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How Do iPED’s Work?



Image and Performance 
Enhancing Drugs:

An umbrella term 
encompassing a wide 

range of substances that 
have differing effects. 

What are iPED’s?



Anabolic Androgenic Steroids 
(AAS)





How Steroids Work – Simplified 

Lipid-soluble

Diffuse directly into the cell

Bind to specific steroid receptor 

Go to nucleus 

Influence gene transcription

Genes determine which proteins are produced

The proteins produced affect the structure and function of that 
cell 

In skeletal muscle, testosterone and its derivatives primarily 
increase the production of action and myosin (the ones that make 

you big and strong). 



Regis et al, 2015. 

The body regulates its 

testosterone levels 

through the binding of 

testosterone to albumin

and SHBG. 



Put simply, if you put enough of an anabolic steroid 

into the body, that the body’s normal regulatory 

mechanisms can’t quite cope with, you end up with 

more free androgens making it to your muscle and 

influencing the function of the muscle. 



Do They Actually Work? 
Do They Make You Bigger and Stronger?



Yes!



But How Much of A 
Difference?



Everyone Responds Differently 



Psychology Influences 
Physiology & Performance 



When people simply 

believe they are 

taking steroids, it 

leads to significant 

increases in strength 

and performance. 



It’s Not All In The Head 

Bhasin et al., 1996



“Change in strength was 52% greater in the AAS 

group compared to placebo……

..In healthy exercising adults, AAS use is 

associated with a small absolute increase in 

muscle strength and moderate increase in lean 

mass………

..However, the transparency and completeness of 

adverse effect reporting varied, most studies were 

of short duration, and doses studied may not 

reflect actual use by athletes.”



What Are The Current Laws And Rules 
Regarding Their Use In Sports?



Ernst Laquer

Synthesized Testosterone 
in 1935 



Testosterone was administered to malnourished 

soldiers during world war II, who then displayed 

weight gain and improved performance.



Allegedly, the Russian weightlifting team 

injected themselves with testosterone before 

the 1954 world championships in Vienna. 



After witnessing the 

advantages of steroid use, 

American doctor

John Ziegler developed a 

novel anabolic steroid, 

methandrostenolone, 

which was sold under the 

trade name "Dianabol". 



1967 – IOC bans performance enhancing 
substances

1976 – Reliable test developed to detect 
anabolic steroids



WADA

The World Anti-Doping Agency (WADA) was established in 1999 as an 
international independent agency composed and funded equally by the 
sport movement and governments of the world. Its key activities include 

scientific research, education, development of anti-doping capacities, and 
monitoring of the World Anti-Doping Code (Code) – the document 

harmonizing anti-doping policies in all sports and all countries.

https://www.wada-ama.org/en/what-we-do/the-code


What is Prohibited?

Three classifications:

1. Prohibited at all times

2. Prohibited In-Competition:

e.g. Cannabis

3. Prohibited in particular sports:

e.g. Beta-blockers in archery, darts, golf etc.



Substances Prohibited At All Times 

- Anabolic Agents

- Peptide hormones, growth factors, related substances and mimetics

- Beta-2 agonists

- Hormone and metabolic modulators

- Diuretics and masking agents 



1. 1-Androstenediol (5α-
androst-1-ene-3β, 17β-
diol)

2. 1-Androstenedione (5α-
androst-1-ene-3, 17-
dione)

3. 1-Androsterone (3α-
hydroxy-5α-androst-1-
ene-17-one)

4. 1-Epiandrosterone (3β-
hydroxy-5α-androst- 1-
ene-17-one)

5. 1-Testosterone (17β-
hydroxy-5α-androst-1- en-
3-one)

6. 4-Androstenediol 
(androst-4-ene-3β,17β-
diol)

7. 4-
Hydroxytestosterone (4,17
β-dihydroxyandrost-4-en-
3-one)

8. 5-Androstenedione 
(androst-5-ene-3,17-
dione)

9. 7α-hydroxy-DHEA
10. 7β-hydroxy-DHEA
11. 7-Keto-DHEA
12. 19-

Norandrostenediol (e
str-4-ene-3,17-diol)

13. 19-
Norandrostenedione (
estr-4-ene-3,17-
dione)

14. Androstanolone (5α-
dihydrotestosterone, 1
7β-hydroxy-5α-
androstan-3-one)

15. Androstenediol
(androst-5-ene-
3β,17β-diol)

16. Androstenedione
(androst-4-ene-3,17-
dione)

17. Bolasterone
18. Boldenone
19. Boldione (androsta-

1,4-diene-3,17-dione)

20. Calusterone
21. Clostebol
22. Danazol

([1,2]oxazolo[4’,5’:2,3]p
regna-4-en- 20-yn-17α-
ol)

23. Dehydrochlormethyltes
tosterone (4-chloro-
17β-hydroxy-17α-
methylandrosta-1,4-
dien- 3-one)

24. Desoxymethyltestoster
one (17α-methyl-5α-
androst-2-en-17β-ol
and 17α-methyl-5α-
androst-3-en-17β-ol)

25. Drostanolone
26. Epiandrosterone (3β-

hydroxy-5α-androstan-
17-one)

