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EXECUTIVE SUMMARY

Recent research suggests that the prevaence and patterns of ecstasy usein Austrdiamay be changing.
Combined with reports of morbidity and mortaity associated with the drug, thisinformation has pointed
to the need for a comprehensve examination of the patterns and context of ecstasy use in Audtrdia,
adong with ecstasy-reated harms, risk-taking behaviours, and the intervention preferences of this
population. A structured interview schedule examining demographics, ecstasy use, other drug use,
context of ecstasy use, ecstasy-related harms, risk-taking and intervention preferenceswas administered
to a sample of 329 current ecstasy users recruited from three Audtrdian states, NSW, Victoria and
Queendand. The data provided both an overdl picture of ecstasy usein Audrdia, aswdl asdlowing
preliminary comparisons between states in patterns of use and related harms.

Compared to an Audrdian sample of ecstasy usersrecruited in 1990, the present sample were younger,
more diverse, and contained a higher proportion of femaes. Quantity and frequency of ecstasy use
gppears to have increased, as has polydrug use and the intravenous use of ecstasy. Participantswere
most likely to have used acohol, tobacco, cannabis, LSD and amphetamine before trying ecstasy, and
ketamine, MDA and cocaine since. Contrary to popular opinion, ecstasy was used in awide variety of
gtuations, rather than being exclusvely a "dance drug'. Ecdasy gppears to have become a

"maingream” drug in Audrdia, used by a demographicaly diverse range of people in a variety of

contexts, not al dance-oriented.

Participants had experienced an average of eight physical and four psychologicd dde-effects from
ecgtasy inthe preceding six months, including energy loss, muscular aches, hot and cold flushes, blurred
vidon, irritability, trouble degping, depression and confuson. Approximately 40% of the sample aso
reported financid, sociad and occupationa problems related to their use of the drug. While unsafe
injecting was uncommon, 41% of the sample consumed inadequate amounts of water whileintoxicated,
and 13% of those who attended dance venues danced continuoudly without rest periods. Participants
readily identified ecstasy-related risks, yet 94% described their persona use as safe. One-fifth hed
received treatment for an ecstasy-related problem, most often from aGP or natural therapist, and 7%
were currently in trestment. One quarter wanted to reduce their use, dueto financid, relationship and
psychological problems. Fifteen percent wanted forma trestment for an ecstasy problem, and 85%
requested more information about the drug and methods of reducing the harms associated with itsuse.

Coinciding with changes, awider range of users, higher quantity and frequency of use, intravenous use,
and high rates of polydrug use, there has been an increase in ecstasy-rdaed harms, including physicd,
psychologicd, financid, socid and occupationd problems. A substantia minority of usersdesreformd
trestment for these problems. These results have important implicationsfor the development of policy,
including the provison of accurate and culturdly acceptable information, and the development and
evauation of intervention programs designed specificdly for this population.
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1.0 INTRODUCTION

The use of ecstasy’ appears to be spreading in many parts of the world. Surveys of the Augtrdian
genera population indicate an increase between 1990 and 1993 in those having tried ecstasy, from 1%
to 3%, which gppeared to stabilise in 1995 (2%; Commonwealth Department of Hedlth and Family
Services, 1996). Consumption was most prevalent among younger users and femaes, with 9% of
femades aged 14-24 reporting use of ecstasy (Commonwedth Department of Human Services and
Hedlth, 1994).

Many European countriesreport increasingly high levels of consumption among young people, notably
theU.K., Germany, the Netherlands, Spain and some central and eastern European countries (Griffiths
et a, 1997; Korf & Waurth, 1995; Pompidou Group, 1997). Inthe U.S,, there have been reports of
marked increases in usein association with the "rave’ scenein San Francisco, Ddlas, Houston, Miami
and Denver (Miller, 1997).. Between 1994 and 1995, the U.S. Monitoring the Future Study recorded
aggnificant increase in the prevaence of people aged between 19 and 28 who had used ectasy inthe
last 12 months, from 0.7% to 1.6% (Johnston, OMadlley, & Bachman, 1997).

Early sudiesof ecstasy usersin both Australiaand the U.S. found generaly self-limiting patterns of use,
withlow levelsof injecting, few negetive hedth effects and use confined mainly to inner city areas (Beck
& Rosenbaum, 1994; Moore, 1993; Solowij, Hall & Lee, 1992). The euphoric effects experienced
during the first few use episodes soon diminished, perhaps due to the rapid devel opment of tolerance.
When larger doseswere taken in an atempt to regain theintengity of the euphoria, aversve sde effects
overwhemed the pogtive effects. Asaresult, many subjects discontinued use after severd doses, or
used intermittently to allow tolerance to dissipate, leading to suggestionsthat ecstasy wasadrug which
was unlikely to be used regularly (Beck & Rosenbaum, 1994; Chesher, 1990; Solowij, 1993).

Previousresearch has documented relatively few problems associated with ecstasy use. For example, a
survey of 100 ecstasy users (Solowij et d, 1992) found that the most common adverse effectswerethe
unpleasant sde effects of acute use, such as loss of appetite, dry mouth, papitations and bruxism.
Among the very few heavy usersin this study, only two reported feding dependent on the drug. The
results of thisstudy confirmed those of early studies conducted in the United States (Beck, 1990; Beck
& Rosenbaum, 1994; Downing, 1986; Peroutka, 1990; Peroutka, Newman & Harris, 1988). They
provided support for suggestions that while the pattern of ecstasy useremained one of intermittent ord
use, therewaslittle cause for concern because use was usually sdlf-limited and there were few extreme

Lo Ecstasy" is preferred to MDMA (3,4-methylenedioxymethamphetamine) in thisreport astheterm is now
so widely used as to be considered virtually generic for any of the ring substituted amphetamine group. "Ecstasy"
may refer to MDMA, analogs of MDMA, or combinations of these (Griffiths, Vingoe & Jansen, 1997).
Pharmacological considerations are not discussed further in this report due to the difficulties in determining the
contents of tablets sold as "ecstasy".



reactions or severe problems among users (Beck & Rosenbaum, 1994; Chesher, 1990; Solowij,
1993). Such results seemed to confirm the prevailing view, that ecstasy was a ratively benign
substance with few associated problems (Downing, 1986; Fromberg, 1990; Nichols& Glennon, 1984).

However, more recent research suggeststhat patterns of use may be changing, withinjecting becoming
more prevaent, awider range of drug use occurring in dance environments, and a broader range of
users and settings of use (Boys, Lenton & Norcoss, 1997; Forsyth, 1996; Green et a, 1995; Peters,
Davies & Richardson, 1997). Recently inthe U K., Merrill (1996) described agroup of ecstasy users
who administered the drug repeatedly in increasing doses to overcome short-term tolerance.

There have dso been a growing number of deaths in which ecstasy has been implicated, bothin
Audrdiaand oversess (Henry, Jeffreys & Dawling, 1992; Solowij, 1993; White, Bochner & Irvine,
1997). The reasons for extreme reactions are yet to be clearly delineated. Desths have most often
been attributed to heat stroke when ecstasy was used in dance venues. A combination of sustained
physical exertion, high ambient temperatures, and inadequate fluid replacement gppearsto compound a
direct pharmacologicd effect of ecstasy on thermoregulatory mechaniams, leading to "fulminant

hyperthermid’, arapid risein body temperatureto fatal levels. Thiseffect may bepartly dueto ecstasy's
neurotoxic effects on serotonergic nerve terminals (McKenna & Peroutka, 1990).

Some deaths have a'so been attributed to excessve water consumption, possibly dueto an exaggerated
regponse to harm minimisation messages about the need to maintain fluid intake, leading to cerebrd
oedema (Cook, 1996; Matthal, Sills, Davidson & Alexandrou, 1996). Other research has noted
ggnificant psychologicd morbidity associated with the use of ecstasy (Cassidy & Ballard, 1994;
McGuire, Cope & Fahy, 1994; Series, Bodes, Dorkins & Peveler, 1994; Williamson et d, 1997).
11 Study aims

Little research has examined ether changes in the patterns of ecstasy use or ecstasy-relaed harmsin
Audrdia snce the early 1990s. Such information is necessary to inform the development of public
policy. Accordingly, this study was designed in order to examine:

1 the characteristics of ecstasy users,

2. the patterns of ecstasy and other drug use;

3. the context of ecstasy use;

4, the nature and extent of ectasy-related harms,

5. perceptions of risk and risk-taking behaviours among ecstasy users, and

6. the help-seeking behaviour and intervention needs of ecstasy users.






20 METHOD
2.1  Participants

The sample congsted of 329 current ecstasy users recruited from the capitd citiesin three Austrdian
states: Sydney, New South Wales (n = 213); Brisbane, Queendand? (n=59); and Mebourne, Victoria
(n=57). Criterion for entry was use of ecstasy at least three times in the preceding twelve months,
including once in the past Sx months.  Participants were recruited through snowball sampling (61%),
advertisements (12%), persona contacts (11%), radio (8%), flyers (5%), and other methods (such as
the internet, 2.4%).

2.2 Procedure

Participants contacted the researchers by telephone and were screened for digibility. They were
assured that al information provided was gtrictly confidentid and anonymous, and that the study would
involve aface-to-face interview which would take between 45 and 90 minutes. All participants were
volunteerswho were reimbursed AUD$30 for travel and other expensesincurred by their participation.

Interviews took place in varied locations, agreed upon with participants, and were conducted by
interviewers trained in the adminigration of the interview schedule.

2.3 M easur es

Participants were administered astructured interview schedule designed specificaly for thestudy, which
was based on an earlier study of ecstasy users (Solowij et d., 1992), as well as previous studies of

amphetamine users (Darke, Cohen, Ross, Hando & Hall, 1994; Hando & Hall, 1993; Hando, Topp &

Hall, 1997). Thiswasadetailed questionnaire focussng on the six months preceding theinterview (see
Appendix A for acopy of the questionnaire). It assessed the following aress.

1. Demographics: including the source through which the participant was recruited, their

suburb or town of residence, gender, age, ethnicity, education, employment, prison haay
and whether they had dependent children. The questionnaire aso assessed the category or "type" of
ecstasy user with which participants most identified.

2. Patterns of ecstasy use: this section included ecstasy use history, the frequency and
quantity of ecstasy use, concurrent polydrug use, and routes of administration of
ecstasy.

3. Context of and motivation for ecstasy use: this section included information on the
motivations for ecstasy use, aswell asthe socid and physical environment in which sy
use typically occurred.

2Queensl and participants were recruited from the Greater Metropolitan Brisbane area and the Gold Coast



4. Social functioning: this section examined the extent to which participants socid
network was involved in drugs, as well astheir employment patterns.

5. Price, purity and availability: this assessed participants knowledge of the cost,  puity

and availability of ecstasy, LSD, ketamine, fantasy (GBH) and MDA.

6. Patterns d other drug use: including types and frequency of other drugs used, and
drugs that were used before and after ecstasy.

7. Side effects. participants were asked if they had experienced a range of physicd and
psychologica side effects from ecstasy in the preceding sx months, as well as timing and
duration of these symptoms. Participants were asked about the effects of ecstasy use on

severd aress of their lives during the preceding six months, including occupationd, a4,

financid and legd problems.
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8. Severity of Dependence Scale (Gossop et al., 1995): this scale assessed participants
anxieties about and preoccupations with ecstasy use.

9. Risk-taking behaviour: the HIV Risk-taking Behaviour Scde (Darke, Hall, Heather,
Ward & Wodak, 1991) was included to assess risk behaviours associated with intravenous
drug use and sexud behaviour. Fuid consumption and activity levels during ecstasy
intoxication were aso examined.

10. Perception of ecstasy-related risks: this section assessed participants perceptions
of the risks (both personally and in generdl) associated with ecstasy use.

11. Crime: this section assessed the types and frequency of crime committed within the
preceding month.

12. Interventions. this assessed whether participants felt their drug use was a problem,
and if they had ever attempted to modify their drug use. It also examined information or
interventions they would currently like to hep them modify their drug use.

Data analyses

For continuous normally distributed variables, meanswere reported andt-tests and one-way ANOVAS
wereemployed. For skewed continuous variables, medianswere reported and the Mann-Whitney U-
test, a nonparametric analogue of the t-test, was employed (Siegd & Castellan, 1988). Categorica
variables were andysed using chi square (7). In order to determine the variables independently
asociated with outcomes of interest, multiple logistic regressons were conducted (Hosmer &
Lemeshow, 1989). Odds rtios (OR) and 95% confidence intervals (Cl) were caculated for
crosstabulationsand multivariateregressons. To determinethe variablesindependently associated with
various use patterns and associated problems, multiple linear regressonswere performed. Backwards



elimination of variableswas used to remove those variables not Sgnificantly predictive of outcome. All
anadyses were conducted using SPSSfor Windows, Release 6.0 (Norusis and SPSS, Inc, 1993).

Due to smdl sample sizes in two dates (QLD and Victoria), exploratory univariate analyses were
conducted to examine differences in key variables between NSW and the other two states, and
between QLD and Victoria. Gender differences are noted when significant.

3.0 RESULTS
3.1  SampleCharacteristics

Half (51%) of the samplewerefemade. Themgority of the sample (92%) spoke English a home, with
the remainder representing 16 language backgrounds. A smal minority of the sample (2%) were of
indigenous Australian descent. The mean age of the sample was 23.1 years (SD 5.6; range 15- 46).
Femdes were sgnificantly younger than maes (21.3 versus 24.9 years, t30=6.14; p<.001). The
mgority of the sample (78%) identified as heterosexud, while 10% described themsalves asgay male,
9% as bisexud and 3% asleshian. Over hdf of the sample were in steady relationships, the median
duration of which was 9 months (range 2 weeks- 14 years). Few participants had dependent children
(5%).

Mean number of years of school education was 12.2 (SD 1.0; range 8-13). Almogt hdf of thesample
had completed courses after school, with 26% possessing atrade or technica qudification, and 23%
having completed auniversity degree or college course. One-third (35%) of the samplewere presently
employed on afull-timebass, and asimilar proportion (34%) were sudents. Smaller proportionswere
unemployed (16%), employed part-time or casudly (15%), or engaged in home duties (0.3%). Most
participants (92%) had held ajob or been astudent for at |east some of the preceding six months. Only
2% had a previous conviction.

