. 
(2018) 

To review literature 
about abuse of OTC 
drugs. 

N/A Full-text, English-
language papers 
published after 1990 
identified using 
PubMed and 
MEDLINE 

OTC 
medicines 

Systematic 
literature 
review 

Drugs most frequently abused are 
dextromethorphan, codeine and pseudoephedrine, 
but also benzydamine or antihistamines. Prolonged 
overdose use of these drugs may lead to 
development of full substance dependence. 
Individuals who abuse these drugs may also suffer 
from poisoning with other active ingredients from a 
compound formulation e.g., acetaminophen, 
ibuprofen. Recently many countries have introduced 
legal restrictions in sales of dextromethorphan, 
codeine and pseudoephedrine which are supposed 
to limit the accessibility and abuse.  

34 Kean 
(2016) 

To highlight that 
routine codeine 
prescribing for acute 
pain can result in 
dependency and to 
describe a case 
successfully treated 
for codeine 
dependency. 

Bradford, 
UK 

Male in his mid 30s 
presenting to a 
substance misuse 
service 

OTC and 
prescription 
codeine 

Case report Patient presented with opioid analgesic dependence. 
After successful induction and stabilisation on 
buprenorphine/naloxone (8mg/2mg) over the 
course of one week, the client successfully tapered 
over a 4-month period and remained in work during 
treatment. The patient experienced depressive 
ideation and subsequently a formal diagnosis of 
depressive illness with associated anxiety was made. 
Opioid substitution treatment—
buprenorphine/naloxone within a holistic Change 
Programme that included structured behavioural 
change psychosocial interventions—was successful, 
supporting slow taper across a 4-month period. 

35 Kennedy 
et al. 
(2019) 

To examine a 
national database to 
assess codeine 
poisonings before 

Ireland 1,851 calls to the 
National Poisons 
Information Centre 
(NPIC) regarding 

OTC and 
prescription 
codeine 

Review of 
poisons 
information 
centre calls and 

The mean age of poison call case subjects was 23 
years. Of those age recorded (n= 845), 38% were less 
than 18 and 3% were 65 or older. Of those with 
gender recorded (n=1,833), the majority were 
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and after new 
guidance for 
pharmacists while 
also evaluating rates 
of codeine 
prescriptions 
following the 
introduction of 
restrictions on 
supply. 

codeine products and 
national prescription 
claims data (2005-
2016) 

pharmacy 
claims for 
codeine 
products, 
statistical 
analysis 

female (63%). OTC codeine products were implicated 
in 1,346 cases (73%). An annual decline was evident 
with a significant 33% reduction from 2010 to 2011. 
Following 2011, the declining rate of codeine 
poisonings plateaued. The rate of reimbursed 
prescriptions for low dose codeine products did not 
increase. There was no corresponding increase in the 
rate of more potent alternatives reimbursed. 

36 Khalifeh et 
al. 
(2017) 

To undertake a 
comprehensive 
review to identify the 
different types of 
medicines that can 
easily be purchased 
as self-medication in 
the Middle East and 
recognized as 
misused. 

Middle 
East 

72 articles fulfilled 
the inclusion criteria.  
Four criteria were 
jointly required: (1) 
Self-medication or 
OTC or prescription 
medications as some 
are available without 
prescription in the 
community 
pharmacy in Middle 
East, (2) WHO 
Eastern 
Mediterranean 
country, (3) 
Publication from 
1990 to July 2015, 
and (4) Availability of 
abstract in English, 
French or Arabic 

OTC 
medicines 

Systematic 
literature 
review 

Codeine-containing tablets, especially 
acetaminophen–codeine tablets, are among the 
most requested medicines OTC. Headache was the 
most common problem. Methodologically, studies 
are not standardised, which limits the quality of 
studies as well as comparability. Most of the studies 
were cross-sectional descriptive studies often using 
self-administered questionnaires, face-to-face 
interviews, or pharmacists’ perception. Many studies 
report data based on pharmacists’ perceptions of 
the problem of misuse and the profile of those they 
considered to be affected. 
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37 Kimergard 
et al. 
(2017) 

To characterise 
codeine use, 
dependence and 
help-seeking 
behaviour. 

UK, 
Ireland 

316 adults over 18 
years residing in the 
UK or Ireland who 
self-reported use of 
medicines containing 
codeine (prescribed 
and non-prescribed) 
in the last 3 months 

OTC and 
prescription 
codeine 

Cross sectional 
online survey, 
statistical 
analysis 

Mean age was 35.3 years and 67% were women. 
Fifty-four scored 5 or greater on the Severity of 
Dependence Scale indicating codeine dependence 
(17.1%). Codeine dependence was a problem with 
both prescribed and OTC codeine. Codeine 
dependence was associated with daily use of 
codeine, faking or exaggerating symptoms to get a 
prescription for codeine and “pharmacy shopping”. 
A higher number of respondents had sought advice 
on the Internet (12%) rather than from their GP 
(5.4%). Less than 1% of respondents had sought 
advice from a pharmacist. 

38 Kinnaird et 
al. 
(2019) 

To investigate the 
views and 
experiences 
of people who use 
codeine in order to 
describe the “risk 
environment” 
capable of producing 
and reducing harm. 

UK 16 adults (13 women 
and 3 men) from the 
UK who had used 
codeine in the last 12 
months other than as 
directed or as 
indicated 

OTC and 
prescription 
codeine 

Qualitative, 
face-to-
face/phone 
semi-structured 
interviews, 
thematic 
analysis 

Participants’ experiences indicated that they became 
dependent on codeine as a result of various 
environmental factors. Supporting environments to 
reduce risk included: medicine review of repeat 
prescribing of codeine, well-managed dose tapering 
to reduce codeine consumption, support from social 
structures in form of friends and online and access 
to addiction treatment. Environments capable of 
producing harm included: unsupervised and long-
term codeine prescribing, poor access to non-
pharmacological pain treatments, barriers to 
provision of risk education of codeine related harm 
and breakdown in structures to reduce the use of 
OTC codeine other than as indicated. 

39 Lee and 
Cooper 
(2019) 

To explore the 
experiences of 
people with self-
reported addiction to 
codeine and, 

N/A Searches of social 
media forum 
Mumsnet in 2016 of 
any posts that 
related to codeine 

OTC and 
prescription 
codeine 

Qualitative 
netnographic 
methodology, 
thematic 
analysis of 

Individuals created posts to request help for their 
own, but occasionally partner’s or relative’s, 
problems relating to codeine use and “addiction”. 
Descriptions of side effects emerging, problems 
experiencing withdrawal, and failed attempts to 
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specifically, how a 
social media forum is 
used to communicate 
with others about 
this issue. 

and addiction. A total 
of 95 relevant posts 
were identified; a 
purposive sample of 
25 posts was selected 

social media 
posts 

discontinue codeine use. Mainly positive and 
supportive responses to posts. Treatment advice 
included signposting to formal health services or 
anecdotal advice. Some posts were more critical, 
and arguments and challenges to advice were not 
uncommon. Shame and stigma were described and 
users often wanted to keep their codeine use hidden 
in other aspects of their lives. Some expressed anger 
toward doctors and their prescribing practices.  

40 Lo et al. 
(2015) 

To investigate 
whether opioids in 
the form of OTC 
antitussives play a 
significant role in 
medication abuse in 
Taiwan. 

Taiwan IMS Health 
(Intercontinental 
Marketing Services) 
data on the 
consumption of 
codeine and 
dextromethorphan in 
antitussives and 
expectorants from 
2011 through 2014 in 
Taiwan 

OTC and 
prescription 
cough 
syrups 

Review of sales 
data, statistical 
analysis 

Use of opioid-containing cough syrup fluctuated 
between 6% and 9% from year to year for all cough 
syrup consumption, with an overall declining trend. 
Mean consumption for prescription 
dextromethorphan (61.4%) outstripped the others, 
followed by OTC codeine (20.2%), OTC 
dextromethorphan (10.5%), and prescription 
codeine (8.0%). However, movement in 
consumption corresponded mainly with OTC 
codeine, whose variance greatly exceeded that of 
the other sectors. 

41 McAvoy et 
al. 
(2011) 

To describe 
characteristics of 
clients presenting to 
a regional open-
access detoxification 
clinic, and compare 
this population to 
their Australian and 
New Zealand 
counterparts. 

New 
Zealand 
and 
Australia 

All clients presenting 
to an open-access 
clinic with a diagnosis 
of dependence on 
OTC codeine over a 
12-week period at 
the beginning of 
2010 (n=15) 

OTC codeine Cross-sectional 
study  

Fifteen clients were analysed and compared to 77 
similar clients identified in Victoria and five other 
Australian States, and seven clients admitted to a 
New Zealand detoxification unit. Cases in each 
cohort were consistent with those in the published 
literature and appear to be similar to each other 
both demographically and in terms of the high 
average tablets consumption (49-65 tabs daily), the 
serious nonsteroidal anti-inflammatory drug adverse 
drugs reactions identified, and the long duration of 
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misuse.  Many had a history of alcohol or other drug 
use and mental health disorder. 

42 McCoy et 
al. 
(2018) 

To evaluate attitudes 
among Australian 
codeine consumers, 
pharmacists and GPs 
towards the 
proposed up-
scheduling of OTC 
codeine. 

Australia 354 codeine 
consumers; 220 
pharmacists; 120 GPs 

OTC codeine  Cross-sectional 
online survey, 
statistical 
analysis 

Most consumer, pharmacist and a third of GPs 
opposed up-scheduling. Consumers, on average, 
questioned whether it would address the intended 
targets of minimising side effects and risk of 
dependence. Like consumers, pharmacists indicated 
concern around whether codeine restriction would 
address concerns of associated harm and 
dependence, as well as the burden regular GP 
appointments would create in terms of finances for 
consumers and time for GPs. GPs themselves, did 
not support these views. There was no significant 
difference in consumer views on up-scheduling 
between those who were and were not at risk of 
developing codeine dependence. 