27. Epi-dihydrotestosterone
(17β-hydroxy-5β-
androstan-3-one)

28. Epitestosterone
29. Ethylestrenol (19-

norpregna-4-en-17α-ol)
30. Fluoxymesterone
31. Formebolone
32. Furazabol (17α-methyl

[1,2,5] oxadiazolo[3’,4’:
2,3]-5α-androstan-17β-
ol)

33. Gestrinone
34. Mestanolone
35. Mesterolone
36. Metandienone (17β-

hydroxy-17α-
methylandrosta-1,4-
dien-3-one)

37. Metenolone
38. Methandriol
39. Methasterone (17β-

hydroxy-2α,17α-
dimethyl-5α-
androstan-3-one)

40. Methyl-1-testosterone 
(17β-hydroxy-17α-
methyl-5α-androst-1-

en-3-one)

41. Methylclostebol
42. Methyldienolone (17β-

hydroxy-17α- methylestra-
4,9-dien-3-one)

43. Methylnortestosterone
(17β-hydroxy-17α-
methylestr-4-en-3-one)

44. Methyltestosterone
45. Metribolone

(methyltrienolone, 17β-
hydroxy- 17α-methylestra-
4,9,11-trien-3-one)

46. Mibolerone
47. Nandrolone (19-

nortestosterone)
48. Norboletone
49. Norclostebol (4-chloro-

17β-ol-estr-4-en-3- one)
50. Norethandrolone
51. Oxabolone
52. Oxandrolone
53. Oxymesterone
54. Oxymetholone

55. Prasterone
(dehydroepiandros
terone, DHEA, 3β-
hydroxyandrost-5-
en-17-one)

56. Prostanozol (17β-
[(tetrahydropyran-
2-yl) oxy]-1’H-
pyrazolo[3,4:2,3]-
5α-androstane)

57. Quinbolone
58. Stanozolol
59. Stenbolone
60. Testosterone
61. Tetrahydrogestrino

ne (17-hydroxy-
18a- homo-19-nor-
17α-pregna-4,9,11-
trien-3- one)

62. Trenbolone (17β-
hydroxyestr-
4,9,11-trien-3-
one)

Anabolic Androgenic Steroids (AAS) 

WHEN ADMINISTERED EXOGENOUSLY, INCLUDING BUT NOT LIMITED TO:



PED’s and Sport 

• PED’s are effective

• PED’s are not side-effect free

• The majority of PED’s are banned in most sports 

• There are significant challenges in ensuring fair and drug-free sport (financial, logistical, technical 
etc.)

• Further research is needed to fully understand the long-term effects of PED’s use, even following 
cessation i.e. muscle memory 



Reducing the Harms of AAS Use –
Evidence and Practical Considerations



Evidence is Lacking 

“Evidence is urgently required to support the 

development of effective services for users and of 

evidence-based guidance and interventions to 

respond to users in a range of healthcare settings.”

– Bates et al., 2019



What Does A Steroid User Look Like?



Is this what a steroid user looks like?





“Given that within the spectrum of IPED 

users exists a great variety of motivations, 

drivers, characteristics and experiences it 

is unlikely that any ‘one size fits all’ 

approach to prevent IPED use and reduce 

prevalence is going to be successful.” 

- Bates and Backhouse



Physical Psychological Treatment 





Key Factors to Reducing 
Harm Risk 



Recognizing Diversity In Need And Practices 
Amongst The User Community

“Harm reduction strategies should recognize the diverse 

needs and heterogenous nature of the androgen community 

and include a broader range of information and interventions 

than are currently commonly delivered.”



Preventing Blood-Borne Virus Transmission

“Prevention of blood-borne virus transmission may not 

necessarily be perceived as the primary harm reduction priority 

by the androgen community, provision of sterile injecting 

equipment and advice on well tolerated sex and injecting 

practices remains an important part of harm reduction 

strategies.”



Increasing engagement between androgen 
users and health professionals 

“There is a need for co-production with members of androgen using 

communities to ensure effective and accessible interventions to 

reduce harm and promote health together with research strategies for 

their evaluation.”



Skills And Knowledge Of Healthcare 
Professionals 

“There remains a lack of evidence to support healthcare professionals 

to manage negative health effects following cessation or as part of any 

treatment. There is a need to develop evidence-based guidance on the 

identification and management of psychological and physiological 

adverse effects associated with androgens.”



Reducing Harm of AAS Users 

Understanding and respecting 
users in an empathetic and 

non-judgmental way, 
eliminating stigma and 

alienation. 

Engaging effectively with the 
AAS using community, 

providing them with provisions 
and information to reduce risk 

of harm. 

PPI (Public and Patient 
Involvement)

Continued research to develop 
evidence-based guidelines of 

harm reduction strategies. 



Moving from 
Evidence to 
Anecdote 

-
Practical 

Questions to 
Consider?



Am I Emotionally Mature 
Enough to Handle AAS Use?



Do I have the Financial 
Resources for AAS Use?



Am I Willing to Regularly 
Engage with a GP About My 

AAS Use?



What is My Exit Strategy?



What is My Smoking Gun?

Am I Firing It Too Early?



Is It The Right Time?
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