Table 1 presents demographic information for samplesin each of the three sates. The digtribution of
males and femaes was rdatively equd acrossstates. However, Sydney participantswere Sgnificantly
younger (M = 22.4 years) than those in Brisbane and Mebourne (M = 24.4 and 24.2 years
repectively; p <.005). Participantsin al cities gppeared to be relaively well-educated; the average
duration of school education exceeded 12 yearsindl samples. Ratesof current employment were high
in al samples, with between 82% and 85% employed in some fashion (full time, part time, or sudent).
Participants in Brisbane and Medbourne were more likely than those in Sydney to have been
unemployed for some time during the last 6 months (OR = 1.63; ClI: 1.01, 2.63).

Participants were asked to nominate a Sngle "scene" or "type" of ecstasy user with which they most
identified. "Types' were derived from previous studies of amphetamine and ecstasy users (Beck &
Rosenbaum, 1994; Klee, 1997; Saunders, 1995). Over haf (54%) of participants identified with
various dance scenesincluding "nightclubbers’, "dance party patrons’ and "ravers’. One-fifth (20%) of
the sample identified with both a dance scene and another category, such as student, gay or
professond. Theremainder (25%) were aheterogeneous group who identified with other categories,
such as, student, musician, artist, surfer, biker, and alarge group who were unableto namea" scene'" of



which they consdered themsalvesapart (13%). Most emphasised that ecstasy userswere"just norma

people’; thet is, they fdt that virtualy anyone might use this drug. Participants from Brisbane were
ggnificantly less likely to identify with a rave, dance or nightclub scene than those from Sydney and
Melbourne (OR = 0.27; CI: 0.15, 0.49).

Overdl, thissample of ecstasy userswasyoung and well-educated, exhibited high rates of employment,
and wereunlikely to haveacrimind record. The main demographic differences between citieswerethat
the Sydney sample, wasyounger and more consstently employed. Sydney and Mdbourne participants
aso identified more strongly with various dance scenes than participants from Brisbane.

TABLE 1: Demographic characteristics of participantsin thethree states

Sydney Brisbane Melbourne
n=213 n =59 n=>57
Mean age 2 24 24
% male 48 58 46
Mean years of education 12 12 12
% identify with dance/rave/club 78 53 0
scene
% currently employed 4 85 82
% unemployed sometimeduring 30 11 40
preceding six months

3.2 Ecstasy use
3.2.1 Patternsof ecstasy use

The median age at which participants had first tried ecstasy was 18 years (range 13-40), withamean
useduration of 3.6 years(SD 2.6; range Sx months-13 years). Two thirdsfirg tried the drug during the
years 1993-1996, and 11% first used inthe 1980s. Femaesbegan to useat asignificantly younger age
than maes (median = 17 versus 19 years, U=9683.5, p<.001). Most of the sample (89%) had used
ecstasy at least monthly at sometime, at a median age of 19 years (range 13-39).

Table 2 displaysinformation on the patterns of ecstasy usein each sate. Participantsfrom Sydney firgt
tried ecstasy a asgnificantly younger age than those in Mebourne or Brishane (t = 3.367, p < .005).
When the age of firgt use wastaken into cong deration, there was no difference between the citiesin the
age at which participants began regular (monthly) use of ecstasy, suggesting that participants did not



differintheratesof progressontoregular use. The average duration of ecstasy usewas approximately
equivaent, ranging from 3.4 years (Mebourne) to 4 years (Brisbane).

Participants had used ecstasy on amedian of 10 daysin the preceding six months (range 1- 100 days).
Just over athird (37%) of the sample had used ecstasy on arange of between oneand sSx daysinthe
preceding six months, afurther third (32.5%) had used it between seven and 12 days, 19% had used it
between 13 and 24 days, and 11.6% had used on more than 24 days. The median number of tablets
taken in atypica use episode was 1 (range 0.5-8). Intheir heaviest use episode, participantsreported
using a median of 2 tablets (range 0.5-30). A quarter (25%) had taken 4 or more tabletsin asingle
episode.

TABLE 2: Patterns of ecstasy usein thethree states

Sydney Brisbane Melbourne

n=213 n =59 n=>57
Median age fir st ecstasy use (yrs) 17 20 20
Mean duration of use (yrs) 35 40 34
Median days ecstasy use (6 mths) 12 6 6
Median number of ecstasy tabsin 15 1 1
aver age episode (range) (05-8) (05-3) 05-7)
Median number of ecstasy tabsin 2 2 2
heaviest episode (range) (05-30) (05-5) (05-15)
% ecstasy preferred drug 53 A 54
% binged on ecstasy last 6 mths 43 33 48

Participants from Sydney had used ecstasy significantly more often than those from Mebourne and
Brisbane during the past 6 months (t = 3.303, p <.005). Sydney usersreported taking more ecstasy
intheir heaviest use period than thosein Mebourne and Brisbane (t = 2.492, p <.05), and therewasa
trend for Sydney usersto aso use more ecstasy in an average session (t = 1.961, p = .065).

Ecdasy wasthe preferred drug of haf (50%) of the sample, followed by cannabis (12%), anphetamine
(12%), LSD (7%) and cocaine (5%). Brisbane participants weresgnificantly lesslikely thanthosein
Sydney and Mebourne to nominate ecstasy astheir favourite drug (OR = 0.45; CI: 0.25, 0.81; Table
2).



A multiple regresson andyss was caried out to examine the factors linked to higher average
consumption of ecstasy (see Appendix B for detals of the andyss). The following factors were
independently associated with usng more ecstasy in an average use sesson:

1. Gender: being mde

2. Employment: having been consstently employed for the past 6 months;

3. Scene: identifying with adance, rave or club scene;

4. Favourite drug: nominating ecstasy as favourite or preferred drug;

5. Frequency of use: usng ecdasy more often;

6. Number of drugs ever used: having used a greater number of drug types.

Those who tended to use more ecdasy in an average sesson were maes who were congstently
employed (and therefore, had cons stent incomes), and wereinvolved in the dance scene. They tended
to have awider drug use history, identify ecstasy astheir drug of choice, and use ecstasy moreregularly.

The fact that Sydney participants used more ecstasy in an average sesson may reflect their more
extendve involvement with drug use.

Onethird (35%) of the sample had "' binged'® on ecstasy in the preceding Six months. Themedianlength
of longest binge was three days (range 2-14 days). Nearly haf of Mebourne participants (48%)
reported bingeing within the past 6 months, while 43% of Sydney participants and 33% of Brisbane
participants reported having done so. The following factors were independently associated with
bingeing on ecstasy (see Appendix C for details of the andyss):

1.Average amount of ecstasy used: those who used more ecstasy on average;
2. Frequency of use: those who used ecstasy more often,;
3. Binged on other drugs: those who had binged on other drug types.

It appears that those who binged on ecstasy were more frequent and heavier users of ecstasy. They
were dso more likdly to engage in the sustained use of other drug types.

3.2.2 Routes of administration

One-third (33%) of the sample had injected adrug, 16% had injected ecstasy, and 10% had injected
ecgtasy in the preceding sx months. The median age of first injection of ecstasy was 20 years (range
15-40). Ecgasy was the firgt drug injected for only a minority (4%) of the injectors, most having
commenced injecting with amphetamine (59%) or heroin (19%). Almost dl participants (99%) had
swallowed ecstasy and 99% had done so in the preceding six months. Half (48%) of the sample had
snorted ecstasy and 30% had done so in the preceding six months. A quarter (23%) had smoked
ecstasy mixed with cannabis, 12% having done so in the preceding Sx months.

3Defined as the continuous use of a drug for 48 hours or more (Ovendon & Loxley, 1996).



When asked to identify their main route of adminigtration in the preceding Sx months, most participants
(94%) reported swdlowing ecstasy, followed by injecting (3%) and snorting (2%). There was a
ggnificant association between injecting ecstasy and bingeing in the preceding sx months; significantly
more of those who had injected had also binged (65% versus 32%:; +*=14.6; p<.001).

Among those who had administered ecstasy only through ora or intranasal routes (84%), the reasons
given for not injecting ecstasy included: didike of needles and injecting (65% of those who had not
injected), fear of health problems or dependence (57%), satisfaction with oral/intranasal routes (55%),
friends not injecting (21%) and the inconvenience of preparing ecstasy for injection (11%). Among
those who had used ord/intranasal routes and injected ecstasy (16%; n=54), reported reasonsfor trying
injecting included: curiosity (74%); for therugtvhigh (62%), their friendswereinjecting (50%), they liked
needles (34%), they conddered injecting to be more economica (28%), or that they considered
injecting better, easer or quicker (16%).

Three quarters (74%; n=39) of thosewho had injected ecstasy had switched from injecting back to ora
or intranasad adminigration at some time. Reasons for this included: hedth problems from injecting
(54%), being in aninconvenient setting for injecting (20%), feding dependent on ecstasy (17%), coming
downtoo quickly and intensdly after injecting (17%), that their friends did not inject (14%), and that the
effects of intravenous ecstasy were too intense to enjoy (11%). One participant (0.3%) had only
injected ecstasy, because ghe liked the rush and considered injecting more economical.

Table 3 digplays information on routes of ecstasy adminigtration for the separate states. The most
common way in which participants in dl states usudly took ecstasy was ordly, with between 93%
(Sydney) and 96% (M el bourne) nominating swallowing asthe main route of administration. However,
Szeable minorities in each city reported having injected ecstasy a sometime: 13% of participantsin
Sydney, 18% of thosein Mebourne, and 29% of thosein Brisbane. Further, substantia proportions of
those who had ever injected ecstasy had done so in the preceding sx months (Brisbane, 31%;
Melbourne, 16%; and Sydney 10%). Participantsin Brisbane were morelikely than thosein the other
satesto haveinjected ecstasy (OR =2.54; Cl 1.32, 4.94), and to haveinjected it in the preceding six
months (OR = 2.46; Cl 1.13, 5.38).

TABLE 3: Routes of ecstasy administration in thethree states

Sydney Brisbane Melbourne
n=213 n=>59 n=57
% main route of admin.
swallowing 93 95 9%
injecting 2 3 4
snorting 3 0 0
other 2 2 0
% ever injected ecstasy 13 29 18
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% injected ecstasy last 6 months 8 19

K

A logidtic regresson was conducted to examine the factors independently associated with having
injected ecstasy (see Appendix D for details of the andlysis). The following factors predicted a higher
likelihood of having injected ecstasy:

1. State: being in the Brisbane (as opposed to the Sydney) sample;

2. Scene: not identifying with a dance, rave or club scene;

3. Drug of choice: nominating ecstasy as preferred drug;

4. Age when monthly use began: beginning regular ecstasy use a an earlier age;
5. Number of drugs used: usng more drug types,

6. I njection: injecting other drug types.

Injectors of ecstasy were more likely to prefer ecstasy to other drugs, to have dtarted ecstasy use
earlier, and to identify with scenes other than the dance scene. They were dso more likely to be
injectors of other drugs, and to use more other drugs. Notably, participants from Brisbane were most
likely to haveinjected ecstasy, and werea so lesslikely to nominate ectasy asthelr preferred drug (see
Tablel). Thissuggeststhat adifferent population, characterised by intravenous polydrug use, may have
been sampled in this city.

3.2.3 Toleranceto and acute withdrawal from ecstasy

Two-thirds (69%) of the overadl sample had noted diminishing effects of ecstasy over the course of thelr
use histories, manifested as needing more to get the same effects, or the same amount of drug having
less effect. Of these, 13% used the same amount of ecstasy as when they started, 24% used alittle
more, 39% used double the amount that they started with, and 25% used more than double.

The specific effects of ecstasy most frequently described as less intense were: the euphoria/pleasure
(82% of those who reported diminished effects), the length of time for which the effects lasted (78%),
the stimulant effect of energy (29%), the extra confidence (13%) and the sociability/volubility (12%).
Percelved reasons for the diminished effects were: variations in qudity and purity (83% of those who
reported diminished effects), tolerance (Y our body getsused toit"; 74%), and that it depends on mood
(40%), setting (37%), recent drug use (23%), route of administration (5%) or food intake (4%).

Mogt participants perceived that the nature of the "come down™ or recovery period following acute
intoxication had changed over the course of their use history. Only 3% reported experiencing no
symptoms of acome down period, whilejust over athird (37%) said that the come down wasthe same
asit had aways been. Just under one-quarter (23%) said that the come down was less intense than
previoudy. This was usudly because participants had learnt methods for making it more bearable,
rather than because the symptomswerelessintense. Just over one-third (37%) reported that the come

“When the effects of ecstasy begin to wear off.
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down was moreintense now, elther alittle moreintense (24%) or alot (13%). Thiswasdespitethefact
that these participants were no less able to offer tips for dealing with the recovery period.

Subgtantia minorities of each state sample reported that the come down from ecstasy had become
worse since they first took ecstasy (Sydney 45%, Brisbane 22%, Melbourne 23%). Sydney
participantswere more likely than thosein Me bourne and Brisbaneto report that their come down had
become worse since they started using (OR = 2.78; CI: 1.67, 4.66).

3.2.4 Moaotivation for and context of ecstasy use
3.2.4.1 Main reasonsfor using ecstasy

There was a high degree of consstency in reported reasonsfor firgt trying ecstasy. Mot participants
reported that they were curious (91%0), thet their friends were using (74%), that the drug was easily
accessible (43%) or that they thought it would make them fed good (22%). Overwhelmingly, themain
reason for continuing to use ecstasy following origina experimentation was its euphoric effects (98%).
Other reported reasonsincluded the stimulant effect of ecstasy (32%6), confidence and loss of inhibitions
(23%), and friends continued to use (21%). Another 20% reported fewer perceived negative effects
from ecdasy than other drugs. For example, it did not induce aggression or violence such as that
atributed to acohal, perception was not radically atered aswith LSD, and the recovery period wasnot
as aversve asthat of amphetamine.

3.2.4.2 Best and wor st things about ecstasy

The "best" things about ecstasy reported by the sample were: the euphorialrush (77%), the group
experience and friendship (46%), energy (31%), fedlings of confidence and loss of inhibitions (29%),
heightened senses (23%), escape from redlity and routine (19%), positive outlook and sense of well-
being (18%), relaxation and stress rdlief (16%) and improved communication and empathy (18%).

Almogt dl participants (96%) reported things about ecstasy they did not like. The"worgt" thingswere:
the come down (59% of the sample), variable quaity and impurities (46%), the cost (41%0), physica
hedlth risks and problems (32%), psychological risks and problems (24%), the legd status (22%) and
the development of tolerance (13%).