43 Middleton 
and 
Nielsen 
(2019) 

To analyse the 
change in prescribing 
trends for codeine 
and other commonly 
prescribed opioids in 
Australia following 
up-scheduling to 
determine if removal 
of OTC codeine 
resulted in an 
increase in opioid 
prescribing. 

Australia Monthly data about 
subsidised national 
prescription numbers 
for codeine, 
oxycodone, 
oxycodone–
naloxone, 
tapentadol, 
tramadol, morphine, 
and fentanyl, 
dispensed from 
January 2016 to 
December 2018, 
were obtained 
through the 

OTC and 
prescription 
opioids 

Retrospective 
review of opioid 
prescription 
dispensings, 
statistical 
analysis 

Rescheduling codeine to remove OTC supply does 
not appear to have had an immediate effect on the 
prescription rates of codeine, and there is no 
significant change in these rates in the months 
following. There were decreasing trends for codeine 
and most other schedule 8 prescription opioids, with 
no increase in any prescribed opioids. 
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Australian 
Government 
Department of 
Human Services 
statistics website 

44 Mill et al. 
(2018) 

To: (i) identify and 
detail patients 
admitted to an 
Australian tertiary 
teaching hospital 
over a 5 year period 
with sequelae of OTC 
codeine misuse; and 
(ii) estimate the costs 
of identified hospital 
admissions. 

South 
Australia 

All admissions to 
Flinders Medical 
Centre from June 
2010 to June 2015 
related to OTC 
codeine - Ninety-nine 
admissions for 30  
patients  

OTC codeine Retrospective 
review of case 
notes, statistical 
analysis 

Most admissions related to gastrointestinal 
morbidities secondary to ibuprofen/codeine misuse. 
Mean length of stay per admission was 5.9 days, 
with 10.1% of admissions requiring intensive care. 
Patients consumed a daily mean of 28 OTC codeine 
tablets for a mean of 606 days prior to admission. 
These 99 admissions were estimated to cost the 
health system AU$1,008,082 with a mean cost per 
admission of AU$10,183.  

45 Mishriky et 
al. 
(2019) 

To investigate the 
views of community 
pharmacists on the 
2018 codeine up-
scheduling to 
“prescription-only” in 
Australia. 

Australia 113 community 
pharmacists 

OTC codeine Cross-sectional 
online survey, 
statistical and 
thematic 
analysis 

43% agreed/strongly agreed that up-scheduling will 
positively impact their ability to manage pain; 30% 
were neutral. 54% agreed/strongly agreed that up-
scheduling will positively benefit their patients; 25% 
were neutral. Perceived advantages for up-
scheduling included: increased pharmacist/ patient 
engagement, and less codeine use leading to better 
overall risk:benefit outcome; while disadvantages 
included: fewer analgesic options, and increased 
burden for patients, General Practitioners, and the 
health system. 

46 Mishriky et 
al. 
(2021)* 

To investigate the 
views of adults 
experiencing pain on 
the 2018 codeine up-

Victoria, 
Australia 

120 adults 
experiencing pain 
symptoms, recruited 

OTC codeine Cross-sectional 
online/paper-
based survey, 
statistical and 

Sixty-two participants (52%) agreed/strongly agreed 
that codeine was helpful in alleviating pain 
symptoms before a prescription was required; while 
43% of participants felt the codeine restriction has 
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scheduling in 
Australia and 
whether this change 
has impacted their 
ability to manage 
their symptoms; and 
to examine whether 
patient views 
regarding the 
benefits of visiting 
community 
pharmacies have 
been impacted due 
to this up-scheduling.  

from 10 community 
pharmacies 

thematic 
analysis 

made it more difficult to manage their pain, with 
33% unsure. Participants in favour of up-scheduling 
believed that they are now more encouraged to 
consult healthcare professionals and make better 
use of the pain management services; however 
some now question the value of pharmacists in this 
context, given that there is now a reduced array of 
analgesics available OTC. 

47 Ng et al.  
(2011) 

To report cases of 
life-threatening 
hypokalaemia 
associated with 
ibuprofen-induced 
renal tubular 
acidosis. 

Australia Four case 
presentations to 
hospitals 

OTC codeine 
and 
ibuprofen 

Case report Patients were diagnosed with profound 
hypokalaemia due to ibuprofen-induced renal 
tubular acidosis. 

48 Nielsen et 
al. 
(2011) 

To better understand 
who develops 
problematic use of 
OTC codeine. 

Australia Eight hundred 
Australians who self-
reported OTC 
codeine use 

OTC codeine Cross-sectional 
online survey, 
statistical 
analysis 

Codeine-dependent people differed from 
nondependent codeine users. They were younger, 
had lower levels of employment and education, and 
were more likely to report family history of 
substance dependence. They were more likely to 
have taken well above recommended doses and 
have taken codeine for considerably longer periods 
than recommended. Codeine-dependent people in 
this study differed markedly from other populations 
of opioid-dependent people recruited to research in 
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Australia and were more similar to the general 
population, suggesting that a web-based survey may 
have reached an under-researched population of 
opioid-dependent people.  

49 Nielsen et 
al. 
(2013) 

To gain a better 
understanding on 
perspectives of OTC 
codeine users and 
issues relating to 
codeine dependence 
in the community 
pharmacy setting.  

Australia 20 Australian OTC 
codeine users who 
met DSM IV criteria 
for codeine 
dependence 

OTC codeine Qualitative, 
semi-structured 
interviews, 
thematic 
analysis 

Key themes identified included experience of 
participants acquiring OTC codeine and participants’ 
interactions with pharmacists. The OTC codeine-
dependent participants found it generally easy to 
access OTC codeine, describing “standard” 
questioning, minimal intervention from pharmacists 
and only occasional refusal to supply. A better 
appearance and presentation were generally linked 
to easy codeine supply. 

50 Nielsen, 
Murnion 
et al. 
(2015) 

To compare patients 
presenting for 
treatment where 
either codeine or a 
strong 
pharmaceutical 
opioid (oxycodone or 
morphine) was the 
principal drug of 
concern to 
understand if 
codeine users may 
have unique 
treatment needs. 

New 
South 
Wales, 
Australia 

135 who had 
presented to drug 
treatment services in 
three Local Health 
Districts in New 
South Wales from 
March 2010 to 
November 2013 

Opioids Retrospective 
case review, 
statistical 
analysis 

People whose principal drug of concern was codeine 
were more likely to be female (66% vs. 37%), 
employed (43% vs. 22%) and use only one 
pharmaceutical opioid (91% vs. 49%). There was no 
difference in age between the codeine group (mean 
38.6 years) and the strong opioid group (39.3 years). 
Opioid substitution therapy was the most common 
treatment received by both groups although codeine 
patients were more likely to be treated with 
buprenorphine than methadone and more likely to 
attempt withdrawal. 

51 Nielsen, 
Roxburgh 
et al. 
(2015) 

To use national drug 
treatment statistics 
to examine patterns 
of pharmaceutical 

Australia All closed treatment 
episodes from the 
Australian Alcohol 
and Other Drug 

Opioids Review of 
closed 
treatment 
episodes, 

In 2002–2003, most (93%) opioid treatment was 
related to heroin with 7% of all opioid treatment 
episodes reporting a pharmaceutical opioid as the 
principal drug of concern. In 2010–2011, 20% of all 
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opioid related 
presentations to 
services other than 
opioid substitution 
therapy, including 
withdrawal, 
counselling, case 
management and 
support, information 
and education, and 
residential 
rehabilitation 
services. 

Treatment Services 
National Minimum 
Data Set were 
examined for the 
financial years 2002–
2003 to 2010–2011 

statistical 
analysis 

opioid treatment episodes were attributed to 
pharmaceutical opioids. Distinct changes over time 
were observed for different opioids. There was an 
increase in the average age at the start of treatment 
for heroin and oxycodone episodes, and a reduction 
in the proportion of females for codeine episodes. 
Codeine and oxycodone episodes had the lowest 
current or past injection rates.  

52 Nielsen et 
al. 
(2016) 

To examine 
buprenorphine 
treatment for 
codeine dependence. 

New 
South 
Wales, 
Australia 

19 codeine-
dependent people 
who received 
maintenance 
sublingual 
buprenorphine 
treatment, drawn 
from patients who 
had presented to 
inpatient and 
outpatient specialist 
drug treatment 
services 

OTC and 
prescription 
codeine 

Retrospective 
case series, 
statistical 
analysis 

A significant linear relationship was found between 
initial codeine dose and dose of buprenorphine 
given at days 7 and 28 for the codeine dose range of 
50–960mg. Median buprenorphine dose was 12.0mg 
at day 7 and 16.0mg at day 28. Buprenorphine doses 
received were markedly higher than estimated 
codeine doses based on standard dose conversion 
tables. 

53 Nielsen et 
al. 
(2018) 

To identify the 
characteristics of 
people who are 
codeine- dependent, 
and to define 

N/A 41 eligible articles OTC and 
prescription 
codeine 

Systematic 
review 

Studies consistently reported specific characteristics 
associated with codeine dependence, including 
mental health comorbidity and escalation of use 
attributed to psychiatric problems. Case reports and 
series described codeine dependence masked by 
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approaches for 
identifying codeine 
dependence. 

complications associated with overusing simple 
analgesics and delayed detection. Ten studies 
described treatment of dependence. Three reports 
identified a role for behavioural therapy; the efficacy 
of cytochrome P450 inhibitors was not confirmed; 
four case series/chart reviews described opioid 
agonist therapy and medicated inpatient 
withdrawal; two qualitative studies identified 
barriers related to perceptions of codeine-
dependent people and treatment providers, and 
confirmed positive perceptions and treatment 
outcomes achieved with opioid agonist treatments. 

54 Norman et 
al. 
(2016) 

To identify best 
practices in 
management of 
opioid abuse and 
dependence, 
particularly codeine, 
and innovations to 
meet challenges 
surrounding safe and 
compliant use, 
patient awareness-
raising, reducing 
health harms and 
enhancing successful 
treatment of 
dependence. 

N/A Existing scoping 
reviews of the global 
literature on codeine 
use, misuse and 
dependence.  
National 
Stakeholders in 
Ireland (n=5), the UK 
(n=6) and South 
Africa (n=9)  
Three members of 
the European 
Medicine’s Agency 
European Network of 
Centres for 
Pharmaco-
epidemiology and 
Pharmacovigilance 

OTC and 
prescription 
codeine 

Mixed methods, 
data from 
existing scoping 
reviews, 
conversational 
interviews, 
emailed request 
for information 
on innovations, 
analysed 
thematically, 
collectively  

Best practices and potential innovations were 
identified under the nine headings: (1) manufacture; 
(2) product information and public education; (3) 
responsible prescribing; (4) monitoring and 
surveillance; (5) dispensing, screening and brief 
interventions in community pharmacies; (6) safety in 
the workplace and on the road; (7) internet supply of 
codeine and online support; (8) treatment of 
codeine dependence; and (9) learning resources and 
training for health professionals. 
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55 O’Reilly et 
al. 
(2015) 

To report a case 
presenting with 
confusion and 
amnesia after use of 
codeine cough 
mixture. 

Ireland 14 year old girl 
presenting to 
emergency 
department 

OTC codeine Case report Confusion and amnesia after taking 2-3 spoonsful of 
codeine cough suppressant for 15 days for flu-like 
illness.  Patient did not exceed the maximum daily 
dose but exceeded the 3 day duration. 

56 Robinson 
et al. 
(2010) 

To review cases of 
codeine dependency 
from OTC 
combination 
analgesics admitted 
to a hospital 
detoxification unit. 

Welling-
ton, New 
Zealand 

All cases of codeine 
dependency from 
OTC combination 
analgesics admitted 
to a hospital 
detoxification unit 
between 2007-2009 
(n=7) 

OTC codeine Case review of 
detoxification 
unit admissions  

The 7 cases reported chronic excess of Nurofen Plus, 
of which 6 had prior or current histories of alcohol 
dependency. Complications which were likely 
contributed by excessive ibuprofen consumption 
included: gastric ulcer (4 patients), gastrointestinal 
bleeding (3), hepatotoxicity (1) and inflammatory 
bowel conditions (2). 

57 Roussin et 
al. 
(2013) 

To investigate the 
prevalence of misuse, 
abuse, and 
dependence on non-
prescription 
psychoactive drugs. 

France 383 adults requesting 
paracetamol (n=131, 
control group), 
codeine combined 
with paracetamol in 
analgesics (n=142), or 
sedative H1 
antihistamines 
(n=110) in 
community 
pharmacies 

OTC 
codeine, 
paracetamol
and sedative 
H1 anti-
histamines 

Cross-sectional 
survey, 
statistical 
analysis 

295 patients had used one of the studied drugs 
during the previous month; 118 had used codeine in 
combo with paracetamol.  Misuse and dependence 
to codeine analgesics concerned 6.8% and 17.8% of 
the patients exposed to these drugs respectively, 
which was significantly higher than for paracetamol. 
19.5% had used codeine analgesics daily for more 
than six months. Headache was the most frequent 
reason for persistent daily use. The high rate of 
dependence on codeine observed in this study (18% 
of users) seems correlated with persistence of pain. 

58 Roxburgh 
et al. 
(2015) 

To examine trends in 
codeine-related 
mortality rates in 
Australia, and the 
clinical and 
toxicological 

Australia National Coronial 
Information System 
deaths between 
2000-2013 where 
codeine toxicity was 
determined to be an 

OTC and 
prescription 
codeine 

Review of 
coronial data, 
statistical 
analysis 

Codeine-related deaths increased from 3.5 per 
million in 2000 to 8.7 per million in 2009. Deaths 
attributed to accidental overdoses were more 
common (48.8%) than intentional deaths (34.7%), 
and their proportion increased during the study 
period. High rates of prior comorbid mental health 
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characteristics of 
codeine-related 
deaths. 

underlying or 
contributory cause of 
death  

(53.6%), substance use (36.1%) and chronic pain 
(35.8%) problems were recorded for these deaths. 
For every two Schedule 8 opioid-related deaths in 
2009, there was one codeine-related death. Most 
codeine-related deaths (83.7%) were the result of 
multiple drug toxicity.  

59 Salom et 
al.  
(2017) 

To examine links 
between mental 
health and misuse of 
non-prescription 
pharmaceuticals in a 
group of regular 
users of illicit 
psychostimulants. 

Australia 763 regular users of 
illicit 
psychostimulants as 
part of the Annual 
Ecstasy and Related 
Drugs Reporting 
System study in 
Australia 

Pharmaceu-
ticals 

Structured face-
to-face 
interviews, 
statistical 
analysis 

At least half reported extra-medical or misuse of 
pharmaceuticals in the last six months. Higher levels 
of psychological distress were recorded for regular 
psychostimulant users who also reported recent 
illicit use of opioids, antidepressants, 
benzodiazepines, or OTC codeine. Recent misuse of 
benzodiazepines or OTC codeine was associated with 
self-reported mental health problems. Those 
reporting recent misuse of opioids were at increased 
risk of mental health problems and more likely to 
record high levels of psychological distress, but less 
likely to have received prescription medications for 
their mental health problem.  

60 Schaffer et 
al. 
(2020) 

To investigate 
changes in sales to 
pharmacies of OTC 
and prescription 
analgesics, cold and 
flu products, and 
cough suppressants 
after the 
rescheduling of 
codeine as a 
prescription only 

Australia Pharmaceutical sales 
by manufacturers to 
community 
pharmacies in 
Australia, March 
2015 – March 2019. 
The period January 
2017 (month after 
rescheduling was 
announced) to 
January 2018 (month 
before rescheduling 

OTC and 
prescription 
analgesics, 
cold and flu 
products, 
and cough 
suppres-
sants 

Interrupted 
time series 
analysis of sales 

After the rescheduling of codeine-containing 
analgesics, OTC sales to pharmacies of paracetamol, 
paracetamol combinations, and ibuprofen products 
increased.  In contrast, sales of prescription 
analgesics did not rise. Sales of OTC cold/flu 
products containing the opioid derivative 
dextromethorphan increased slightly, but not those 
of cough products containing dextromethorphan, 
dihydrocodeine, or pholcodine.  
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medicine in February 
2018. 

was implemented) 
was excluded. 
Pharmacy sales data 
provided by IQVIA 
(iqvia.com), a health 
information 
company, that 
capture about 96% of 
all OTC and 
prescription 
pharmaceutical sales 
to pharmacies in 
Australia 

61 Thekiso 
and Farren 
(2010) 

To study the clinical 
profiles, treatment 
and prevalence of 
patients admitted 
with OTC opiate 
abuse. 

Dublin, 
Ireland 

All patients admitted 
to a 280 bed 
inpatient mental 
health and addiction 
treatment facility 
from 1st of April 
2007 to 30th April 
2008, with a 
diagnosis of harmful 
OTC opiate abuse or 
opiate dependency 
(n=20) 

OTC codeine Retrospective 
review of 
admissions, 
statistical 
analysis 

Approximately 1% (n=20) of inpatients admitted in a 
year were diagnosed with OTC opiate abuse. The 
average daily codeine intake was 261.0mg per 
person. 75% percent (n=15) experienced OTC opiate 
withdrawal and were treated with protocol driven 
withdrawal regimes for an average of 16.10 days. 
The female:male ratio was nearly 2:1 with an 
average age of 49.2 years. Patients tended to have 
co-morbid psychiatric, physical and polysubstance 
illness. Findings suggest that the typical OTC abuser 
tends to be female and middle aged with co-morbid 
medical and psychiatric illness. 

62 Tobin et al. 
(2013) 

To analyse the 
Australian National 
Drugs and Poisons 
Schedule 
Committee’s policy 
response to OTC 

Australia, 
New 
Zealand, 
UK 

Public documents of 
medicine regulators 
and their expert 
advisory committees 
in Australia, NZ and 
the UK during the 

OTC codeine Qualitative, 
policy 
document 
analysis 

Expert advisory committees in Australia, NZ and the 
UK defined the policy problem of OTC codeine 
misuse and harm as small relative to total use and 
responded by restricting availability. Pharmacist 
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codeine misuse and 
compare it with 
regulatory responses 
by expert advisory 
committees in New 
Zealand and the UK.   

period when controls 
on these analgesics 
were under 
consideration by 
regulatory 
authorities: February 
2008-June 2009 
Australia; December 
2007-November 
2009 NZ; July- 
September 2009 UK 

supervision was required at the point-of-sale and 
pack sizes were reduced to short-term use.  

 

63 Van Hout 
(2014) 

To demonstrate how 
efforts to quantify 
and address misuse 
of codeine as weak 
opioid commonly 
prescribed and 
consumed OTC, is 
compromised by its 
availability to the 
general public. 

N/A Data from a 
previously conducted 
large-scale scoping 
review on codeine 
plus additional 
literature identified 
as relevant 

OTC and 
prescription 
codeine 

Literature 
review 

The review highlights the complexities associated 
with monitoring public health awareness of 
codeine’s abuse potential, and customer/patients 
trends in non-compliant codeine use for therapeutic 
and recreational purposes. Aberrant codeine 
behaviours centre on visiting multiple doctors for 
prescriptions, repeated lost or stolen prescriptions, 
forging prescriptions and use of multiple 
pharmacies. Innovations to monitor misuse of 
codeine include national prescription databases and 
recent developments in real-time monitoring of 
dispensing activity. 