3.2.4.3 Activities undertaken while intoxicated

The most common activity undertaken while intoxicated by participants in this sample was dancing
(84%). Thiswasdonein avariety of environments, including dance clubs, dance parties, raves, pubs
and live music venues, at friends housesand a home. Other activitiesincluded socialisng and meeting
new people (61%), feeing empathic and closeto friends (52%), cuddling, kissing and touching (48%),
ligening to music (33%), "chilling out" and rdaxing (30%), staying home or at friends houses (29%)
having sex (20%), thinking (13%) and going to the pub or live music venues (10%).

3.2.4.4 Social context of ecstasy use
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Most (91%) of the sample had at least three close and trusted friends, and most of these (82%) saw
thosefriendson aregular basis. A mgority (61%) of participants reported that they used ecstasy with
twoto four closefriends. Otherswith whom ecstasy was frequently used included five or more friends
(51%) and apartner (36%). Minoritiesreported that they used with family (7%6), acquaintances (4%),
aone (3%) or with their dedler (2%).

Over hdf (54%) of the sample had aregular partner, 80% of whom aso currently used ecstasy. Almost
half (44%) of the sample reported that they knew more than 50 people who used ecstasy, one-third
(33%) knew between 21 and 50 people, and 15% knew between 11 and 20 people. The mgjority
(78%) reported that haf or more of the people that they spent time with currently used ecstasy, and
20% said that al their friends used.

The most common source from which ecstasy was obtained wasfriends (91%). Morethan two-thirds
(69%) of the sample had introduced &t |east one other person to ecstasy, with amedian of two people
introduced (range 0-150). Over half (56%) of the sample had introduced between one and five people
to ecstasy.

3.2.5 Price, purity and availability of ecstasy

Table 4 displays information about the price, purity and avallability of ecdtasy in the three sates.
Ecgtasy was significantly chegper in Sydney (M = $50 per tablet) than in Brisbane (M = $53) and
Melbourne (M = $54; t = 3.1, p <.005). Paticipants from dl citieswere likely to report either that
the price of ecstasy had remained stable or decreased in the preceding six months.

TABLE 4: Reported price, purity and availability of ecstasy in the three states

Sydney Brisbane Melbourne
n=213 n=59 n =57
Mean usual price$ 50 53 54
Mean pricerange 42 - 62 41 -69 45-64
Price change (6 months)
% stable 64 43 51
% decreasing 25 29 19
Availability
% easy / very easy to obtain % 88 86
% Availability stable (6 months) 638 43 58
% Police activity does not make drugs 92 85 %
mor e difficult to obtain
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% stable

Purity ‘

Ecdtasy was usually described as easy or very easy to obtain, athough participants in Sydney were
more likdly to report this than those in the other cities (OR =3.84; Cl 1.57,9.35). Themgority inthe
three states reported that the avail ability of ecstasy had remained stablein the preceding sx months, and
that police activity did not make drugs more difficult to obtain. Most aso reported that the purity of
ecstasy was currently stable, with minorities reporting fluctuations One-third of the Me bourne sample
did not fed confident in providing comments on the purity of the drug.

TABLE 5: Patterns of drug use of the overall sample

Drugclass Bver used Used last 6 months No. daysused last 6
(%) (%) months (median)#

Alcohol 100 A 24
Cannabis 100 92 48
Amphetamine A 82 10

LSD 93 68 4
Tobacco 85 I6) 180

Amyl nitrate 75 47 3
Cocaine 61 41 2
Nitrous oxide 61 3 4
Benzodiazepines 57 413 55

MDA 51 31 3

Other opiates 32 21 3

Heroin 30 17 12
Antidepressants 23 13 6
Ketamine 18 10 4

Ethyl chloride 10 6 2
Methadone 7 3 20
Anabolic steroids 4 2 20

GHB 3 2 15
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“ Other drugs* - 5 2 ”

# Among those who had used
* Other drugs included hallucinogenic mushrooms, DMT and 2CB

3.3  Patternsof other drug use

Polydrug use was the norm among this sample (Table 5), as has been found with users of some other
illidt drugs (Darke & Hall, 1995). The sample had experimented with amean of 10.1 drugs (SD 2.6,
range 217), most frequently ecstasy, acohol, cannabis, amphetamine, LSD and tobacco. In the
preceding Sx months, the sample had used amean of 7.9 drugs (SD 2.3, range 1-17), most frequently
ecstasy, acohol, cannabis, amphetamine, tobacco and LSD.

Mogt participantstypically used other drugsin combination with ecstasy (93%) and in the come down
period after usng ecstasy (87%). "Typicdly" was defined as at least two-thirds of thetime. A mean of
2.4 drugsweretypically used in conjunction with ecstasy (SD 1.4; range 0-7), most commonly tobacco
(62% of the sample), cannabis (45%), amphetamine (43%), acohol (40%), LSD (13%), amyl nitrate
(12%) and nitrous oxide (7%). Of thosethat typically drank acohol whileusing ecstasy, 41% (17% of
the whole sample) usualy consumed more than five standard drinks in an episode’. A mean of 1.8
drugs were typicaly used when coming down from ecstasy (SD 1.2; range 0-6), most frequently
cannabis (64%), tobacco (54%), adcohol (21%), benzodiazepines (17%), nitrous oxide (8%),
amphetamine (7%) and heroin (5%).

Table 6 depictsthe average and heaviest use of other "party drugs’ among those participants who had
used them in the preceding Sx months. The median amounts used in both average and heaviest episodes
of most drugsremained approximately equivaent, but therewas greeter variability inthe amountstaken
in heaviest use episodes. In the preceding Sx months, more than one-third (42%) of the sample had
binged on one or more party drugs, including amphetamine (36% of the sample), LSD (13%), nitrous
oxide (7%), amyl nitrate (5%), cocaine (5%) and MDA (3%).

Participantswere asked which drugs, both licit andillicit, they had used prior to ecstasy, and which they
had experimented with after using ecstasy (Table 7). Ecstasy was the firgt drug tried by only one
participant (0.3%). The drugs participants were most likely to have used before ecstasy were acohol,
tobacco, cannabis, LSD and amphetamine. For more than one-quarter of the sample (29%), ecstasy
had replaced drugs used earlier in the repertoire, most commonly LSD (21% of the sample), acohol
(6%), amphetamine (5%) and cannabis (4%). Among the remainder of the sample, ecstasy was added
to the drug repertoire. A subgtantiad minority (15%) of the sample had not experimented with other

> Drinki ng in excess of five standard drinks (>80g alcohol) has been suggested by the National Health &
Medical Research Council (NH&MRC) as exceeding the limits of moderate drinking (NH& MRC, 1992).
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drugs after usng ecstasy. The drugs participants were most likely to try after ecstasy were ketamine,
MDA and cocaine,
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TABLE 6: M edian amounts of party drugsused in average and heaviest use episodesin
the preceding six months (among those who had used them).
Drug class Number who had Aver age episode Heaviest episode
used (range) (range)
Amphetamine 269 0.5grams (0.1-7) 1 gram (0.1-28)
LSD 224 1tab (0.25-5) 1tab (0.25-11)
Amyl nitrate 153 5 snorts (1-100) 6 snorts (1-150)
Cocaine 134 0.35 grams (0.1-5) 0.5 grams (0.1-9)
Nitrous oxide 116 10 bulbs (1-100) 12 bulbs (1-240)
MDA 103 1 cap (0.2-3) 1 cap (0.2-5)
Ketamine 3 3"bumps’ (1-12) 5"bumps’ (1-20)
GHB 6 2 "bumps’ (1-3) 2 "bumps’ (1-3)

Note: "tab" = tablet

"cap" = capsule

"bump" = small snort, usually measured by tiny spoon provided with container in which drug is purchased
"bulb" = small canister in which nitrous oxide can be legally purchased for the purpose of whipping cream

Table8 showsthe patterns of other drug use of participantsin each city during the preceding six months
(see Appendix E for detailed drug use histories of each sample). In al cities, polydrug use was the
norm. Sydney participants had used sgnificantly more drugs than those in the other sates, both in their
lifetimes (t3s = 2.2, p <.05), and in the preceding Sx months (tzs = 2.6, p < .05).

Despite Sydney participants reporting use of a greater number of drugs, Brisbane participants were
more likely than those in Sydney and Mdbourne to report bingeing on other drugs (OR = 2.26; CI.
1.27,4.01). Compared to thosefrom Sydney and Melbourne, participantsfrom Brisbane a o reported
taking a ggnificantly greater number of drugs both while usng (ts2 = 2.5, p <.05) and coming down
from ecstasy (tsxs = 5.0, p <.001). Sydney participants reported taking asignificantly grester number
of drugs while coming down than did those from Mebourne (tz; = 2.7, p < .01).

17



TABLE 7: Proportion of those who had used various drugs who used them before and

after ecstasy
Drug class % sampleever used % first used before % first used
(n) ecstasy * after ecstasy *
Alcohol 99.7 (329) 9.4 06
Cannabis 98.8 (325) 95.7 43
Amphetamine 94.2 (310) 723 277
LSD 93.3(307) 80.8 192
Tobacco 85.4 (281) 95.7 43
Amyl nitrate 75.4 (248) 496 504
Cocaine 61.4 (202) 29.7 70.3
Nitrous oxide 61.1 (201) 52.2 478
Benzodiazepines 56.8 (187) 39.0 61.0
MDA 50.5 (166) 145 855
Other opiates 32.0 (105) 113 58.7
Heroin 30.1(99) 394 60.6
Ketamine 18.2(60) 5.0 95.0
M ethadone 7.3(24) 708 292

* percentages refer to those who had ever used each drug class

A third or more of each sample drank acohol while using ecstasy (Table 8), dthough thosein Sydney
and Brishanewere more likely than thosein Mebourneto drink in excess of five sandard drinks (OR =
3.58; Cl: 1.14, 11.20). Brisbane participantswere significantly morelikely to haveinjected adrug than
those in Sydney and Melbourne (50.8% versus 29.2%; OR = 2.55; Cl: 1.43, 4.52), and to have
injected within the past month (OR = 3.38; CI: 1.73, 6.61).

In summary, while the Sydney sample had used the grestest number of drugs, the Brisbane sample
differed from the other two samplesin their patterns of other drug use. They tended to use more other
drug types when both using and coming down from ecstasy; they reported drinking more acohol

concurrently with ecstasy; they were more likely to have binged on drugs other than ecstasy; and they
were more likely to have injected other drug types. In short, the Brisbane sample appeared to be
heavier users of drugs other than ecstasy.
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TABLE 8: Other drug use during the preceding six months of participantsin the three

states
Sydney Brisbane Melbourne
n=213 n =59 n=>57
Mean no. other drugsever used 104 9.7 95
Mean no. other drugsused (6 81 75 74
months)
% binged on other drugs (6 41.8 59.3 298
months)
Mean no. drugs used while using 24 28 20
ecstasy
% normally drink alcohol while 40 47 33
using ecstasy
% normally havemorethan 5 29 40 17
std. drinkswhile using ecstasy
Mean no. drugs used when 18 25 14
coming down
% injected any drug 29 51 30
% injected in past month 10 31 16

34  Ecstasy-rdated harms
3.4.1 Psychological and physical side effects

Tables9and 10, respectively, display the psychologica and physica side- effects of ecstasy experienced
in the preceding Sx months, as well as their duration and percaived origins. Participants reported
experiencing amean of 7.7 physica side-effectsin the preceding six months (SD 4.2; range 0-20), most
frequently energy loss, muscular aches, hot/cold flushesand blurred vison. A mean of 4.1 psychologica
dde-effects (SD 2.4; range 0-13) were aso reported, most frequently irritability, trouble deeping,
depression and confusion. Compared to males, fema esreported asignificantly grester number of both
physica (8.6 versus 6.7; tz0=-4.04; p<.001) and psychologica sdeeffects (4.5 versus 3.6; tz=-3.31;
p<.05).
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TABLE 9: Psychological side effects of ecstasy reported by the overall sample (N=329)

SYMPTOM

Irritability

Trouble sleeping
Depression
Confusion

Anxiety

Paranoia

Visua hallucinations
Sound hallucinations
Flashbacks

Panic attacks

Loss of sex urge
Suicidal thoughts
Violent behaviour

Suicide attempts

Last 6
mths %

*

62

&

28

21

15

13

10

While
using
ecstasy*

23

27

27

19

10

0.6

0.6

While
coming
down *

60

52

&

03

At other
times*

16
24
1

14

0.6

Median
length of
worst case”

2 days
12 hours
3 days
12 days
4 hours
3 hours
1.5 hours
45 mins
5mins
1 hour
24 hours
24 hours

60 mins

Only related
to ecstasy

* proportion of total sample

#among those reporting the symptom
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TABLE 10: Physical side effects of ecstasy reported by the overall sample (N=329)

Median
length of
Last 6 While While wor st case Only
mths % using coming At other # related to
SYMPTOM * ecstasy* down * times* ecstasy % *
L oss of energy 65 8 61 19 2 days 46
Muscular aches 60 11 58 12 2 days 35
Hot / cold flushes 48 39 26 5 1 hour 53
Blurred vision 47 46 13 4 1 hour 69
Numbness/tingling 46 12 15 6 1 hour 59
Profuse sweating 413 39 18 5 3 hours 11
Weight loss 43 - - - 21 days 26
Dizziness 42 31 21 10 20 mins 46
Tremors/shakes 42 30 25 9 2 hours 46
Heart palpitations 17 37 16 8 30mins 39
Headaches 40 11 35 8 4 hours 35
Stomach pains 33 26 23 6 2 hours 43
Joint paing/stiffness 35 8 3 8 2 days 31
Inability to urinate 35 A 6 2 3 hours 78
Vomiting 4 30 8 6 5mins 65
Teeth problems 3 15 23 12 2 days 4
Shortness of breath 26 23 7 2 30 mins 35
Blackout/memory lapse 25 14 13 3 3 hours 31
Chest pains 16 9 9 5 1 hour 25
Fainting/pass out 6 5 2 2 3.5 mins 48
Fits/seizures 1 0.6 06 0 30 secs 03

* proportion of total sample
#among those reporting the symptom

The most common sde-effectswere generally acute symptoms experienced while ether intoxicated or
recovering from intoxication ("coming down'") from ectasy use. Specificaly, the Sde-effectsmod often
experienced while intoxicated were: blurred vison, numbness / tingling, hot/cold flushes, profuse
swesting, heart papitations, inability to urinate, dizziness, confuson tremors and vomiting.
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The mogt common symptoms experienced while recovering from ecstasy included: energy loss,
irritability, muscle aches, trouble deeping, depression, confusion and headaches. Significant minorities
reported more chronic symptoms extending beyond the acute intoxication and recovery period. These
included weight loss, depression, irritability, energy loss, trouble degping, anxiety and teeth problems
(eg. bruxism, hypersengtive teeth, mouth ulcers from excessve chewing). Very smdl proportions
reported extreme reactions, such as, fits or seizures, violent behaviour or suicida thoughts or attempts
(Tables9 & 10).