64 Van Hout 
(2015) 

To describe codeine 
intoxication 
experiences amongst 
recreational drug 
users, as posted on 
public Internet 
forums. 

N/A 96 trip reports and 
156 thread 
discussions on the 
internet relating to 
the sole use of 
codeine 

OTC and 
prescription 
codeine 

Phenomenology 
using trip 
reports and 
thread 
discussions 

Narratives illustrated transitions between medical 
and non-medical use of codeine for dulling of 
emotional and/or physical pain, opiate withdrawal 
management and for intoxication. There was 
discussion and dissemination of indigenous harm 
reduction tactics. Forum users describe potentiating 
practices and using OTC medications to improve 
intoxication experiences and reduce unpleasant side 
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effects. Dissociative effects, ability to ignore physical 
and emotional pain, codeine induced synaesthesia 
and altered states of consciousness were described.  

65 Van Hout 
et al. 
(2016) 

To present cases  
showing the 
potential of 
Buprenorphine 
Naloxone in the 
treatment and 
recovery of OTC 
codeine dependence. 

Ireland Four adult patients 
dependent on OTC 
codeine combination 
analgesics in Ireland 

OTC codeine Clinical case 
series 

Cases were consuming between 12 and 72 codeine- 
containing tablets/day. In three cases, consumption 
was linked to pain, with on-going misuse reflecting 
dependence on codeine. Cases were initiated on 
buprenorphine-naloxone, stabilised on doses of 
between 4mg/1mg and 14mg/3.5mg per day and 
remain on treatment without additional opioid use. 
Although anecdotal, these cases show the potential 
of effective opioid assisted treatment using 
buprenorphine-naloxone to successfully treat this 
distinct form of opioid dependence disorder. 

66 Van Hout, 
Hearne et 
al. 
(2017) 

To present a scoping 
review of available 
clinical case 
presentation 
literature on the use 
of buprenorphine-
naloxone in the 
treatment of codeine 
dependence. 

N/A Seven records (four 
single case studies 
and three case 
series) on codeine 
dependence treated 
with buprenorphine-
naloxone 

OTC and 
prescription 
codeine 

Scoping review 
of clinical case 
presentations 

Five themes emerged: (1) Patient Profiles; (2) History 
of Codeine Misuse; (3) Medical Problems; (4) Use of 
Other Substances; and (5) Buprenorphine-naloxone 
in the treatment of Codeine Dependence. The 
review highlights the complexities of patients with 
regards to pain, psychiatric illness, poly substance 
use and iatrogenic dependence, with findings 
encouraging in terms of patient stabilisation and 
recovery.  

67 Van Hout, 
Norman et 
al. 
(2017) 

To apply Liese and 
Franz’s (1996) 
cognitive 
developmental 
model of substance 
abuse to the in-depth 
narrative accounts of 
two samples of 

Ireland 
and 
South 
Africa 

Codeine misusers 
and dependent 
individuals in Ireland 
(n = 21) and South 
Africa (n = 25) 

OTC and 
prescription 
codeine 

Phenomenology 
using in-depth 
interviews  

Misuse and dependence pathways are maintained 
by the interplay between physiological determinants 
relating to pain, withdrawal and tolerance, and 
psychological influences such as therapeutic need, 
pre-empting of anticipated physical pain, pleasure 
from the dreamy sedative opiate effect and relief of 
emotional distress. Progression towards habitual use 
and misuse appears to be mediated by external 
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individuals from 
Ireland and South 
Africa experiencing 
codeine misuse and 
dependence. 

environmental triggers pertaining to availability, 
internal meta-cognitions around physical pain and 
emotional distress, and increasing importance of 
codeine in the life of the user. 

68 Van Hout, 
Rich et al. 
(2017) 

To gain an 
understanding of 
unique individual and 
collective 
experiences of 
trajectories of 
codeine misuse and 
dependence in South 
Africa. 

South 
Africa 

25 adult codeine 
misusers and 
dependents 
accessing South 
African treatment 
centres  

OTC and 
prescription 
codeine 

Phenomenology 
using in-depth 
interviews 

Nine themes with 63 categories emerged. Two 
additional high levels of abstraction emerged, which 
centred, first, on the concept of misuse of codeine as 
coping mechanism to manage and pre-empt the 
occurrence of physical and psychological pain, in 
many cases relating to severe trauma and distress 
and second, on the concept of the reinforcing nature 
of social circumstances in underpinning addiction. 
Findings are illustrated: participant profile and 
product preferences, motives for use, transitioning 
to misuse and dependence, pharmacy purchasing 
and alternative sourcing routes, effects and 
withdrawal experiences, help-seeking and treatment 
experiences, and strategies for prevention.  

69 Van Hout 
et al. 
(2018) 

To gain an 
understanding of 
individual and 
collective 
experiences of 
codeine use, 
pathways to misuse 
and dependence and 
experiences of 
treatment services in 
Ireland following the 
introduction of 

Ireland 21 adult codeine 
misusers and 
dependents, both 
actively using, in 
treatment and in 
recovery 

OTC and 
prescription 
codeine 

Phenomenology 
using in-depth 
interviews 

10 themes were identified: (1) profile and product 
preferences; (2) awareness of habit forming use and 
harm; (3) negotiating pharmacy sales; (4) alternative 
sourcing routes; (5) the codeine feeling; (6) the daily 
routine; (7) acute and chronic side effects; (8) social 
isolation; (9) withdrawal and dependence and (10) 
help-seeking and treatment experiences. Two 
concepts at a higher level of abstraction emerged: 
“emotional pain and user self-legitimization of use” 
and “entrapment into habit-forming and invisible 
dependent use”. These concepts were reported in 
different ways by a majority of participants.  
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guidelines for the 
safe supply of OTC 
codeine-based 
products. 

70 Weier and 
Farrugia 
(2020) 

To analyse the 
Australian 
Therapeutic Goods 
Administration “final 
decision and reasons 
for decisions” 
document, which 
outlines the 
consultation and 
decision-making 
process leading to 
the decision to make 
codeine prescription-
only in Australia, 
using Bacchi’s 
“what’s the problem 
represented to be” 
approach. 

Australia Australian 
Therapeutic Goods 
Administration 
scheduling delegate’s 
“final decision and 
reasons for 
decisions” document, 
which outlines the 
consultation and 
decision-making 
process leading to 
the rescheduling of 
OTC codeine 

OTC codeine Qualitative, 
policy analysis 

Abuse and dependence by people with chronic pain 
is the “problem” constituted by the decision. This 
problematisation limits the ways OTC codeine 
consumption can be understood. Notions of the 
“legitimate patient” and the “illegitimate consumer” 
or “abuser” are in different ways positioned as 
primarily responsible for managing their health. The 
problematisation produces codeine as the sole agent 
of harm in ways that background wider harm-
producing social arrangements. The “problem” of 
OTC codeine unreflexively reinforces medical 
authoring and expertise as the primary solution. 

71 Wells et al. 
(2018) 

To report on the 
results of a survey of 
customers 
purchasing OTC 
codeine containing 
medicinal products at 
pharmacies in 
Ireland, South Africa 
and England; 

England, 
Ireland, 
South 
Africa 

1,230 customers at 
the point of purchase 
of OTC medicinal 
products in 
pharmacies in 
Ireland; South Africa 
and England 

OTC codeine Exploratory 
cross-sectional 
survey, 
statistical 
analysis 

In Ireland 6% stated they purchased codeine 
containing products weekly, in South Africa 13% and 
in England 16%. In Ireland and England women are 
more likely to view codeine containing products as 
harmful. In England older adults are more likely to 
perceive codeine containing products as harmful. A 
higher proportion of customers in South Africa 
opposed restricting codeine containing products to 
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exploring use, 
sources of knowledge 
and perception of 
risks. 

prescription only when compared with people in 
Ireland and England. 

72 Wood et 
al. 
(2019) 

To evaluate the use 
of an online 
interactive clinical 
tool and/or clinical 
information via an 
online PDF-based 
platform for 
managing OTC 
codeine requests and 
codeine dependence. 

Australia 904 pharmacists OTC codeine Cross-sectional 
online survey, 
statistical 
analysis 

66.7% had not used the tool in the preceding 12 
months. The most common reason why pharmacists 
did not access either the online interactive, or online 
PDF clinical tools was that they had no knowledge of 
them. Older age of the pharmacist (50 years or older 
compared to younger than 30) predicted tool access. 
The access of the tool was positively associated with 
it being perceived as useful. 

73 Wright et 
al. 
(2016) 

To explore 
pharmacists’ 
perceptions about 
OTC drugs misuse, 
products involved 
and measures taken 
to address misuse. 

Scotland 709 community 
pharmacists in 
Scotland 

OTC 
medicines 

Cross-sectional 
postal survey, 
statistical 
analysis 

The proportion of pharmacists reporting suspected 
OTC misuse increased to 80.8% from 70.8% in 2006. 
Codeine-containing products were most frequently 
perceived to be misused; previously Nytol 
(diphenhydramine) had been most cited. Of 
pharmacists reporting suspected misuse, 91.3% had 
altered policies, including refusing sales and 
referring patients elsewhere. 

74 Zaprutko 
et al. 
(2016) 

To survey Polish 
pharmacists on the 
phenomenon of drug 
abuse containing 
dextromethorphan, 
codeine, 
pseudoephedrine or 
benzydamine.   