The mgority of participantswho reported the following symptoms perceived them to be dueto ecstasy
usedone inability to urinate, blurred vison, vomiting, numbnessitingling, sound halucinations, confusion,
loss of sex urge, hot/cold flushes, visud halucinations and flashbacks. Other symptomswere gengrdly
perceived as due to acombination of ecstasy use and other factors such as polydrug use, lack of deep,
pre-existing conditions and sustained exertion (Tables 9 & 10).

Haf of the sample (49%) reported an increase in ecstasy-related sde-effects snce they began usng.
Thesewere most often energy |oss (25%), depression (25%), irritability (229%), anxiety or panic attacks
(13%), paranoia(13%) and muscle aches (8%). One-third (37%) reported that the s de- effectshad not
changed, while 14% perceived that the side-effects had lessened over the course of their use histories.

Table 11 depictsthe mean number of physical and psychologica side effectsreported by participantsin
each city. Participants in Sydney experienced sgnificantly more physica sde effects than those in
Melbourne and Brisbane (i3 = 3.471, p <.005). Therewere no sgnificant differences between the
citiesin the number of psychologica side effects experienced.

TABLE 11: Reported physical and psychological side effects of participantsin thethree

states
Sydney Brisbane Melbourne
n=213 n=59 n =57
Mean no. physical sideeffects 825 7.02 6.15
Mean no. psychological side 426 353 4,02
effects

Multiplelinear regressonswere conducted to determine the variablesindependently associated withthe

number of physical sde effects experienced (see Appendix F for details of the analysis). The factors
which independently predicted more physical sde effects were:

1. Gender: being femde

2. Age: those who were younger;

3. Unemployment: those who had been unemployed some time during the last 6 months;

4. City: those in Sydney;
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5. Average amount of ecstasy taken: those who normaly took more ecstasy;
6. Drug types while coming down: those who used more drug types while recovering;
7. Bingeing on ecstasy during the last 6 months: those who had binged.

It appearsthat thosewho werelikely to report more negeative physica side effectswere younger, femde
and were less consgtently employed. They tended to use ecstasy more heavily, and engaged in
polydrug use when recovering from ecstasy use. Participants from Sydney were aso more likely to
report agreater number of physica sde effects.

Similar analyses were conducted to determine the variables independently associated with number of
psychologica ddeeffects(see Appendix G for detailsof theandyss). Thefactorswhich independently
predicted more psychologica side effects were:

1. Gender: being femde
2. Number of drugs binged during the grevious 6 months: those who had binged on

more drug types;
3. Drugs used when coming down: those who used more drug types when recovering.

Thus, femdes who were usang a variety of drugs heavily and were engaging in extensive polydrug use
when recovering from the effects of ecstasy, were likely to report more psychologica sde effects.

3.4.2 Symptoms of dependence

The median Severity of Dependence Scale (SDS) score was 1 (range 0-11), and females scored
ggnificantly higher than males (median = 2 versus 1; U=10784.5; p<.005). A cut-off of four on the
SDShasbeen datidicdly vaidated asequivaent to clinicaly significant amphetamine dependence (Topp
& Mattick, 1997). Usng this cut-off, 18% of the present samplewould be classified as dependent on

ecstasy’.

Participants from Sydney recorded significantly higher median scores on the SDS (2) than those in
Melbourne (1) and Brisbane (1), indicating that they experienced greater preoccupation with and
anxieties about their ecstasy use than participants in the other cities (U = 9693.0; p < .001).

3.4.3 Other ecstasy-reated problems

Morethan athird of the sample (42%) had experienced occupationa problemsrelated totheir ecstasy
use in the preceding Sx months. A sgnificantly higher proportion of femaes reported work or sudy
problems (50% versus 34% of males; +%=9.0; p<.01). Most of the problems (64%) involved trouble
concentrating, reduced performance or feding unmotivated. A quarter (25%) involved taking Sck leave

® DSM -1V measures of ecstasy dependence among a subset of the present sample are discussed €l sewhere
(Topp, Hall, & Hando, submitted).
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or not attending classes, whileaminority (11%) were serious problems such as being dismissed from or
quitting ajob, or inability to obtain employment.

Forty percent of the sampl e reported ecstasy-related rel ationship problemsin the preceding six months,
three-quarters (77%) of which wererdatively minor, such asarguments, mistrust or anxiety. Minorities
reported serious problems like ending a relationship (19%), being forced to leave home (2%) or
violence (2%). Financid problems related to ecstasy were reported by athird of the sample (38%).
Half (47%) of these were rdatively minor, such ashaving no money for other recreetion, athough 28%
reported being in debt, and 25% had been unable to pay for essentials such asfood or rent. Only 9
participants had recent lega problemsrelated to ecstasy, six of whom had been cautioned and three of
whom had been arrested.

Subgtantia proportions of samples from al cities reported ecstasy-related problems (Table 12), with
participants from Sydney the more likely to be affected. Compared to those in Brisbane and
Mebourne, Sydney participantswere significantly morelikely to report financia problems(OR =2.48;
Cl: 1.50, 4.09), occupationa problems (OR =1.85; Cl: 1.15, 2.98), and relationship problems (OR =
247, Cl: 1.51, 4.04) related to their ecstasy use. Relationship problems were aso more commonly
reported by Brisbane participants than those from Melbourne (OR = 2.60; CI: 1.09, 6.17).

TABLE 12: Reportsof problemsassociated with ecstasy use of participantsin the three

states
Sydney Brisbane Melbourne
n=213 n=>59 n=57
% reported ecstasy caused 47 36 18
relationship problems
% reported ecstasy caused 46 31 19
financial problems
% reported ecstasy caused 47 A 32
wor k/study problems
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TABLE 13: RisKky injecting practicesin the month preceding the interview

Total % (n)

Freguency of injection of any drugs:

Daily 27(9)
2-3 times/week 43(14)
Weekly or less 7.9 (26)
Noinjection 85.1 (280)
Injectorswho borrowed a used needle: 10.1(5)

No. timesinjectorsborrowed used needle:

None 89.8 (44)
Once 201
Twice 6.1(3)
3-5times 201
Injectorswho lent a used needle: 184(9)

No. of timesinjectorslent a used needle:

None 81.6 (40)
Once 82(4)
Twice 412
3-5times 6.1(3)

Injectorswho had shared needles:

184 (9)
Shar erswho had cleaned needleswith bleach:
Every time 4
Rarely (@]
Never @

A multiple logigtic regresson was carried out to determine the factors associated with relationship,
occupationa and financia problems (see Appendix H for detailsof theanalys's). Thefactorsassociated
with experiencing more problems were:

1. Age: being younger;

2. Frequency of ecstasy use: usng ecstasy more often;

3. Bingeing on ecstasy: having binged on ecstasy within the last 6 months;
4. State: being from the Sydney sample.

In short, it gppearsthat ecstasy use had problematic consequencesfor the Sydney samplein particular.
Those who reported problems associated with their ecstasy use appeared to be heavier and more
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regular users of ecstasy and/or other drugs, and to have become involved in drug taking at a younger
age.

3.5 Risk-taking behaviour
3.5.1 Injecting practices

Fifteen percent of the overal sample had injected one or more drugs in the month preceding the
interview (Table 13). Thiswas usudly once aweek or lessfrequently, or afew days per week. Few

participants reported daily injection.

Among those who had injected, five participants had used a needle after another person, on onetofive
occasions. Nine participants had lent aused needleto another person, up to five times during the month.
When sharing was defined as having either lent or borrowed a used needle, nine participants had shared
needles in the past month. Four of these participants reported never using bleach to clean needles
before re-use, while four aways used bleach before re-usng.

3.5.2 Sexual risk-taking

At least three quarters of the samplesin each city reported engaging in penetrative sex in the preceding
month (Table 14; seedso Appendix | for more detalled anayses of the sexua behaviour of asubset of
the present sample). Further, between 75% and 83% of each sample had had unsafe sex with aregular
partner(s) in the preceding month. Smdler but substantial proportions (between 34% and 42%) of
each sample had had unsafe sex with acasua partner(s) in the preceding month. Extent of sexud risk-
taking, as measured by the Sexual Behaviour subscale of the HIV Risk-taking Behaviour Scale (HSB;
Darke et d., 1991), was gpproximately equivaent between the three samples (Table 14).

TABLE 14: Sexual risk-taking of participantsin thethree states

Sydney Brisbane Melbourne
n=213 n=>59 n=57
% who had penetrative sex 7 81 75
during the past month
% of sexually active people - 75 81 83
unprotected sex with regular
partner
% of sexually active people- 42 40 A
unprotected sex with casual
partner
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H Mean HSB total score 4 4 4 H

3.5.3 Fluid consumption and activity levels

Fluid consumption and activity levels during intoxication were examined (Table 15). Most participants
(94%) reported that they usudly drank fluids while using ecstasy, and dl of these reported drinking a
least some water. Forty one percent of the sample typicaly consumed less than 250ml of water per
hour, 43% consumed between 250-500ml of water per hour, 8% consumed between 500-1000ml per
hour, and three participants (<1%) typicaly consumed more than a litre of water per hour. Almost a
third of the sample drank only water whileintoxicated. Other fluidstypically consumed included acohal,
soft drinks, fruit juice, isotonic sports drinks and coffee.

Medicd opinion suggests that water consumption should vary according to activity level during
intoxication (White, Irvine & Bochner, 1996). Eighty-nine percent (n=293) of the present sample had
attended a dance venue whileintoxicated during the preceding Sx months. While 87% reported taking
breaksfrom dancing, 13% danced continuoudy without reting. Among thosewho did not rest a dance
venues (n=38), haf (n=19) drank adequate amounts of water (250-500ml per hour). The remainder
consumed either too much water (=2, >500ml per hour), or too little (n=17, <250ml per hour),
including six participants who reported drinking no water. Those who did not rest and consumed
inadequate water either consumed acohol (n=9), or no fluids at dl (n=8).

Among thosewho did rest at dance events (n=255), 44% consumed adequate amounts of water (250-
500ml per hour). Almost haf (45%) usudly drank lessthan recommended (<250ml per hour), including
eight participants who consumed no water. Twenty eight participants (11%) consumed excessve
amounts (>500ml per hour). Among those resting but drinking too little water (n=114), 36% usudly
drank no other fluids, while 43% usualy consumed acohoal.

One third (37%) of Sydney participants, 51% of Mebourne participants, and 59% of Brisbane
participants reported drinking an gppropriate amount of water when at adance venue. Participantsfrom
Brishane and Melbourne were more likely than those in Sydney to report that they had consumed the
correct amount of water (OR = 2.10; Cl: 1.32, 3.33). One factor that must be considered when
accounting for theseresultsisthe availability of water at dance venues. Observationa studies conducted
at permanent dance venues as part of the Nationa Dance Party Project suggest that inadequate water
supplies and exorbitant prices for water are common in bars, nightclubs and dance parties (see

Appendix J).
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TABLE 15: Fluid consumption during ecstasy use of the overall sample (N = 329)

% (n)

Drink fluidswhile using ecstasy A
Water typically drunk when using ecstasy (per hour)

<250 mL 1

250 - 500 mL 43

500 - 1 000 mL 8

> 1000 mL 1
Fluidstypically drunk when using ecstasy

water only 29

alcohol 40

juice 28

soft drink 19

sportsdrinks 17

coffee 6
Attended dance venue when using ecstasy (last 6 months) 89

% whotook breaks 87 (255)

% who danced continuously 13(38)
Did rest (n = 255)

drank adequate water 44 (112)

drank too little water 45 (115)

drank too much water 11 (28)
Did not rest (n = 38)

drank adequate water 50(19)

drank too little water 29(11)

drank nowater 16 (6)

drank too much water 5(2

3.5.4 Perceptionsof risk

Participants rated on an 11 point scade how "hard" anillicit drug they perceived ecstasy to be, with
cannabis at point "0", and heroin at point "10". The mean scorewas 5.0 (SD 1.9; range 0-10). When
asked to nominate the three main risks of ecstasy, the two most common responses were emotional
problems and the risks posed by impurities (Table 16). Large proportions mentioned the physcd
problems associated with ecstasy use (both short and long term), as well as the unknown long term
effects of ecstasy use. Some cited the risks of death or toxic reaction as risks associated with use.
Other issues such as financid and legd difficulties were also mentioned.  The mgority (94%) of the
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sample percelved their own use of ecstasy asat least moderately safe (Table 16); very few described it
asrisky (6.5%).

TABLE 16: Perceived risks of ecstasy use reported by the overall sample (N = 329)

Per ceived risks of ecstasy use %
Emoational problems 4
Impurities 12
Short term physical problems 31
Longterm physical problems 25
Financial problems 25
Unknown long term effects 24
Dependence 18
L egal problems 16
Death 12
Toxicreactions 12
Cognitive problems 12
Per ception of own ecstasy use
Quitesafe 3
M oder ately safe 305
Very safe 25
Quiterisky 55
Very risky 1

355 Crime

Substantia proportions of al samplesreported committing crimein the preceding month; 57% of those
in Sydney, 39% of thosein Brisbane, and 39% of thosein Mebourne (Table 17). Sydney participants
were sgnificantly more likely than those from Melbourne or Brisbane to have committed a property
crime (OR = 2.23; CI: 1.18, 4.25), and to have been involved in drug dedling (OR = 1.62; Cl: 1.01,
2.59). Few participants from any city were involved in fraud or violent crime.
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TABLE 17: Recent criminal involvement of participantsin the three states

Sydney Brisbane Melbourne
n=213 n=>59 n=57
% any crimein past month 57 39 39
% drug dealingin past month 46 36 33
% property crimein past month 24 9 16
% fraud during past month 4 2 0
% violent crimein past month 2 0 0

Multivariate analyses suggested that the factors which increased the likelihood of crimind involvement
were (see Appendix K for details of the analyss):

1. Years of education: those who had fewer years of education;

2. Age of monthly ecstasy use: those who began regular ecstasy use a ayounger age;
3. Frequency of use: those who used ecstasy more often.

The fact that Sydney participants were more likely to be involved in some sort of crime appearsto be
duetothefact that this sampletended to use ecstasy more regularly than thosein other samples, and had
darted using ecstasy a ayounger age. On the whole, those who reported involvement in some crime
gppeared to be more heavily involved in ecstasy use, and to be less well-educated.

3.6  Help seeking behaviour
3.6.1 Self-defined problematic use

More than one-third (41%) had attempted to reduce their ecstasy use at some time, most (84%) of
these during the preceding 12 months. Of those that had attempted to cut down, the most common
reasons were financid difficulties (60%), physica hedth problems (48%), psychologica problems
(38%), occupationa problems (27%), relationship problems (21%), to improve their qudity of life
(20%), poor qudity drugs (14%) and fedling dependent (11%). Participants from Sydney were more
likely to havetried to cut down than those from Melbourne and Brisbane (OR = 2.95; CI: 1.80, 4.84).
Forty participants (12% of the sample) felt that they had needed help for an ecstasy-related problemin
the past, and 6% (n=18) felt that their current use of ecstasy was problematic.
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3.6.2 Formal treatment

One fifth of the sample (21%; n=71) had received forma assstance from a hedlth practitioner for an
ecstasy-related problem (Table 18), dthough in the mgority of these cases (81%; n=58), other drugs
were dso involved. The most common treatments sought were GP (11%) or naturd therapist (8%)
consultations.  Seven percent of the total sample (n=23) were currently receiving trestment for an
ecstasy-relaed problem, most frequently from anaturd therapist (n=11) or a GP (n=7).

Among those who had consulted aGP (n=37), most (78%; n=29) reported to their practitioner that the
problem was ecstasy-related. Only 19% (h=7) noted reductions in ecstasy use as a result of this
assdance. Other outcomes included obtaining a prescription for benzodiazepines or other
pharmaceuticals (n=9), increased knowledge about drugs (n=9) and receiving amedica check-up or
blood tests (n=7). Five participantsreported improved physical hedth asaresult of their consultation,
and four reported fedings of anxiety and frudration. Two-thirds (h=25) were satisfied with the
treatment (Table 18).

Eleven of the 25 participants who had received natura therapies (eg. acupuncture, massage, herbs)
presented the problem as ecstasy-related. The most common outcomes were stress reduction and
increased relaxation (n=11), reduced ecstasy use (n=10), improved physica (n=9) and psychologica
(n=7) hedth and detoxification (n=9). Only one subject was unsatisfied with this intervention.

Thirteen participants had seen adrug counsdlor, two of whom were currently doing so. Mogt (n=12)
presented the problem as ecstasy-related. Outcomes included reduced ecstasy use (n=7), improved
physicad hedth (h=4) and psychologica sability (n=4), support and understanding (n=3), improved
financid gtuation (n=2) and relationships (n=2), and increased motivation (n=1). Three participants
reported negative outcomes of counselling, including increased anxiety and craving. Seven of thethirteen
participants were satisfied with this form of trestment.

Nine participants had seen a psychiatrist for an ecstasy-related problem, although in every case, other
drugswere dso involved. Five participants disclosed that they were using ecstasy, and four reported
decreased usefollowing treetment. Other outcomesincluded improved psychologicd stability (n=2) ad
physica hedth f=1), hcreased motivation f1=1) and increased knowledge about drugs (=1).
However, four participants reported negative outcomesincluding increased anxiety and frustration. Four
participants were stisfied with this intervention.
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TABLE 18: Options sought to modify ecstasy use or reduce associated problems (N=329)

Presented as
Ever Current ecstasy-
received intervention  related %* | % Reduced %

% (n) % (n) ecstasy use®  Satisfied” *
Formal
GP 11 (37) 2 (7) 78 19 68
Nat. therapies 8 (29) 3(11) 44 40 9%
Counsellor 4(13) 0.6 (2 92 54 62
First Aid 3(9 - 89 11 100
Psychiatrist 3(9) 0.6 (2) 56 a4 a4

2(8) - 100 13 63
Casualt
Detoxifiiation 1(3) 0 100 67 100
NA 1(3) 0.3() 100 100 100

0 - - - -

TC
I nformal
Alone 41 (136) 35 (114) - 88 91
Social support 18 (58) 12 (40) o1 52 97
Information 40 (133) - - 9 58

# among those who participated in the intervention
* includes participants who were moderately to extremely satisfied

Nine participants had received First Aid at avenue, eight of whom reported to aff that they had taken
ecstasy. This type of trestment did not usually lead to reduced ecstasy use (n=1), as dl involved
trestment for an acute negative drug reaction. All participantswere satisfied with the trestment they had
received from First Aid. A further eight participants had presented to ahospital accident and emergency
department with an ecstasy-related problem, and al informed staff that they had taken ecstasy. One
subject had reduced their ecstasy usefollowing thisincident. Six of theeight received medicd trestmert,
four for an acute toxic reaction and two for suicide attempts. Five of the eight were satisfied with the
treatment they received.

Three participants had attended detoxification programsfor ecstasy-related problems, two of whichdso
involved amphetamine, and dl disclosed their drug use to the practitioners. Two of the three reduced
their drug usefollowing detoxification, with other outcomesreported to beimproved physica (n=1) and
psychologica (n=1) health and increased knowledge about drugs (n=1). All threewere satisfied with
the programs. Three participants had attended Narcotics Anonymous (NA) meetings for ecstasy and
other drug problems, one of whom was till doing so. All presented their problems as drug-related,
reduced their drug use as aresult, and were satisfied with this intervention.
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Nineteen percent (n=62) of the sample had wanted help with some aspect of their ecstasy use but did
not successfully obtainit. Barriersto trestment seeking included: feding that they should be ableto ded
with the problem aone (45%; n=28), feding unmotivated or denying the problem (40%; n=25), not
knowing whereto go (26%; n=16), perceiving the treatment or practitioner asinadequate (26%0; n=16),
confidentidity concerns (16%; n=10), time congraints (5%; n=3), waiting ligs (3%; n=2) and cost
issues (3%; n=2).

3.6.3 Informal responses

Attemptsto modify ecstasy usewithout forma assistance were common (46%), with many participants
having done so done (41%), and/or with support from family or friends (18%) (Table 18). Participants
from Sydney and Brisbane were more likely than those from M bourne to have attempted to modify
their use without formal assstance (OR = 3.54; CI: 1.82, 6.86).

Among those who had attempted to modify their ecstasy use done, most (88%) reduced consumption
and were stisfied with the outcomes (91%). Additional outcomesincluded: improved financid stugion
(62%), improved physical (52%) and psychologica (33%) hedth, better concentration (44%),

increased motivation (41%), improved relationships (31%), and feding morein control (18%). One-
fifth (20%) of thisgroup reported negative outcomes, including increased craving, anxiety and frudration,
and loss of socid group.

Among those who attempted to modify their use with socid support, 91% reveded to their family or
friendsthat they used ecstasy. Half (52%) reduced their use with this assstance, and nearly al (97%)
were satisfied with the outcomes.  Other outcomes included emotional support (57%), improved
relationships (52%) and increased knowledge about drugs (22%).

Overdl, participants were most likely to report areduction in ecstasy use from attending NA, cutting
down on one's own, detoxification programs, counsalling or socid support. Lessthan haf of thosewho
had participated in other interventions had reduced their use. Satisfaction was highest with First Aid,
detoxification programs and NA, followed by socid support, natura therapies and cutting back alone.
Given the smdl numbers who had participated in forma treatments, replication of these results is
required.

Forty percent (n=133) of the sample had obtained information about ecstasy from sources such as
textbooks, pamphlets, the internet or youth centres. The most common outcome was increased
knowledge about ecstasy (93%), athough lessthan two- thirds (58%) were satisfied with theinformation
they recaived. A quarter (28%) weretotaly unsatisfied with the information available, and 15% were
only alittle satisfied. Almost haf of the sample (46%) had attempted to modify ecstasy use without
formal assstance, with many participants having done so done (41%), and/or with support from family
or friends (18%).

3.6.4 Intervention preferences
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More than haf (55%) of the sample wanted to make changesto their ecstasy use. A quarter (25%)
wanted to reduce their use, including seven participants (2%) who wanted to quit using atogether.
More than one-fifth (23%) wanted purer drugs and 21% wanted chegper drugs. Minorities wanted
ecstasy to be more available (8%), to increase their use (4%), or to stop injecting (29).

Of those who wanted to reduce their use (25%; n=83), the most common reasons were: financid

difficulties (57%; n=47), physicd hedth effects (45%; n=37), psychological problems (39%; n=32),
occupational problems (37%; n=31), toimprovetheir quaity of life (28%; n=23), rdationship problems
(17%; n=14), feeling dependent on ecstasy (16%; n=13) or poor quality drugs (12%; n=10).

A multivariate andys swas conducted to determine the variablesindependently associated with desireto
reduce use (see Appendix L for details of the analyss). The variables independently associated with
desire to reduce ecstasy use were:

1. Recent financial problems;

2. Recent relationship problems;

3. More psychological side-effects;
4. Morefrequent ecstasy use.

Clearly, those who wished to cut down their ecstasy use were those who were more regular users of
ecdasy, and for whom ecgtasy use was proving more problematic.

Almogt athird of Sydney participants said they would like to cut down their ecstasy use, a proportion
which was significantly higher than the other citiescombined (OR = 2.86; Cl: 1.57, 5.23). Onefifth of
Brishane participants said that they would like to cut down, and this was sgnificantly more than those
wanting to cut down in the Melbourne sample (OR = 3.38; CI: 1.02, 11.21).

Fifteen percent (n=49) of the samplewanted formd trestment for an ecstasy- related problem. Themost
common request was for naturd therapies, particularly advice on diet and nutrition (10%; n=32),
followed by consultation with a counsellor (4%; n=13), GP (3%; n=11) or psychiatrist (2%; n=6), or
attending NA mestings (<1%).

Mogt participants (85%) requested moreinformation about ecstasy, particularly on side-effects (49%),
harm reduction techniques (49%), long-term effects (34%), mode of action (29%), manufacturing
processes and contents (26%), recommended water consumption (24%), strategies for cutting down
(13%), emergency procedures (9%), effects on vita organs (7%) and contraindications (7%). Some
participants thought that information about ecstasy should be more accessible (10%), and that drug
testing facilities should be provided to minimise problems from impurities (50%).

Table 19 summarises the differences between states in help- seeking behaviour. Higher proportions of
the Sydney sample reported that they would currently like to reduce their ecstasy use and that they had
attempted to do so without forma assstance in the past. Brisbane participants were most likely to
report that they had sought professona help for an ecstasy-related problem in the past.



TABLE 19: Reportsof intentions and attemptsto cut down or cease ecstasy use from
participantsin thethree states

Sydney Brisbane Melbourne
n=213 n=>59 n=57
% who would liketo cut down or 32 20 7
quit ecstasy
% who have sought professional 22 26 16
hep to cut down
% who have attempted to cut %) 17 23
down without formal assistance

40 DISCUSSION
4.1  Characterigtics of the sample

This sample of 329 ecstasy users was recruited with ease from al metropolitan regions of three
Audrdian capitd cities, mainly through the use of snowbal techniques. On the whole, the samplewas
young and relatively well educated, few were unemployed, and maes and femaes were equaly

represented. A variety of cultural backgroundswererepresented, including aminority of participants of
indigenous descent.

The sample differed in a number of ways from the 100 ecstasy users suveyed in Sydney in 1990 by
Solowij et d (1992). Theearlier samplewasolder (27.1 versus 23.1 years), morelikely to befrom the
inner city (74%) and to be working full-time (63%), and less likely to be female (39%). Few culturd
backgrounds were represented in the earlier sample, and no participants of indigenous descent were
recruited. Thesedifferencesmay reflect thebiasesof "snowbal" sampling. However, snceboth sudies
employed smilar recruitment methods, differences may be due to changesin the nature of the ecstasy-
using population in Austrdiaduring the 1990s. These changes have been reflected in results of regular
Nationa Household Drug Surveys of the generd population. For example, whereas in 1991, 4% of
females aged between 14 and 24 years had tried ecstasy, by 1993, this figure had risen to 9%
(Commonwedth Department of Human Services & Hedlth, 1994).

Participants were asked to nominate a "type’ of ecstasy user with which they most identified. This
proved a somewhat ambitiousundertaking, as some participantswere reluctant to categorise or "pigeon
hole" themsdves, and some were unable to name a single scene or type with which they identified.
While many participants identified with various dance scenes, the item provided a flavour of the wide
range of ecstasy usersin Audrdia, and refuted the common view that ecstasy is exclusively a dance
drug. Participants identified with a broad range of "types' or "scenes' of ecstasy use, dthough the
vaidity of such a "typology" cannot be evauated using survey methodology. Ethnographic research
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would be preferable to develop atypology of ecstasy users, smilar to that described for amphetamine
users (Klee, 1997).

42  Ecstasy use
4.2.1 Patternsof ecstasy use

Although a broad range of ecstasy users were found in the present sample, they typicaly began to use
ecdtasy in their late teens, and quickly began to use the drug regularly. The frequency of ectasy use
varied from once in sx months to four days per week. Frequency of ecstasy use appears to have
increased; ahigher proportion of thissamplethaninthe Solowij et d. (1992) study used ecstasy weekly
or more often (19% versus 12%), and asmaller proportion used monthly or lessfrequently (37% versus
76%).

Quantity of ecstasy use has dso increased. Over two-thirds of the Solowij et d. (1992) sample
reported taking only onetablet per average use episode, with amaximum of fivetablets. Inthe present
sample, dmost haf (44%) reported usng more than one tablet in an average use episode, with a
maximum of eight tablets consumed in atypica occasion of use. Those who used more ectasy in an
average episode were likely to be mae, employed and identify with a dance scene. They identified
ecgtasy as their favourite drug, and used it more often; they aso had a more extensive drug taking
higory.

One quarter (26%) of the current sample had consumed four or more tablets in a use episode in the
preceding sx months, with a maximum of 30 tablets consumed in aweekend "binge’ by one subject.
Whereas "binge" behaviour was not assessed in the earlier study, remarkably high rates were reported
among the present sample, with over one-third having binged on both ecstasy and amphetaminefor 48
hours or more. As has been reported previoudy (Ovendon & Loxley, 1996), there was a Significant
association between bingeing and injecting. When mulltiple factors were consdered, those who had
binged on ecdtasy were likdly to regard it as their drug of choice, to use it more often and in larger
amounts, and they weredso likely to have binged on drugs other than ecstasy. Participantswho engage
insuch bingesarelikely to compromisetheir immune systemsthrough lack of sleep, food and adequate
fluid intake for significant periods of time (Carroll, 1996).