Poland 680 Pharmacy 
Technicians, Masters 
of Pharmacy and 
Pharmacy doctors 
and/or Professors 

OTC 
medicines 

Cross-sectional 
postal/email 
survey, 
statistical 
analysis 

The misuse of OTC drugs is increasing in Poland from 
pharmacists’ point of view. The most popular 
substance was pseudoephedrine followed by 
codeine and dextromethorphan. The main reason of 
misuse of these drugs could be related to the use of 
Internet and free access to these medications. 58.2% 
of respondents believed OTC drugs containing 
analysed substances should be moved into the 
prescription status. 
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Facebook 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Gumtree 
 

Do you regularly take non-prescription codeine (e.g. long-term daily use of Nurofen Plus, 
Panadeine, Panafen Plus, Dolased, Mersyndol)? Or have you in the past? If you live in North 
or North West Tasmania, we are interested in your opinions! 

You are invited to participate in a University of Tasmania study exploring opinions about 
over-the-counter (OTC) codeine dependence.  This anonymous online survey will involve 
choosing and rating statements that you agree or disagree with, as well as answering a 
number of short questions.  The survey will take around 20-30 minutes to complete. 

On completion of the online survey you will be invited to contact the researcher if you would 
like to participate in an individual telephone interview. On completion of the interview you 
will be compensated with a $50 Coles/Myer voucher for your time. 

Visit www.tinyurl.com/codeine-study to participate in this study, or call 0452 582 350 or 
email melissa.kirschbaum@utas.edu.au for more information.  

This study has been approved by the Tasmanian Social Sciences Human Research Ethics 
Committee [H0015843]. 
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Appendix C  Thematic groups used to sort concourse 
 

COM-B domain Heading used by Robert West 
(2013) 

Sub-heading and code 

CAPABILITY  1.1         Physical skills 

Knowledge of and ability to 
understand consequences 

2.1          Knowledge of addictive potential /own addiction 
                2.11 Aware 
                2.12 Unaware 
                           2.121 OTC drugs are safe 
2.2          Knowledge of OTC codeine formulation  
                2.21 Aware 
                2.22 Unaware 

Self-regulatory capacity and skills 3.1 Ability to self-control  
 3.11 Able to control drug use 
 3.12 Addiction is a personal choice 
 3.13 Addiction is a habit 
 3.14 Addiction is due to moral weakness 
                3.15 Personal responsibility for addiction 
3.2          Inability to control  
 3.21 No control of drug use 
 3.22 Addiction is caused by genetics 
 3.23 Addiction is a disease 
                3.24 Drug addicts have an addictive personality  
 3.25 No responsibility for addiction 

Knowledge of and ability to 
understand how to change 

4.1 Responsibility for recovery 
 4.11 Personal responsibility 
                4.12        External responsibility (reliance on others) 
4.2 Support for recovery 
                4.21 Lack of specific OTC codeine services 
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COM-B domain Heading used by Robert West 
(2013) 

Sub-heading and code 

              4.22 Lack of knowledge/support from healthcare professionals 
              4.23 Support from healthcare professionals 
              4.24 Pharmacotherapy 
              4.25 Family/religion/online support 
4.3        Other 

OPPORTUNITY Access to the addictive behaviour 5.1        Access to codeine OTC is too easy 
5.2        Perception of pharmacists 
              5.21 Blame  
              5.22 Pharmacists’ confidence and care when dealing with addicts 
              5.23 Pharmacists obstruct access 
              5.24 Decision to supply is based on appearance 
5.3        Cost 

 Cues in the physical environment 
that would permit or prompt change 

6.1        Reduce access 
              6.11 Up-schedule to prescription only 
                           6.111 Support for up-scheduling 
                           6.112 Arguments against up-scheduling 
                           6.113 Up-scheduling will force addicts to use alternative drugs 
              6.12           Real-time recording of sales  
                           6.121 Alternative solution to up-scheduling 
                           6.122 Forces people to give up 
                           6.123 Problems with real-time recording 
              6.13 Reduce pack sizes 
6.2        Change formulation 

   Cues in the social environment that 
prompt or remind about the 
addictive behaviour 

7.1        Social influences 
              7.11 Interpersonal influences (family/peers) 
              7.12 Culture/societal norms/environment 
              7.13 Circumstances causing addiction 
              7.14 Advertising 

 Cues in the social environment that 
would permit or prompt change 

8.1        Increase patient education/improve healthcare resources 
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COM-B domain Heading used by Robert West 
(2013) 

Sub-heading and code 

MOTIVATION Beliefs about the positive and 
negative features of the addictive 
behaviour 

9.1        Beliefs about positive features/consequences 
9.2        Beliefs about negative features/consequences 
              9.21 Negative features are significant 
              9.22 Negative features are minimal 
              9.23  Rationalisations 
              9.231 Immediate gratification 
              9.232 Comparison between risks 
              9.233 Other  

 General aspects of identity 10.1 General identity 

 Aspects of identity relating to the 
addictive behaviour 

11.1 Perspective on prevalence and severity of OTC codeine addiction 
                problem globally 
                11.11 It is a growing/serious problem 
                11.12 Only a small number of people are affected/majority use 
                                correctly 
11.2        Beliefs about who is addicted  
                11.21 Anyone can become addicted 
                11.22     Intelligence/occupation/education 
                11.23     Age/gender 
                11.24 Appearance/ability to maintain normal societal function 
11.3 Comparison to other addicts 
                11.31 Different to other addicts 
                           11.311     Different to stereotypical drug users 
                           11.312     Less serious/legal drug 
                11.32 The same as other addicts/addictions 
11.4 Views of life with and without codeine 
11.5 It is a lonely addiction 
11.6 Other people’s perceptions of addiction 

 Pleasure and satisfaction derived 
from the addictive behaviour 

12.1 Excitement/buzz/positive feelings 
12.2 Rebelliousness/defiance 
12.3 Freedom/relaxation 
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COM-B domain Heading used by Robert West 
(2013) 

Sub-heading and code 

  12.4 Generate response from others 

 Mental and physical discomfort 
arising from the addictive behaviour 

13.1 Shame 
13.2 Worry/regret 
13.3 Disappointment/disgust in self 

 Needs met by the addictive 
behaviour 

14.1 Pain relief 
               14.11 Pain relief is reason for use 
               14.12 Codeine is an effective pain reliever 
               14.13 Codeine is an ineffective pain reliever 
14.2 Coping with life 
14.3 Dealing with stress/anxiety 
14.4 Helping to feel normal 
14.5 Helping with depression/feeling better about oneself/increasing 
                confidence 
14.6 Numbing emotions 
14.7 Socialising/relief of boredom 

 Pleasure and satisfaction derived 
from, and needs met by, other 
activities 

15.1 Pleasure and satisfaction from other activities 
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Appendix D  Concourse table extract 
 

Original statement wording Statement reworded Code Source Source type Type of 
addiction 

Addiction 
theory (if 
specified) 

Date 
accessed 

Almost every patient misusing codeine is 
fully aware that they are consuming 
amounts in excess of recommended 
doses, often going to great lengths to 
hide this fact from their health 
professionals 

I am fully aware that I am 
consuming more OTC codeine 
than is recommended 

2.11 Therapeutic Goods 
Administration (2016a, p. 
115) 
 

Public 
submissions 

OTC 
codeine 

 7/9/16 

She was aware that the dosage was high 
but chose to ignore the dangers 

I ignore the dangers of 
regularly using OTC codeine   

2.11 Jinks (2014, September 
14) 

Newspaper 
article 

OTC 
codeine 

 7/2/17 

I didn't even know about it, that you 
could become addicted to them.  It sort 
of never occurred to me 

When I first started taking 
OTC codeine, I didn't even 
know that you could become 
dependent on it 

2.12 Nielsen et al. (2010, p. 5) 
 
 

Report OTC 
codeine 

 7/2/16 

Since they are available without 
prescription, they must be safe 

Since OTC codeine is available 
without a prescription it must 
be safe          

2.121 Therapeutic Goods 
Administration (2016b, p. 
140) 

Public 
submissions 

OTC 
codeine 

 31/8/16 

It’s not the codeine that is the poison in 
the tabs, it’s the paracetamol and 
ibruprofen 

It's not the codeine that is the 
problem in the tablets, it’s the 
paracetamol and 
ibuprofen         

2.31 Therapeutic Goods 
Administration (2016a, p. 
53) 
 

Public 
submissions 

OTC 
codeine 

 6/9/16 

I chose to be ignorant, I ignored the 
directions and just took it 

I ignore the directions on the 
OTC codeine box 

3.12 Browne (2014, September 
14) 

Newspaper 
article 

OTC 
codeine 

 7/2/17 

I was taking them out of habit more 
than anything else 

I take OTC codeine out of 
habit, more than for any 
other reason 

3.13 Cooper (2011, p. 55) 
 
 

Report OTC 
medicines 

 13/10/16 
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Original statement wording Statement reworded Code Source Source type Type of 
addiction 

Addiction 
theory (if 
specified) 

Date 
accessed 

Recovery is a continuous process that 
never ends 

Recovery from drug 
dependence is a continuous 
process that never ends         

3.21 D. Luke et al. (2002, p. 
100) 
Addiction Belief Inventory 

Validated 
Instrument 

Alcohol 
and dual 
diagnosis 

Chronic 
disease 

30/11/15 

I think smoking is connected with having 
an addictive personality 

I think OTC codeine 
dependence is connected 
with having an addictive 
personality 

3.24 Farrimond et al. (2010, p. 
985) 
 
 

Journal 
article 

Smoking  22/1/17 

It is not an addict's fault they use It’s not a person’s fault if they 
become dependent on OTC 
codeine 

3.25 D. Luke et al. (2002, p. 
100) 
Addiction Belief Inventory 

Validated 
Instrument 

Alcohol 
and dual 
diagnosis 

Responsi-
bility for 
actions 

30/11/15 

An addict must seek professional help A person dependent on OTC 
codeine needs professional 
help 