4.2.2 Routesof administration

Conggtent with Solowij et a. (1992), the use of ecstasy was primarily through ord routes, althoughan
increase in intravenous adminigtration was reported by the present sample (16% versus 2%). The
adverse hedlth and psychol ogica implications of injecting ecstasy have been highlighted d sewhere (Hunt,
Jones & Shdley, 1993), as they have for intravenous use of other simulants (Hal & Hando, 1994).
Multivariate analyses suggested that thosewho were most likdly to have injected ecstasy werelesslikely
to identify with the dance scene with which ecstasy is often associated. They tended to have become
involved in regular ecstasy use a a younger age and to regard it as their drug of choice. They had a
wider experience of drug use, and tended to have injected other drugs besides ecstasy. In short, it
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appears that those who were injecting ecstasy were morelikely to belong to agroup of userswho had
been more heavily involved in drug use for a greater amount of time.

Morethan haf of thosewho had injected ecstasy had reverted to ora/intranasal routes of administration.

This was mogt often due to hedth problems, inconvenience, dependence and theintengity of the come
down. Reasonsfor changesin routes of administration were smilar to those reported by amphetamine
users (Darke et ., 1994). Such issues should be emphasised in educational campaignsto reducethe
hazards associated with ecstasy use.

4.2.3 Toleranceto ecstasy

More participantsin the present sample noted diminishing effects of ecstasy thanin the samplerecruited
by Solowij et d. (1992) (69% versus 49%). This may reflect changes in the compostion of street
ecgtasy snce the early 1990s; present figures suggest that ecstasy in Audrdiais gpproximatey 33%
pure (Hando, Darke, Degenhardt, Cormack & Rumbold, 1998). A mgority of those in both studies
who reported diminished effects considered them due, at least in part, to variationsin quality and purity.
However, it is dso possible that increases in quantity and frequency of ecstasy use has led to the
development of ahigher degree of tolerance among regular users. Certainly, more of the present sample
attributed diminished effects to "tolerance” than in the earlier study (74% versus 59%). Subgtantia

proportions of both samples aso suggested that diminished effects depended on mood and setting.

424 Motivation for and context of use

A range of motivations for ecstasy use were reported, many consstent with those reported in the
Solowij et a. (1992) study. In both studies, participants reported that a combination of curiosty,

availability and having friendswho used encouraged them to experiment with ecstasy. Ecstasy-induced
euphoriawasthe overwhelming reason for continued use. Other reported reasonsfor continuing to use
reinforced the nature of ecstasy as both a stimulant and an halucinogen, as well as an "entactogen” or
"touchy drug" (Hermle, Spitzer, Borchardt & Kovar, 1993; Solowij et d., 1992). Thus, energy,

confidence, heightened sensations, the group experience of warmth and friendship, improved
communication and empathy, and ingght and clarity of thought, weredl important reasonsfor continued
useinthepresent sample. Further, these effects of ecstasy were most often described asthe best things
about the drug.

These effects dso relate to the activities undertaken while intoxicated, which were more extensve and
varied than just dancing at clubs or raves (Henry, 1992; Forsyth, 1996). They included socidising and
meeting new people, feding empathic and dlose to friends, touching, reaxing, "hanging out" a home,
having sex and thinking. Its enhancement of socid events makes ecstasy conducive to use in many
Stuations, ranging from using a homewith apartner for empathy and intimacy, using during the day with
friends to go shopping or to the beach, to taking small doses before the cinema or dinner parties.

Althoughthe socid effectsof ecstasy, in combination with the hallucinogenic and stimulant effects, made
dancinginanaurdly and visudly simulating environment afavourite activity for many participants, there
were many participants who had never used the drug in a dance environment.
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Ecdtasy isadrug used within aparticular socia context. Few participantsin either sample reported that
they used it done, with their dedler or acquaintances. Most used with smdl groups of friends, larger
groups of friends or partners. Participants described extensive networks of friendswho used the drug,
with amgority of both samples indicating that most of the people they spent time with currently used
ecstasy. Themgority of thoseinthe present study with regular partnersreported thet their partnersaso
used. The socid nature of ecstasy use aso relates to the sources from which the drug is obtained;
amog dl participants (91%) usudly obtained ecstasy through ther friends. Mogt participants
emphasi sed that an important harm reduction technique wasto obtain the drug from aknown and trusted
source, capable of reporting on the effects of new "batches'.

In both the 1990 sample and the present study, the quality and cost of ecstasy and the nature of the
come down period after use were considered the worst things about the drug. Also of concern to the
present sample were physical and psychologicd problems, the illegd satus of the drug and the
development of tolerance. This increase in recognition of undesirable aspects of ecstasy, and in

particular of hedth and psychologica sde effects and tolerance, which might arise due to heavier use,
are congstent with the notion that greater amounts of ecstasy are now being used, with awider range of
harmful consequences.

Interestingly, 40% of the Solowij et d. (1992) sample believed that ecstasy use in Sydney was
decreasing at the time of that sudy. Thisled Solowij et d. (1992) to postulatethat ecstasy wasa'"fad”
that would quickly be superseded by some other drug. However, the results of the present study
suggest that if anything, ecstasy use has increased in Audtrdia throughout the 1990s. It isnow being
used by a more demographically diverse range of people, and contexts of use have broadened from
primarily dance-oriented to awide range of socia and intimate events. It has been suggested that the
media hype surrounding ecstasy use in the late 1980s may have contributed to the numbers of people
experimenting with the drug (Henry, 1992; Solowij & Lee, 1991). Thissuggestion issupported by the
present sudy, with 64% of participants having first tried thedrug intheyears 1993-1996. Thisispartly
afunction of the young age of the sample, but it islikely that it is dso partly due to the intense media
interest in dance drugs and raves throughout these years. While the media continue to publish

sensationd and ill-informed stories about drugs like ecstasy and events like raves, young people will

probably continue to be attracted to theseillicit and underground activities (Beck, 1986, 1990; Farrell,
1989).

4.3  Patternsof other drug use

It is accurate to characterise this sample as polydrug users, haf of whom had a preference for ecstasy.
High leves of consumption of numerous other drugs were recorded, both in conjunction with ecstasy
and completely separatefromit. While cross-sectiona datacannot € ucidate the pathway's between use
of various drugs, it is interesting to note that most had used acohoal, tobacco, cannabis, LSD and
amphetamine before using ecstasy. Initiation of ketamine, cocaine and MDA use were most likely to
succeed ecstasy use. However, authoritative comments on the Satus of ecstasy asa"gateway” drug are
not possible without longitudinal research (Kandd, Yamaguchi & Chen, 1992).
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Different patterns of polydrug use among ecstasy users have been noted over time. While detailed
patterns of other drug use were not collected in the Solowij et d. (1992) study, what was reported
contrasts markedly with the present findings. For example, 24% of the earlier sample had never used
other drugsin conjunction with ecstasy, whereas concurrent polydrug use wastypi cally undertaken by
93% of the present sample, emphasising the need for research and education on the effects of polydrug
use. Of particular concern wasthe finding that 41% of those who drank acohol with ecstasy typicaly
did so a hazardouslevels. Thehazards of this pattern of dcohol consumption may be heightened when
used with adrug that may produce dehydration.
Remarkably high and diverse rates of party drug use were reported. Almost dl participants had used
amphetamine (94%) and L SD (93%), 75% had used amy! nitrate, and morethan half had used cocaine
(61%0), nitrous oxide (61%) and MDA (51%). Substantid minorities of the sample typicaly used
amphetamine (43%), LSD (13%), amy! nitrate (12%) and nitrousoxide (7%) concurrently with ecstasy.
Many participants typicaly used other drugs such as cannabis (64%), dcohol (21%) and
benzodiazepines (17%) to ease the come down period after using ecstasy. Ecstasy users seem to be
adept at obtaining drugs with which to sdf- medicate the aversve physica and psychologica effects of
ecgtasy (and other drug) use. Thisis of concern, as the "stimulant-depressant” cycle of use has been
associated with more adverse effects than stimulant use done (Williamson et d., 1997). Thefact that
57% of the sample had used benzodiazepines was unexpected and disturbing, given suggestions that
benzodiazepinesmay act asa"bridge" between problem drug users and the dance scene (McDermott &
McBride, 1993). Further, amphetamineuserswho aso use benzodiazepines have reported higher levels
of polydrug use and psychopathology, poorer hedth and socid functioning, and greater HIV risk-teking
than those who do not (Darke, Ross & Cohen, 1994).

4.4  Ecstasy-related harms

The present study reports users perceptions of adiverse range of physica and psychologica ecstasy-
relaed harms. The findings stand in contrast to the conventional wisdom that ecstasy is ardatively
benign drug with few associated risks (eg. Downing, 1986; Fromberg, 1990; Nichols & Glennon,
1984). Y oung, femde polydrug users appeared to be particularly at risk of experiencing harms from
ecstasy use.

On average, participantsreported eight physica and four psychologica sde-effectsfrom ecstasy inthe
preceding Sx months. Haf or more of the sample had experienced energy loss, irritability, muscular
aches, trouble deeping and depression. These were generaly acute symptoms that occurred during
intoxication and recovery. A number of more chronic adverse effects occurring between use episodes
were a0 reported, including weight loss, depression, irritability, energy loss, trouble deeping, anxiety
and teeth problems. Half the sample reported that these side- effects had increased in frequency since
they began to use ecstasy.

While most psychologica symptoms were perceived to slem from a combination of ecstasy and other
factors, such aspolydrug use, sustained exertion, lack of deep or pre-existing conditions, some physicd
symptoms were perceived by the mgority of those who reported them as being due to ecstasy use
adone. Theseinduded: inability to urinate, blurred vison, vomiting, numbness or tingling, lossof sex urge
and hot/cold flushes. Multivariate analyses provided some support for participants atributions. This

39



finding must be viewed with caution, however, given the problemsinvolved in drawing causd inferences
from cross-sectiond data. The extent of physical symptomatology was best predicted by being young
and femde, dong with indices of ecstasy use including quantity, bingeing and extent of polydrug use
during the recovery period. The multivariate model predicting psychologica symptoms did not have
strong predictive power, but indicated that polydrug use was important in accounting for variance in
psychologica symptoms.

Morethan one-third of the sample reported other recent problemsrelated to their ecstasy use, including
occupationd (42%), rdationship (40%) and financid (38%) problems. While many of these were
relatively minor, some participants had experienced sgnificant disruptions to functioning thet they
atributed to their ecstasy use, including loss of employment, ending relationshipsand inability to pay for
essentias like food or rent. That these problems were ecstasy-related was supported by multivariate
andyses, which indicated that such problems were best predicted by ecstasy use variables including
frequency and bingeing. Indices of other drug use, and in particular other stimulant use, did not add
significant predictive power to the modd.
An important predictive factor in ecstasy-related harm wasthe youth of theuser. Agewasasgnificant
predictor of two of the measures of ecstasy-related harm (physica side-effects and extent of totd harm).
In both cases, being younger was independently associated with greater harm, dthough there was no
relationship between age and quantity or frequency of ecstasy use. Smilarly, recent U.S. research has
indicated that adolescent users are more likely to meet criteriafor dependence than adults a the same
intengity of cannabis use (Chen, Kandel & Davies, 1997). Inthe case of cannabis, Chen et d. (1997)
speculated that adolescents may be more vulnerable than adults to the social and psychologica
consequences of cannabis use. These findings may extend to ecstasy use by young adults, in that
younger users may be more vulnerable to any harms associated with ecstasy use.

4.5 Risk-taking behaviour

Current injecting was reported by asubstantia minority of the sample (15%), but only nine participants
(3%) had shared needles in the preceding month. Inadequate or excessive fluid consumption was a
more prevaent form of risk-taking. While nearly al participants (94%) reported that they usudly drank
fluidswhileintoxicated, many (41%) consumed |essthan the recommended quantity of water (between
250-500ml per hour; Whiteet d., 1996). About one-in-ten drank excessive amounts (>500ml). While
other fluidswere consumed by some participants, including acohol (40%), soft drinks (28%), fruit juice
(19%) and isotonic sports drinks (17%), some of these may exacerbate the negative effects of ecstasy
and are generdly not recommended (eg. dcohal, isotonic drinks; White et d., 1996). One quarter of
this sample requested information on correct water consumption, suggesting thet thisis an areawhere
gppropriate and accurate harm reduction materiad may reduce the risks associated with ecstasy use.

Of most concern was the minority (5%) of participants who reported that they did not consume water
nor take bresks from dancing while a dance venues. Given the literature on the circumstances
surrounding most ecstasy-rel ated deaths (Henry et al., 1992; Solowij, 1993; Whiteet d., 1997), these
participants were at serious risk of toxic reactions such as hyperthermia or rhabdomyolyss.
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Ecstasy use was perceived by participants to pose a moderate risk, approximatey halfway between

cannabis and heroin. Long and short-term physica and psychologica problemsand purity issueswere
key concerns, dong with financid problems, unknown long term effects, legd problems and degth.

Despitethisknowledge of risks associated with ecstasy use, 94% thought their persona use of thedrug
was safe, and one-quarter consdered their use "very safe’. Adverse effects and risk-taking were
common, athough the risks were perceived to be greater for others than for the self. These attitudes
may be amanifestation of thegenerd tendency for individua sto underestimate the degreeto which they
are at risk of unpleasant events (Weingtein, 1980, 1982). This biasis particularly pronounced among
young people, who not only underestimate risks (Moore & Rosenthd, 1992) but also fed invulnerable
to them (Elkind, 1985). Users of other sorts of illicit drugs have aso demongtrated the tendency to
congder therisksto othersto be greater than therisksto the self. For example, while heroin userstend
to believe it islikely that other userswill overdosein the future, they consider themselves unlikely to do
0 (Darke & Ross, 1997). Correspondingly, femadeinjecting amphetamine userstend to consider that
they are not at risk of contracting HIV, as infection is something thet happens to heroin users (Klee,
1993).

4.6 Help-seeking behaviour

Almost haf (46%) of the sample had attempted to modify their use of ecstasy without forma assstance
at sometime, either done (41%) and/or withsocia support (18%). Inaddition, 22% had sought formal

ass gance from ahedth practitioner for an ecstasy-related problem, and 7% were currently in trestment
for ecstasy use. Although in the mgority of these cases other drugs were dso involved, thisishardly
surprising given the extent of polydrug use among the sample. The most common treatments were
consultations with GPs or naturd therapidts, interventions for which there were rdatively low rates of

subsequent reductions in use, but a high degree of satisfaction. This may relate to the fact that some
participants who sought trestment did not want to reduce their use per se, seeking instead to adopt
measures to minimise the sde-effects, such as obtaining pharmaceuticas or strengthening immunity
through stress reduction or changesin diet.