4.12 D. Luke et al. (2002, p. 
100) 
Addiction Belief Inventory 

Validated 
Instrument 

Alcohol 
and dual 
diagnosis 

Reliance 
on experts 

30/11/15 

I think centres are only provided for 
what they consider are more serious 
addictions. Even my GP doesn't take it 
that seriously 

Treatment centres are only 
provided for addictions that 
are considered more serious 
than OTC codeine 
dependence          

4.21 Drew1961 (2016c) Web forum OTC 
codeine 

 26/1/17 

The is nowhere where people like us can 
go 

There is nowhere that people 
dependent on OTC codeine 
can go for help 

4.21 Drew1961 (2016a) Web forum OTC 
codeine 

 26/1/17 

GP's are very dismissive when it comes 
to OTC addiction 

Health professionals are very 
dismissive when it comes to 
OTC codeine dependence         

4.22 ellenbe (2016) Web forum OTC 
codeine 

 26/1/17 

It really disappoints me what little help 
and knowledge the people in power 
have on the subject 

Health professionals have 
little knowledge about OTC 
codeine dependence         

4.22 nikki48530 (2016) Web forum OTC 
codeine 

 26/1/17 

I didn't want to have to go through it 
(treatment) again.  I was in there with all 
these hardened drug users 

People dependent on OTC 
codeine should not have to 
receive treatment together 

4.24 Nielsen et al. (2010, p. 46) 
 

Report OTC 
codeine 

 10/10/16 
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Original statement wording Statement reworded Code Source Source type Type of 
addiction 

Addiction 
theory (if 
specified) 

Date 
accessed 

with people dependent on 
other types of drugs 

Medication is helpful in supporting 
recovery from alcohol/drug addiction 

Medication is helpful in 
supporting recovery from OTC 
codeine dependence 

4.24 Shinebourne and Adams 
(2007, p. 218) 
 

Journal 
article 

Alcohol 
and drugs 

 23/1/17 

Re-scheduling might be said to be 
denying patients the right to timely pain 
relief 

Making codeine prescription-
only denies patients the right 
to timely pain relief 

6.112 Therapeutic Goods 
Administration (2016b, p. 
4) 

Public 
submissions 

OTC 
codeine 

 24/8/16 

Placing buyers of codeine names on a 
national database like Pseudoephedrine 
is possible another answer to this 
problem 

Recording OTC codeine 
buyers' names on a national 
database is a suitable solution 
to the problem of OTC 
codeine dependence  

6.121 Therapeutic Goods 
Administration (2016b, p. 
128) 
 
 

Public 
submissions 

OTC 
codeine 

 31/8/16 

However, the addiction often goes 
unnoticed because taking such 
painkillers on a regular basis is socially 
acceptable 

Taking OTC codeine on a 
regular basis is socially 
acceptable 

7.12 Devlin (2009, September 
4) 
 
 

Newspaper 
article 

OTC 
codeine 

 7/2/17 

An addicted person uses drugs to avoid 
personal problems 

I use OTC codeine to 
overcome personal problems 

7.13 D. Luke et al. (2002, p. 
100) 
Addiction Belief Inventory 

Validated 
Instrument 

Alcohol 
and dual 
diagnosis 

Coping 30/11/15 

I use drugs/alcohol because 
circumstances force me to do so 

I use OTC codeine because 
circumstances force me to do 
so    

7.13 Campbell and Chang 
(2006, p. 769) 
Drug Attitude Scale  

Validated 
instrument 

Alcohol 
and drugs 

 31/7/16 

Low-dose codeine can also "unmask a 
fondness" for opioids, leading people to 
even stronger drugs 

OTC codeine can lead people 
to use even stronger drugs 

9.21 Yang and Zlomislic (2015, 
January 17) 
 

Newspaper 
article 

OTC 
codeine 

 7/2/17 

Daily use of small amounts of 
substances like marijuana is not 
necessarily harmful 

Daily use of OTC codeine is 
not necessarily harmful 

9.22 Broadus and Evans (2015, 
p. 130) 
Public Attitudes About 
Addiction Survey 

Validated 
instrument 

Alcohol, 
drugs, 
non-drug 
addictions 

Nature 
model 

4/2/16 
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Original statement wording Statement reworded Code Source Source type Type of 
addiction 

Addiction 
theory (if 
specified) 

Date 
accessed 

The dangers associated with the use of 
drugs/alcohol are exaggerated 

The dangers associated with 
the use of OTC codeine are 
exaggerated 

9.22 Campbell and Chang 
(2006, p. 769) 
Drug Attitude Scale  

Validated 
instrument 

Alcohol 
and drugs 

 31/7/16 

I feel codeine addiction isn't widely 
accepted enough as being a serious 
addiction problem 

OTC codeine dependence isn't 
recognised as a serious 
problem         

11.11 scorpio_gal (2016, March 
30) 
 

Web forum OTC 
codeine 

 3/2/17 

There is a big problem with misuse of 
codeine in the community  

OTC codeine misuse is a big 
problem in the 
community          

11.11 Therapeutic Goods 
Administration (2016b, p. 
17) 

Public 
submissions 

OTC 
codeine 

 24/8/16 

Anyone can become an addict Anyone can become 
dependent on OTC codeine 

11.21 Broadus and Evans (2015, 
p. 129) 
Public Attitudes About 
Addiction Survey 

Validated 
instrument 

Alcohol, 
drugs, 
non-drug 
addictions 

Psych-
ology 
model 

4/2/16 

They wouldn't say looking at me I was a 
drug addict, no way 

You can’t tell that a person is 
dependent on OTC codeine by 
looking at them 

11.24 Cooper (2011, p. 57) 
 

Report OTC 
medicines 

 13/10/16 

I’d always look at those people and go 
they’re accidental addicts whereas I 
mightn’t necessarily have that opinion of 
other people who are addicted to things. 
...you know, they’re addicted but 
addiction isn’t something that’s in their 
social class as far as they’re concerned  

People who take OTC codeine 
become dependent by 
accident 

11.311 Carney et al. (2016, p. 363) 
 

Journal 
article 

OTC 
codeine 

 30/10/16 

I'm an addict and my addiction, because 
I don't use intravenously, is no better or 
acceptable than anyone else's. There is 
no difference to me and a homeless 
injecting addict. We're both suffering 
from the same affliction 

There is little difference 
between an OTC codeine 
addict and an injecting drug 
addict 

11.32 Ashamed1980 (2016b) Web forum OTC 
codeine 

 26/1/17 
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Original statement wording Statement reworded Code Source Source type Type of 
addiction 

Addiction 
theory (if 
specified) 

Date 
accessed 

I decided that my life on the N+ was 
better than life without it  

My life on OTC codeine is 
better than life without it     

11.4 dave570 (2011, January 
18) 

Web forum OTC 
codeine 

 3/2/17 

I feel that to stop smoking would be to 
lose part of myself 

To stop taking OTC codeine 
would be like losing part of 
myself 

11.4 Farrimond et al. (2010, p. 
985) 
 

Journal 
article 

Smoking  22/1/17 

I think I am a better person without 
codeine 

I am a better person without 
OTC codeine          

11.4 ellenbe (2016) Web forum OTC 
codeine 

 26/1/17 

Stopping smoking would be like losing a 
best friend  

Stopping OTC codeine would 
be like losing a best friend 

11.4 Farrimond et al. (2010, p. 
985) 

Journal 
article 

Smoking  22/1/17 

Being seen as a smoker really doesn’t 
bother me  

Being seen as a regular user 
of OTC codeine doesn't 
bother me 

11.6 Farrimond et al. (2010, p. 
985) 
 

Journal 
article 

Smoking  22/1/17 

In the beginning, it started as a way to 
relax  

I use OTC codeine as a way to 
relax 

12.3 Therapeutic Goods 
Administration (2016b, p. 
366) 

Public 
submissions 

OTC 
codeine 

 3/9/16 

I do feel a sense of shame and 
substantial guilt for doing it with new 
people and that's the reason why I do 
try and hide it 

I hide my use of OTC codeine 
from others 

13.1 Cooper (2011, p. 59) 
 

Report OTC 
medicines 

 13/10/16 

I feel ashamed of having used 
alcohol/drugs 

I feel ashamed of using OTC 
codeine 

13.1 L. R. Smith et al. (2016, p. 
38) 
Substance Use Stigma 
Mechanisms Scale  

Validated 
instrument 

Alcohol 
and drugs 

Self 31/7/16 

I ALWAYS regret taking them  I always regret taking OTC 
codeine          

13.2 groundhog_day (2011, 
January 8) 

Web forum OTC 
codeine 

 3/2/17 

I give a lot of thought to what cigarettes 
are doing to my health 

I give a lot of thought to what 
OTC codeine is doing to my 
health 

13.2 Farrimond et al. (2010, p. 
985) 
 

Journal 
article 

Smoking  22/1/17 
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Original statement wording Statement reworded Code Source Source type Type of 
addiction 

Addiction 
theory (if 
specified) 

Date 
accessed 

I think less of myself because I used 
alcohol/drugs 

I think less of myself because I 
use OTC codeine 

13.3 L. R. Smith et al. (2016, p. 
38) 
Substance Use Stigma 
Mechanisms Scale 

Validated 
instrument 

Alcohol 
and drugs 

Self 31/7/16 

The perception by one pharmacist that 
most codeine dependency stems from 
pain conditions as opposed to 
intentional codeine abuse was an 
interesting perception 

I take OTC codeine to treat 
physical pain 

14.11 Nielsen et al. (2010, p. 64) 
 
 
 

Report OTC 
codeine 

 12/10/16 

It's the only way I can cope with things.. 
Cope with life 

I take OTC codeine to cope 
with life 

14.2 Nielsen et al. (2010, pp. 
41-42) 

Report OTC 
codeine 

 10/10/16 

I had to take it to feel normal I have to take OTC codeine to 
feel normal 

14.4 Nielsen et al. (2010, p. 42) 
 

Report OTC 
codeine 

 10/10/16 

I always deep down knew I was abusing 
it but some of my thoughts were, so 
what? 

I always deep down knew I 
was misusing OTC codeine 

2.11 Van Hout, Norman, et al. 
(2017, p. 245) 

Journal 
article 

OTC 
codeine 

 23/3/17 

I knew what I was doing from the start (I 
didn't get them for pain, I got them to 
experiment with) 

I first started taking OTC 
codeine to experiment with 
the drug (not for pain) 

2.11 Mapacho (2011, May 3) Web forum OTC 
codeine 

 3/2/17 

I realise completely that every time I 
take my hit I'm risking my life, and I just 
don't care  

Every time I take OTC codeine 
I'm risking my life 

2.11 Luke (2014, November 23) Web forum OTC 
codeine 

 28/1/17 

I feel that my use of drugs/alcohol is 
normal 

I feel that my use of OTC 
codeine is normal 

2.12 Campbell and Chang 
(2006, p. 769)   
Drug Attitude Scale 

Validated 
instrument 

Alcohol 
and drugs 

 31/7/16 

Oh you can’t get addicted to 12mg or 
10mg or whatever 

You can't get addicted to OTC 
codeine 

2.12 Cooper (2011, p. 36) Report OTC 
medicines 

 13/10/16 
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Original statement wording Statement reworded Code Source Source type Type of 
addiction 

Addiction 
theory (if 
specified) 

Date 
accessed 

Addicts can learn to control their using OTC codeine addicts can learn 
to control their codeine use 

3.11 D. Luke et al. (2002, p. 
100) 
Addiction Belief Inventory 

Validated 
instrument 

Alcohol 
and dual 
diagnosis 

Inability to 
control 

30/11/15 

I can stop using drugs/alcohol whenever 
I want to 

I can stop using OTC codeine 
whenever I want to 

3.11 Campbell and Chang 
(2006, p. 769)   
Drug Attitude Scale 

Validated 
instrument 

Alcohol 
and drugs 

 31/7/16 

I control my smoking, my smoking 
doesn’t control me 

I control my OTC codeine use, 
OTC codeine doesn't control 
me 

3.11 Farrimond et al. (2010, p. 
985) 

Journal 
article 

Smoking  22/1/17 

Addiction is a choice Addiction is a choice 3.12 Broadus and Evans (2015, 
p. 130) 
Public Attitudes About 
Addiction Survey 

Validated 
instrument 

Alcohol, 
drugs, 
non-drug 
addictions 

Moral 
model 

4/2/16 

He lacks willpower I lack willpower 3.14 Hatgis et al. (2008, p. 702) 
Attributions Of 
Responsibility For 
Addiction Scale 

Validated 
instrument 

Alcohol 
and illicit 
drugs 

Internal 
respons-
ibility 

4/2/16 

Addicts are personally responsible for 
their addiction 

Addicts are personally 
responsible for their addiction 

3.15 D. Luke et al. (2002, p. 
100) 
Addiction Belief Inventory 

Validated 
instrument 

Alcohol 
and dual 
diagnosis 

Moral 
weakness 

30/11/15 

I have got no one else to blame but 
myself definitely 

I have got no one else to 
blame but myself for my OTC 
codeine use 

3.15 Cooper (2011, p. 61) Report OTC 
medicines 

 13/10/16 

"Once an addict, always an addict" is a 
true statement 

"Once an addict, always an 
addict" is a true statement 

3.21 Broadus and Evans (2015, 
p. 130) 
Public Attitudes About 
Addiction Survey 

Validated 
instrument 

Alcohol, 
drugs, 
non-drug 
addictions 

Disease 
model 

4/2/16 

Abstinence is the only way to control 
alcoholism/drug addiction 

Abstinence is the only way to 
control OTC codeine addiction 

3.21 Schaler (1995, p. 124) 
The Addiction Belief Scale 

Validated 
instrument 

Alcohol 
and drugs 

Disease 
model 

31/7/16 
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Original statement wording Statement reworded Code Source Source type Type of 
addiction 

Addiction 
theory (if 
specified) 

Date 
accessed 

Addicted people are powerless over 
alcohol/addictive substances 

Addicted people are 
powerless over addictive 
substances 

3.21 Shinebourne and Adams 
(2007, p. 219) 

Journal 
article 

Alcohol 
and drugs 

 23/1/17 

All heroin use leads to addiction All OTC codeine use leads to 
addiction 

3.21 Chappel et al. (1985, p. 50) 
Substance Abuse Attitude 
Survey 

Validated 
instrument 

Alcohol, 
tobacco, 
prescript-
ion and 
illicit drug 
abuse 

Nonstereo
-types 

3/2/16 

I know I will be an opiate addict for life I know I will be a regular user 
of codeine for life 

3.21 BadlyDrawnGrrl (2013, 
May 12) 

Web forum OTC 
codeine 

 26/1/17 

Drug addiction is inherited Drug addiction is genetically 
inherited 

3.22 D. Luke et al. (2002, p. 
100) 
Addiction Belief Inventory 

Validated 
instrument 

Alcohol 
and dual 
diagnosis 

Genetic 
basis 

30/11/15 

Drug abuse is a disease Drug addiction is a disease 3.23 D. Luke et al. (2002, p. 
100) 
Addiction Belief Inventory 

Validated 
instrument 

Alcohol 
and dual 
diagnosis 

Chronic 
disease 

30/11/15 

Drug addiction is a treatable illness Drug addiction is treatable 3.23 Chappel et al. (1985, p. 51) 
Substance Abuse Attitude 
Survey 

Validated 
instrument 

Alcohol, 
tobacco, 
prescript-
ion and 
illicit drug 
abuse 

Treatment 
optimism 

3/2/16 

Success in quitting the use of 
drugs/alcohol is based on luck 

Success in quitting OTC 
codeine is based on luck 

3.25 Campbell and Chang 
(2006, p. 769)   
Drug Attitude Scale 

Validated 
instrument 

Alcohol 
and drugs 

 31/7/16 

Addicts are responsible for their 
recovery 

Addicts are responsible for 
their recovery 

4.11 D. Luke et al. (2002, p. 
100) 
Addiction Belief Inventory 

Validated 
instrument 

Alcohol 
and dual 
diagnosis 

Respons-
ibility for 
recovery 

30/11/15 
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Original statement wording Statement reworded Code Source Source type Type of 
addiction 

Addiction 
theory (if 
specified) 

Date 
accessed 

I can solve my alcohol/drugs problem by 
myself 

Addicts can solve their drug 
problem on their own 

4.11 Campbell and Chang 
(2006, p. 769)   
Drug Attitude Scale 

Validated 
instrument 

Alcohol 
and drugs 

 31/7/16 

The best way to overcome addiction is 
by relying on your own willpower 

The best way to overcome 
addiction is by relying on your 
own willpower 

4.11 Schaler (1995, p. 124) 
The Addiction Belief Scale 

Validated 
instrument 

Alcohol 
and drugs 

Free-will 
model 

31/7/16 

Support services are readily available in 
my area to help those with a codeine 
dependence problem 

Support services are readily 
available in my area to help 
those with an OTC codeine 
addiction problem 

4.23 Foley et al. (2016, p. 6) Journal 
article 

OTC 
codeine 

 21/3/17 

A number of participants made 
reference to online forums and support 
groups, identifying that knowing they 
were not alone was important to them 

Support groups play an 
important role in the recovery 
from OTC codeine addiction 

4.25 Nielsen et al. (2010, p. 46) Report OTC 
codeine 

 12/10/16 

Family involvement is a very important 
part of the treatment of alcohol and 
drug addiction 

Family support is very 
important in the treatment of 
OTC codeine addiction 

4.25 Chappel et al. (1985, p. 50) 
Substance Abuse Attitude 
Survey 

Validated 
instrument 

Alcohol, 
tobacco, 
prescript-
ion and 
illicit drug 
abuse 

Treatment 
inter-
vention 

3/2/16 

Group therapy is very important in the 
treatment of alcoholism or drug 
addiction 

Group therapy is very 
important in the treatment of 
OTC codeine addiction 

4.25 Chappel et al. (1985, p. 50) 
Substance Abuse Attitude 
Survey 

Validated 
instrument 

Alcohol, 
tobacco, 
prescript-
ion and 
illicit drug 
abuse 

Treatment 
inter-
vention 

3/2/16 

Religious or spiritual engagement 
supports recovery from addiction 

Religious or spiritual 
engagement supports 
recovery from addiction 

4.25 Shinebourne and Adams 
(2007, p. 218) 

Journal 
article 

Alcohol 
and drugs 

 23/1/17 



 284 

Original statement wording Statement reworded Code Source Source type Type of 
addiction 

Addiction 
theory (if 
specified) 

Date 
accessed 

You can't "just stop".  It is an addictive 
substance and needs to be withdrawn 
slowly 

You can't "just stop" codeine.  
It is an addictive substance 
and needs to be withdrawn 
slowly 

4.3 WigWamBam (2007, June 
30) 

Web forum OTC 
codeine 

 3/2/17 

Criminal really how they're allowed to 
sell these over a chemist’s counter when 
they are so addictive 

It is criminal that pharmacies 
are allowed to sell codeine 
without a prescription when it 
is so addictive 

5.1 davey570 (2012, 
September 20) 

Web forum OTC 
codeine 

 29/1/17 

I wish it were harder to get (OTC 
codeine) 

I wish it was harder to get 
OTC codeine 

5.1 Drew1961 (2016b) Web forum OTC 
codeine 

 26/1/17 

I don't blame the pharmacists, at all I blame the pharmacists for 
my OTC codeine use 