The few participants who attended forma trestment programs, such as, NA programs, detoxification,
counselling and socia support weremost likely to report reductionsin use. Thosewho sought hdp were
least stisfied with psychiatrists and counsellors.  This may relate to the lack of ecstasy-pecific
interventions available, or the fact that some were compelled to attend by thejudicid system or family.
It may aso bethat by their very nature, such cliniciansmight atract dientswith entrenched psychologica
problems which are more difficult to treat, so that satisfaction may be lower. A range of beneficid
outcomes were reported by those who had undergone both forma and informal interventions, although
some participants found that participating in various treatments exacerbated negative affect such as
anxiety, frugration and craving.

Among thosewho had cut down inthe past, the main mativationswerefinancid difficulties, physica and
psychologica problems, occupationa problems, rel ationship troubles and to improve qudity of life. A
quarter (25%) of the sample currently wanted to reduce their use of ecstasy, nominating the same
reasons for desiring change. A sample of simulant usersin the U.K. reported their main reasons for
reduced use of ecstasy were cost issues, reduced novelty and decreased quadlity (Williamson et d.,
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1997). Thissuggeststhat the present samplewere more affected by the adverse effects associated with
use, dthough varying sampling methods may partly account for these differences. Multivariate analyses
indicated that desre to reduce use was independently associated with financid, rdationship and
psychologica problems, and frequency of use. Fifteen percent of the sample indicated a desire for
forma treatment for an ecstasy-related problem, most frequently naturd therapies, counsdling or
consultationswithaGP. The overwhel ming mgority (85%) requested moreinformetion about ecstasy,
in particular on sde-effects and harm reduction techniques, pointing to the ditinct lack of culturdly
relevant materid avallable in Audrdia Moreover, hdf the sample recommended that drug testing
facilities, smilar to those operating in the Netherlands (Indtitute for the Study of Drug Dependence
(1SDD), 1998; Levine, 1994), and be provided a dance venues to minimise the risks from impurities,

4.7 Trendssince 1990 in ecstasy-related harms and help-seeking

A number of itemsassessed in Solowij et d.'s (1992) survey of ecstasy users can be compared with the
present findings. Few differences in perception of ecstasy-related risk were found between the two
samples. Both rated ecstasy as moderately risky, ranking it approximeately hafway between cannabis
and heroin. Both described long and short term physica and psychologica problems and purity issues
as key concerns.  However, sgnificant minorities of the present sample aso nominated financid
problems, legd problems and death as important risks of ecstasy use.

Fewer participants in the earlier sample reported adverse symptoms of depression, parancia, anxiety,
teeth problems and vomiting compared to the present sample. Furthermore, when adverse symptoms
were reported in the earlier sudy, these were generally more acute and mild; few described them as
chronic or savere. Fewer participantsin the earlier sample had sought professiona help for associated
problems (1% versus 22%) or had modified their usedone (1% versus41%). While ecdasy usershave
not atered their perceptions of related risk since 1990, increases in ecstasy-related harm and help-
seeking behaviour seem to have occurred. It is not surprising, perhaps, that harms and help-seeking
have increased, given the greater quantity and frequency of use, increased prevaence of intravenous
adminigtration, and higher rates and awider range of polydrug use.

Predictionsthat ecstasy use was a"fad" which would quickly be superseded by some other substance
(Solowij et d., 1992) have not been borne out. Nor hasthe belief that the predominant pattern of ord,
intermittent usewas of little concern (Beck & Rosenbaum, 1994; Chesher, 1990; Solowij, 1993). The
present results have suggested that there are significant hazards associated with ecstasy use, and that
there is a pressing need for the dissemination of credible information to help reduce these problems.

Further, trestment and prevention options must be devel oped and eva uated to meet thedemand dlearly

indicated by the present results. Many participants expressed interest in trestmentsthat would hel p them

to minimisethe aversve sde- effects of ecstasy, but substantia minoritiesreferred to the need for specific
treatments to help them reduce their use.

48  Comparison of state samples

Participants in the Sydney sample were sgnificantly younger than those in the other two samples and
began to use ecdtasy at ayounger age. Therewasno differenceinthe proportionsof maesand femaes
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recruitedineach sae. Participantsin dl sampleswererdativey wdl-educaed and current employment
levels were high. Sydney participants had been more consistently employed over the preceding Sx
months.

Many participants identified with various dance scenes, namey dance parties, raves or nightclubs.

Thosein Brishane were lesslikdly to identify with these scenes than participantsin the other two cities.
Brisbane participantswere d solesslikely than Mdbourne and Sydney participantsto nominate ecstasy
astheir preferred drug. Together, thesefindings suggest that the Brishane sample may not represent the
same population of ecstasy users as was sampled in Sydney and Mebourne.

While the Sydney sample had experimented with ecstasy a a younger age, samples from dl cities
gppeared to progressa smilar ratesto theregular (at least monthly) use of ecstasy. Sydney participants
appeared to be heavier users of ecstasy than those in the other cities, engaging in higher quantity and
frequency of use. Bingeing on ecstasy was more likely amongs participants from Sydney and

Melbourne than those in Brisbane. Those who were most likely to have binged on ecstasy were more
likely to rate ecstasy astheir preferred drug, and were more heavily involved in both ecstasy and other
drug use.

Polydrug use was the norm, with samplesin dl cities reporting usng an average of a least two other
drugs concurrently with ecstasy. Thosein Brishane werelikely to take agreater number of other drugs
than thosein Sydney and Mdbourne whilst using ecstasy. They dso reported taking a greater number
of drugs while recovering from ecstasy use than the other samples.

Theserisky patterns of drug use by the Brisbane samplewerefurther reflected by ahigher likelihood of
bingeing on drugs other than ectasy. Although those in the Sydney sample had used awider range of
drugs, those in the Brishane sample were more likely to use other drugs in an excessve manner. It
gppears that while the Mebourne and Sydney samples were more likely to be involved in excessve
ecstasy consumption, those in the Brisbane sample were more likely to be heavily involved with other
drugs.

The mogt frequent method of administration of ecstasy was ordly (90+%). Substantia minorities had
injected ecdtasy a some point, with those from Brisbane the most likely to have done so.

The reported price of ecstasy was cheagper in Sydney than in Mebourne and Brisbane. Participantsin
al cities were most likely to report that prices had remained stable, or had decreased, over the
preceding six months. Reportsfrom al samples suggested that the purity of ecstasy had remained stable
over the past 6 months. Furthermore, participants in al states reported that ecstasy was readily
available (with thosein Sydney most likely to say s0), and that this had cons stently been the case during
the preceding sx months. Overwhdmingly, the consensus among participants in al sates was that
police activity had not affected the availability of drugs.

It gppearsthat the heavier use of ecstasy of the Sydney sample led to awider range of ecstasy-related

problemsamong thisgroup. While multiple negative physcd side effectswere reported by participants
in dl dates, those in Sydney reported a significantly greater number. Compared to those in the other
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two states, participantsfrom Sydney a so exhibited greater preoccupation with and anxieties about their
ecstasy use, as measured by the SDS (Gossop et d., 1995). They were dso more likely to report
ecstasy-relaed financid, occupationd and relationship problems: the Sydney sample experienced more
of these problems.

Most participants who had attended dance parties, clubs or raves reported that they had rested for
some part of thistime. However, much smaller proportions of the samplesreported drinking the correct
amount of water whilgt at the venues. In particular, those from Sydney were less likely than thosein
Brishane and M e bourneto drink the gppropriate amount of water. 1t isunclear whether thiswasdueto
lack of awarenessof appropriate levels, or inadequate water supplies at the venues (see Appendix J).

Substantia proportions of each sample had engaged in crimind activity in the preceding month. The
typesof crime which were most likely were drug dedling and property crime (such as shoplifting). The
people mogt likely to have been involved in crime were less educated and more heavily involved in
ecstasy use. Thosein Sydney were most likely to have been involved in some sort of crimind activity,
perhaps because of their tendency to use ecstasy more frequently and in larger average amounts.

Many participants had previoudy attempted to reducetheir ecstasy use. Thosein Sydney and Brisbane
were more likely to have done so than those in Melbourne, perhaps due to problems associated with
their heavier and riskier patterns of ecstasy and other drug use. Participants were most likely to have
attempted to cut down without forma assstance: between approximately one quarter and one hdf of
participantsin each city had previoudy atempted to do so. The proportions of those who had sought
professond help to cut down were smaller, with between approximately 15% and 25% having done so
previoudy. Thosein Sydney and Brisbane were more likely to currently want to reduce their ecstasy
use than Mebourne participants, possibly because their heavier and riskier patterns of drug use were
associated with more problems.

50 CONCLUSIONS

Thisstudy has shown that awide range of people use ecstasy. The usersin thisstudy also appeared to
be younger, better educated and more likely to be employed than other drug using groups, such as
intravenous drug users. Furthermore, this study suggeststhat ecstasy isnot solely a"dance party drug'”.
Many individuasdo not identify with any dance party scene, and most usersreport having used ecstasy
in Stuations other than such events.

Comparison with previous research on ecstasy users (Solowij et a., 1992) reveded changes in the
patterns of useduring the 1990s. Usersof ecstasy now tend to begin use at ayounger age, and appear
to be using ecstasy more frequently and heavily. Theincidence of bingeing on ecstasy aso appearsto
haveincreased, and ahigher proportion of usershaveinjected ecstasy. The prevaence of polydrug use
also appears to have increased.

These riskier patterns of ecstasy use have been accompanied by an increase in the physicd and
psychologica problems experienced by ecstasy users. Theseproblemsaredso morelikdy to be more
serious and chronic than those reported by usersin earlier research.



Inlight of theserisky patternsof use, it isof further concern that many users do not consume appropriate
levelsof fluids, particularly when attending dance parties. Large proportionsare either drinkingtoollittle
water, or none a al, with many of these drinking acohol ether ingtead of or in addition to water. This
poses concern, given the documented risks associated with inadequate water consumption.

Given these concerns, thereisaneed for better and more accessibleinformation on therisks associated
with ecstasy use, paticularly the risks associated with dehydration. Furthermore, a sgnificant
proportion of usersreport that they would like to reduce or ceasetheir ecstasy use. This suggeststhat
ass stance needs to be made available for usersto dlow them to do so.

An examination of differences between states suggeststhat methodol ogicd differences may haveled to
the sampling of quditativey different groups of ecstasy users, making conclusons about differences
tenuous. However, it gppearsthat Sydney users may be younger, with morefrequent and risky ecstasy
use. They also appear to experience more problems as aresult of thelr ecstasy use. Future research
would usefully vaidate these preliminary findings.
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Appendix A: Structured interview schedule employed in the study
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NATIONAL SURVEY OF ECSTASY
AND OTHER PARTY DRUGS

Entry criteria:

C
C

Use of ecstasy 3x or more in the lagt twelve months
Resident of Sydney/Me bourne/GoldCoast/Brisbane
metropolitan areas for past Sx months

Notes for interviewers:

C
C

Mark "NA' for questions which are not applicable to subject
Additiond notes arein italics throughout the questionnaire

Interviewer:

State:
Subject No.:
Date: [/ /97
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. Nationa Drug and Alcohol Research Centre, UNSW, 1997
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SECTION A: DEMOGRAPHICS

We do naot need to know anything which might identify you in this section.

1. Sex
Y = [T 1
Femde. ..o, 2

2. Age years

3. Suburb/town where you live (State code )

4.  What isthe main language you speek at home? (mark only one)

Other (specify)

5. Areyou of Aborigina or Torres Strait Idander descent?

6. How many years of school did you complete? yrs
(include kindergarten but not preschool, only formal schooling)

7. Haveyou completed any courses after school?

NO oo 0
Yes, tradeftechnical.................... 1
Yes universty/college................ 2

8. How areyou employed at the moment? (mark only one main category)

Not employed...........ccceveverrnee. 0
FUl ime.......coveeeeeeceeeeee 1
Part time/casud........c.cooovvvenienene 2
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10.

11.

Ad N PapEr.....ccoeeveveereeeeeenen 1
Friendffamily .........ccooevvrinnenne 2
Needle exchange.........c.ccceuereenne. 3
Treatment centre...........cccveeee.. 4
Researcher/interviewer ............... 5
Radio interview..........ccceeeueeenee. 6
FIVEr o 7
Other (specify)
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SECTION B: DRUG USE
This section is about your use of ecstasy and other drugs. Some things may be difficult to remember;
please estimate if you're not sure.

1. How old were you when you firgt tried ecstasy? yrs. What year: 19

2. How old were you when you first started to use ecstasy regularly (ie. at least once a month?)
__yrs

3. How old were you when you first injected ecstasy? yrs

4.  Wha drug did you firg inject? (mark only one drug)

Dontinject.....cccovveveeeieeiieiiens 0
ECHasy ..o 1
Speed ..., 2
(0000 | 0= JN0RRR 3
(IS 4
(07 0107 o[ 5
INhAaNtS.....cccoevieeeiiieee e, 6
AlCoNOl.......oooevveeicieeciee e 7
Benzodiazepines..........ccccvveeune. 8
[ [ 01 o IS 9
Other opiates........ccccevevveinenne 10
Methadone..........ccoceeeveeecneens 11
SErOIAS......ccvveeee e, 12
Other (specify)

5. What isyour main drug of choice?ie. favourite or preferred drug (mark only one)

ECHasy ....cccooovevvniiiiee e 1
Speed ..., 2
COCANE....ccvveeeeteee et 3
LSD ..o 4
(07 0107 o[ 5
AMYl.ee e, 6
AlCoNOl.......oooevveeicieeciee e 7
Benzo's......cooveeeeeiiiiiiieeeee, 8
[ [ 0] o IR 9
Other opiates........ccccevevveinenne 10
Methadone..........ccoceeeeveeieneens 11
SErOIAS......ccvveeee e, 12
TObAaCCO......cvveeeveeccieeeeee e 13
GBH.....cvveiieeeceee e 14
MDA ... 15
Nitrousoxide...........cccevveeernneee. 16



Other (specify)
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6.Which drugs have you ever used and how have you used them? (Yes=1 No=0)

Daysuse
Ever Injected Ist | Ever Smoked Ever Snorted Ever Swall. Ist 6
Drug Class Ever used Injected 6 mths smoked 6 mths snorted 6 mths Swall. 6 mths | mths

Ecstasy

Speed

Cocaine

LSD

Cannabis

Amyl nitrate

Alcohol

Benzo's

© |© N (o o |~ (W Id P

Heroin

=
©

Other opiates

=
=

. Methadone

[ERN
N

. Steroids

=
w

Tobacco

=
b

GBH/fantasy

[ERN
(6}

. MDA

=
S

Nitrous oxide

=
~

. Ketamine

18. Ethyl

19. Anti-depressants
20. Other (specify)
21. Other (specify)
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7. Wha isthe aver age and most number of party drugs youwould useinone session (ie. period
of continuous use) (in the last Sx month period)?