5.21 BadlyDrawnGrrl (2013, 
May 12) 

Web forum OTC 
codeine 

 26/1/17 

Several questioned why pharmacies had 
not done more to prevent supplies 

Pharmacists should do more 
to prevent the supply of OTC 
codeine 

5.21 Cooper (2011, p. 41) Report OTC 
medicines 

 13/10/16 

I think it’s a very cost effective habit 
(compared to heroin), that’s why it’s 
maintained 

OTC codeine is a very cost 
effective habit compared to 
other drugs 

5.3 Nielsen et al. (2010, p. 22) Report OTC 
codeine 

 7/2/16 

The TGA decision to reschedule OTC 
codeine-based products, announced 
today, will save the lives of many 
Australians 

Making codeine prescription-
only will save the lives of 
many Australians 

6.111 The Royal Australian 
College of General 
Practitioners (2016, 
December 20) 

Newspaper 
article 

OTC 
codeine 

 5/2/17 

It is clear that the proposed scheduling is 
a massive over reaction.  The massively 
vast number of responsible users should 
not be punished for the sins of the 
miniscule 

Making codeine prescription-
only is a massive over 
reaction 

6.112 Therapeutic Goods 
Administration (2016a, p. 
19) 
 

Public 
submissions 

OTC 
codeine 

 6/9/16 

I have felt pressure from my friends that 
I ought to smoke 

I have felt pressure from 
others to use OTC codeine 

7.11 Moss and Bould (2009, p. 
39) 

Journal 
article 

Smoking  22/1/17 
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Original statement wording Statement reworded Code Source Source type Type of 
addiction 

Addiction 
theory (if 
specified) 

Date 
accessed 

I think my smoking is very much down to 
people around me smoking 

I use OTC codeine because 
people around me use it 

7.11 Farrimond et al. (2010, p. 
984) 

Journal 
article 

Smoking  22/1/17 

I think people should have the 
knowledge that you can extract the 
codeine because I think too many 
people are giving themselves irreparable 
liver damage and stomach damage by 
eating handfuls of pills 

People should be given 
information about how to 
extract the codeine from OTC 
codeine preparations 

8.1 Nielsen et al. (2010, p. 50) Report OTC 
codeine 

 12/10/16 

Patients are given sufficient information 
on use of OTC medicines containing 
codeine 

People are given sufficient 
information when they 
purchase OTC codeine 

8.1 Foley et al. (2016, p. 6) Journal 
article 

OTC 
codeine 

 21/3/17 

People fail to consider that some 
addictive behaviours may be positive 

Some aspects of OTC codeine 
addiction are positive 

9.1 Broadus and Evans (2015, 
p. 130) 
Public Attitudes About 
Addiction Survey 

Validated 
instrument 

Alcohol, 
drugs, 
non-drug 
addictions 

Nature 
model 

4/2/16 

Codeine is one of the hardest drugs to 
get off 

Codeine is one of the hardest 
drugs to get off 

9.21 lisa (2013, January 8) Web forum OTC 
codeine 

 28/1/17 

I’m sure the damage done to his mind 
and his body from being a long term 
addict of codeine is irreversible 

The damage done from being 
a long term OTC codeine 
addict is irreversible 

9.21 Therapeutic Goods 
Administration (2016b, p. 
128) 

Public 
submissions 

OTC 
codeine 

 31/8/16 

N+ is poison OTC codeine is poison 9.21 Gus55 (2011, July 16) Web forum OTC 
codeine 

 3/2/17 

One day this addiction will kill me and 
it's a waiting game 

One day OTC codeine will kill 
me and it's a waiting game 

9.21 Ashamed1980 (2016a) Web forum OTC 
codeine 

 26/1/17 

The damage and destruction addiction 
causes not just to the addict’s life and 
health but those around them are 
overwhelming and devastating 

The damage and destruction 
that OTC codeine causes is 
devastating 

9.21 Therapeutic Goods 
Administration (2016b, p. 
128) 

Public 
submissions 

OTC 
codeine 

 31/8/16 
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Original statement wording Statement reworded Code Source Source type Type of 
addiction 

Addiction 
theory (if 
specified) 

Date 
accessed 

I smoke because life is short, and I want 
to live for today 

I take OTC codeine because 
life is short, and I want to live 
for today 

9.231 Farrimond et al. (2010, p. 
985) 

Journal 
article 

Smoking  22/1/17 

Alcohol is a poison far more dangerous 
than codeine 

Alcohol is far more dangerous 
than OTC codeine 

9.232 Therapeutic Goods 
Administration (2016a, p. 
267) 

Public 
submissions 

OTC 
codeine 

 11/9/16 

In trying to understand how people 
rationalised using such high doses 
without recognising that a problem had 
developed revealed a perception that 
requiring higher doses (as time passed) 
was normal 

It is normal to require higher 
doses of OTC codeine as time 
passes 

9.233 Nielsen et al. (2010, p. 31) Report OTC 
codeine 

 7/2/16 

Some participants thought that because 
they were taking some precautions (e.g., 
taking after food) it was acceptable.  If I 
have them after food it’s ok.  I guess it’s 
a mental thing as well because it’s 
something I’m ashamed of but if I do 
partly the right thing I can somehow 
justify it in my own little world 

It is ok to take more than the 
recommended dose of OTC 
codeine if you take 
precautions 

9.233 Nielsen et al. (2010, p. 31) Report OTC 
codeine 

 7/2/16 

The vast majority of consumers use OTC 
codeine containing products 
appropriately 

Most people use OTC codeine 
appropriately 

11.12 Haggan (2015) Journal 
article 

OTC 
codeine 

 27/10/16 

I am quite a rational, intelligent person.  
How I didn't compute that there was 
something going on, I have no idea.  But 
I didn't 

I am an intelligent person 11.22 Cooper (2011, p. 61) Report OTC 
medicines 

 13/10/16 

You're not a homeless, shaking drug 
addiction with needle marks, you're 
respectable. You have a job and a life 

I am a respectable person 11.311 Ashamed1980 (2016b) Web forum OTC 
codeine 

 26/1/17 
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Original statement wording Statement reworded Code Source Source type Type of 
addiction 

Addiction 
theory (if 
specified) 

Date 
accessed 

He'd never dream of doing anything 
illegal, but taking a couple more pills 
than the recommended daily intake 
couldn't hurt 

I would never do anything 
illegal 

11.312 L. Scott (2013, August 31) Newspaper 
article 

OTC 
codeine 

 28/1/17 

It was a commonly reported perception 
that OTC codeine was distinct from both 
illicit drugs, prescription drugs, and 
perhaps more similar to drugs like 
alcohol and nicotine.  For some the 
availability in shops was linked to its 
perception of being a less serious drug 

OTC codeine is more similar 
to drugs like alcohol and 
nicotine than to illicit drugs 

11.312 Nielsen et al. (2010, p. 38) Report OTC 
codeine 

 10/10/16 

The perception that OTC codeine was 
more respectable than illicit drugs was 
also expressed: Much more 
respectable… certainly there was no 
illicitness in it whatsover, so it was great 

OTC codeine addiction is 
more respectable than 
addiction to illicit drugs 

11.312 Nielsen et al. (2010, p. 37) Report OTC 
codeine 

 10/10/16 

This is an addiction that is as bad as 
heroin 

OTC codeine addiction is as 
bad as heroin addiction 

11.32 Devlin (2009, September 
4) 

Newspaper 
article 

OTC 
codeine 

 7/2/17 

As sad as it is, I prefer who I am when I 
take it 

I prefer who I am when I take 
OTC codeine 

11.4 Becky07 (2016) Web forum OTC 
codeine 

 26/1/17 

Its a very lonely addiction as u can feel 
so isolated and embarassed by it 

Being a regular user of OTC 
codeine makes me feel lonely 
and isolated 

11.5 Angel137 (2012, 
September 28) 

Web forum OTC 
codeine 

 29/1/17 

He then takes by the handful (i.e. 30-40 
tabs at a time) three times daily "for a 
buzz of energy" 

I take OTC codeine for the 
buzz 

12.1 Therapeutic Goods 
Administration (2016b, p. 
136) 

Public 
submissions 

OTC 
codeine 

 31/8/16 

What causes addiction?  The instant 
reward a person feels from certain 
behaviours leads to addiction 

The instant reward a person 
feels from taking OTC codeine 
leads to addiction 

12.1 Broadus and Evans (2015, 
p. 129) 
Public Attitudes About 
Addiction Survey 

Validated 
instrument 

Alcohol, 
drugs, 
non-drug 
addictions 

Psychology 
model 

4/2/16 
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Original statement wording Statement reworded Code Source Source type Type of 
addiction 

Addiction 
theory (if 
specified) 

Date 
accessed 

Nurofen Plus and Panadeine are very 
effective analgesics 

OTC codeine is a very 
effective pain reliever 

14.12 Bone (2012, October 1) Newspaper 
article 

OTC 
codeine 

 7/2/17 

We're pretty much all the same in that 
we're just trying to numb emotions 

I use OTC codeine to numb 
my emotions 

14.6 Nielsen et al. (2010, p. 46) Report OTC 
codeine 

 10/10/16 

Mine (addiction) is a lot to do with 
boredom (I think) plus, of course the 
buzz, as you said "mental addiction" 

My use of OTC codeine has a 
lot to do with boredom 

14.7 sue1155 (2017) Web forum OTC 
codeine 

 25/1/17 

The same way people drink, it's a social 
thing 

My OTC codeine use is a 
social thing, like social 
drinking 

14.7 Tuckey (2009, p. 49) Thesis OTC 
codeine 

 1/11/16 
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Appendix E  Delphi survey screenshots 
 

Round One 
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Round Two 
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Appendix F  Q sort screenshot 
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