Drug Class Average M ost
main other main other
measur e (specify) measur e (specify)

1. Ecdasy
tabs tabs
2. Speed
grams grams
3.  Cocane
_grams grams
4. LSD
tabs tabs
5 Am
nitrete
snorts _snorts
6. GBH
bumps bumps
7. MDA
caps caps
8.  Nitrous
oxide
bulbs bulbs
9. Keamine
bumps bumps
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8a.

8b.

8c.

In the last 9x months, have you binged on any simulants or party drugs (ie. used for more
than 48 hours continuoudy without deep followed by 3 or more days without the drug)?

NOL.ceeee e 0
Y S 1
If NO, gotoqu9.

Which party drugs/stimulants have you binged on in the last sx months? (can mark more than
one)

NODINGES....ccvveiecieeeecie e, 0
ECHasy.....cccoovviviniiiiiee e 1
SPEEd....cviiieeeee e, 2
COCANE....ccveeereecree e 3
LSD o 4
AMYL e 5
GBH...oooeeeeeeeee e 6
MDA ... 7
NItTOUS .....eveeeereeeeree e 8
Ketamine...... 9
Other (specify)

What was the longest binge of party drugs you have been on in the last Sx months?

days

In the last 6 months, how have you mainly used ecstasy (ie. more than half the time):

NO ecstasy USe........cccceveeeiueeenne 0
By ineding......ccccoeeveeveciecieenen, 1
By norting........ccoceeevieiiiiei 2
By swvalowing.........cccceeveviernenne. 3
By hdving........ccoeveveiieiieiiee 4
Haf-and-half (specify which methods )
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10.

Inthelast 6 months, which drugs haveyou nor mally used with ecstasy, and whilecoming down

from ecstasy?

Yes=1 No=0

Drugs normally used with
ecstasy

Drugs normally used while
coming down from ecstasy

None

Speed

Cocane

LSD

Cannabis

Amyl nitrate

Alcohol

Y/N (circle one)
If yes, more than 5 stand.
drinks per sesson? Y/N

Benzo's

9.

Heroin

10

. Other opiates

11

. Methadone

12.

Steroids

13.

Tobacco

14.

GBH/fantasy

15.

MDA

16.

Nitrous oxide

17.

Ketamine

18, Ethyl

19

. Anti-depress.

20

. Other - specify
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11. Haveyou noticed in the time that you have been usng ecstasy that you need to take more to get

the same sorts of effects?
1 [0 T 0
Y B 1

12. How much do you take now to get the effects you're after? (mark only one)

Lessthan when firgt started........... coeeeeveecciieccieecies 0
Same aswhen firs arted.........c. coceeeeeevcieee e 1
A lIHEMOrE.. ..o e o 2
DOUDIE ...ttt e s 3
More than double than when

fird Sarted.....covveeieiee e e 4

13. Which particular effects of ecstasy aren't as strong as they used to be? (can mark more than

one)

Hasn't happened ..........ccooieieeis v 0
Energy/stay awake..........cccovveveen coeeieeieceere e 1
ApPpPetite SUPPreSSAt .........covveeiies evereevee s o 2
Euphorialpleasure............cccovvevees coeeiece e 3
SociabilitytalKativeness.........cccce. vovvveeeerenenenesene 4
CONfIAENCE ... e s 5
Effectsdont lagt aslong.......cccceeee vovveviveciecveecieeis 6
Effectstake longer to comeon...... ..ccccveceeveeveeenene. 7
Other effects (specify)

14. Why do you think this might be happening? (can mark more than one)

Hasn't happened ..........ccooeiiiis v, 0
USING it 00 OFtEN........eevveeieiieiees e 1
Variationsin quality/purity.........c... voeveervenieenercennee. 2
Depends on your MOOd.........ccccees veeereeereeseeseeenenn 3
TOIErANCE......ee et e 4
Dependsonthe Setting ....coceeevees veeevecciecee e 5
Changed roUte...........ceecveeiieciieeis e 6
Other (specify)

Other comments on "tolerance”
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15. Have you noticed that you come down differently from ecstasy now than when you first started
taking it? (mark only one)

Don't come down from ectasy..... .cccovveeceeeveevieennens 0
Comedown ISIESSINENSENOW ... cveeevveeecreee e - 1
Comedown isabout the same....... coceeeecveeeeeviiieecee 2
Comedown isalittle more iIntense NOW ........cveeeeveeeene cenveene 3
Comedown isalot more inteNSE NOW........c..eeeeevcvveeeees veeeeeas 4

16. What do you usudly do when you're coming down from ecstasy? Have you learnt any ‘tricks
aong the way to make it easer to ded with? Specify

Other comments on coming down
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SECTION C: TRANSITIONS
These questions are about any changes in the ways you have used ecstasy.

la. Haveyou only ever swallowed/snorted ecstasy? (ie. never injected)

1b. If YES, what are the 3 main reasons you never tried injecting ecstasy?

Not applicable (ie had injected) .. 0

Didike of needlesinjecting............ covevererererennnn. 1
Fear of hedlth problems/dependence........................ 2
INjecting INCOMVENIENt ..........ccccves veeereeieeeee e 3
Satidied with swdlowing/snorting4

Friendsdo NOt iNJeCt.........ccevveevees veveereeie e 5
Other (specify)

2a. Haveyou ever changed from snorting/swallowing to injecting ecstasy a any time?

2b. If YES, what are the 3 main reasons you started injecting?

Not gpplicable ........ocveveeieceeeet e, 0
RUSVOIGN. ... e 1
Friendswere injeCting.........coovevees veveerieeveeseeseeenenn 2
Hedth problems from ord routes 3
Curioug/experimenta............cccvvees veveerveereeieeseennenn 4
Injecting better/quicker/eesier ..... 5

Injecting more eCONOMICA ............ voeeveereeeeereneene 6
Likeneedles.......occvieeiirierieieet e 7
Other (specify)
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3a. Haveyou ever changed from injecting to snorting/swallowing ecstasy at some stage?

3b. If YES, what are the three main reasons you did not continue to inject?

Not gpplicable.........ccccovevieennns 0
Nofitsavaladle.........cccocenenene 1
Inconvenient setting..........coc.... 2
Friends did not inject.................. 3
Hedth problems............cccccee.. 4
Dependence..........cceevervvevvernnnne 5
Other (specify)

4a. Haveyou only ever injected ecstasy when you have used it?

4b. If YES, what are the three main reasons you don't use other methods and have continued to

inject?

Not applicable (ie only ord use/snort)...................... 0
LiKethe rush.......c.cooeeiieeieieet e 1
Injecting more efficient/better/quicker....................... 2
FrendSinjeCt ........occeevieiiieciece e 3
Likeneadles.......oov e e 4
Other (specify)




5a What legd andillegd drugs did you take before firgt trying ecstasy? (can mar k mor e than one)

5b.

5c.

NONE ..., 1
15701 < o [ 2
COCANE.....ccvveeeeeriee e 3
LSD .. 4
CanadIS......c.ceeevvireeeeecieee e 5
AMYL e 6
Alcohol..........oocvveeiiiiiiecciee, 7
Benzo's.......ccccoevveeeeecieeeeeien, 8
HEroIN ..., 9
Other opiates......c.coevevevverennne. 10
Methadone ........cccceeeecvveeeeennee, 11
SEOIAS....cccveeecreee e 12
TobacCo......coovveeiiiiieeee, 13
GBH.....covveeeeeee e, 14
MDA ... 15
Nitrous OXide........cceevveerirenens 16
Ketamine.............. 17

NONE ..., 1
Speed ..., 2
COCANE....ccvveeeeteee et 3
LSD ..o 4
(07 0107 o[ 5
AMYl.ooi e, 6
AlCoNOl.......oooevveeicieeciee e 7
Benzo's......cooveeeeeiiiiiiieeeee, 8
[ [ 0] o IR 9
Other opides.......ccceecveeiveinenne 10
Methadone..........ccoceeeeveeieneens 11
SErOIAS......ccvveeee e, 12
TObAaCCO......cvveeeveeccieeeeee e 13
GBH.....cvveiieeeceee e 14
MDA ... 15
Nitrousoxide...........cccevveeernneee. 16
Ketamine.............. 17
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Other (specify)

If NO: So, did ecstasy get added to the range of drugsthet you like - that is, you continued to
usethe earlier ones aswell?

Whichlegd andillegd drugsdid you start using after you had tried ecstasy?(can mark morethan
one)

NONE ..., 1
Speed ..., 2
(0000 | 0= JN0RRR 3
(IS 4
(07 0107 o[ 5
AMYl.ooi e, 6
AlCoNOl.......oooevveeicieeciee e 7
Benzo's......cooveeeeeiiiieireeeeee, 8
[ [ 01 o IS 9
Other opiates........ccccevevveinenne 10
Methadone..........ccoceeeveeecneens 11
SErOIAS......ccvveeee e, 12
TObaCCO......ccvveeeveeeeeeeeeee e 13
GBH.....cvveiieeeceee e 14
MDA ... 15
Nitrousoxide...........cccvveeeennnee. 16
Ketamine.............. 17
Other (specify)

Have there been any other changesin your ecstasy usesinceyou first sarted using? eg. places
whereyou useit, what you dowhileyoureon it, reasonswhy you useit, other drugsyou usewith
ecstasy or to come down from it, etc. Describe these changes and the reasons for them.
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SECTION D: MOTIVATION FOR AND CONTEXT OF USE

1. What were your three main reasons for firg trying ecstasy and for continuing to useit (don't
read out options, only note up to three reasons for each question)
Yes=1 No=0

MAIN REASONS.....

For first
trying E

For continuing to
useE

1. Tofed goodfor the effect/enjoyment/to
party/have fun

2.  Boredom/release from routine

3. Friendsusng/fed like one of the
group/acceptance

4.  Curiogty/to experiment

5.  Copewith problems/worries

6. Usng other drugs/drinking acohol a the same
time

7. It'savailable/couldnt get other drugs

8. It'scheap

9. Have ahabit/dependent

10. Energy/stay awake

11. To help with work/study

12. Communicate better

13. Fewer negdtive effectsfrom E eg. can stay in
control

14. Fed confidend/uninhibited

15. Other (specify)

16. Other (specify)

17. Other (specify)
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What are the three best things about using ecstasy for you? (mark up to three)

EuphoriarusdVhigh........ccooiiie e e 1
Group experience, friendship ........ cooceveevesieereeieenens 2
Confidencg/uninhibited ..........cccooes o e 3
Heightened SENSES........cccccvvieiees e ceeeees 4
Reaxing/rdease from Sress.......... voveveeccieccee v eeiiens 5
Energy (eg. to dancedl night)....... cccoovvceveeieceeen 6
Communicate better/more empathic..........cccceveeivies e 7
Ingght/darity of thinking.........ccceee vovevveienieececees e 8
Pogtive outlook/sense of well-baing............ccoocvvivie e 9
Escape redity/fOUtiNg .........cccvevees ceeeseeie e eees ceeens 10
CreaiVItY . ...oeccveecee et cere e reeans 11
Fed INCONIOL.......ccueiiieieiee e e, 12
Other (specify)

What are the three wor & things about using ecstasy for you? (mark up to three)

NOING....cvee et e eenreeas 0
Coming dOWN EffECES.......ccceieeies e e 1
Other hedlth riskg/problems.......... oo e 2
They'reillega tO USE.......cccoveveies e e 3
Psychologicd problemseg. anXiety.........ccccovveviiveiies e 4
TOIEIANCE. ..ot e e 5
Quality ISSUETIMPUITES ..o e e 6
Other (specify)

What are the main_things you do while you're usng ecstasy? (ie. describe activities and
settings)(can mark more than one)

Dance a clubsravedparties/gigs... ..ccoovvvevveenencennenn - 1

......... Cuddlekissitouch/be sensud.........cccoovvvveeiies v 2
HEVE SEX.. it et eeeeeeas 3
Fed empathic and closeto people .......ccceveevveeeenenn . 4

Sociaise/meet New PEOPIE.......ccces ererreerereree e e 5
Chill QUUTEIAX.......c.eeeeeeriesiisieriinie e eeeeneas 6
Stay home/friend'ShoUSES..........cc. oviiveeieecees e 7
LIENTO MUSIC ..o et eeieeneas 8
GO to the pUD/IGS.......coieeieriiies e e 9
TRINK .o e e e 10

68



Other (specify)
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5.

Who do you usualy use ecgtasy with?(can mark more than one)

AlONB....eiiee et s 1
PartNer ... 2
Small group of friends (2-4).......... coceevcvevieecceecien, 3
Larger group of friends (5+) ...cccvet veveeveecieceeveee, 4
DEAEN ... e 5
Family......ooeeieeeeeceeee e e 6
WOIKMALES.......eeeiieiesieeieeierieee et 7
ACQUAINTANCES......c.veeeeeeieeieeiesieens creesseensesseesseseesnes 8
Other (specify)

Approximatey how many people do you know (partner, friends, acquaintances, family, etc.) who
use ecstasy? (mark only one)

NONE ..., 0
ONE o 1
TWO .o 2
3-10 e 3
11-20 e 4
21-50 e 5
Morethan 50 .........ccceeeeeenveenee. 6

How many people would you have given ecstasy to for the first time? No.

When you use ecstasy, do you usudly drink fluids? (last 6 months)

How much water do you normaly drink per hour whileyou're on ecstasy? (mark only one; work
out amount of water usually consumed per session and divide by no. of hours. 250ml =
small bottle; 500ml = large bottle; schooner size glass = about 400ml)

NONE.....cc ottt e e e e 0
Lessthan 250ml........ccvveeiieiiiieie e 1
250-500M.....cccieieecieee et e e 2
ADBOUt 500MI......oeiiiiiiiiiiicceee et e 3
L1010 10,00 o 4

70



10.

11.

Morethan L000MI ... e 5
DON't KNOW ... e eee e s 6

What other fluids do you normaly drink while on ecstasy? (can mark more than one)

NONE ..ttt reeb e e e sne e o 0
Sports drinks (eg. Gatorade) ........ covcevvevveveereeieennns 1
AICONDL. ...t s s 2
FIUIT JUICE... .ottt cveeie e e 3
Soft drinks (eg. coke, lemonade) .. .......ccccceeeveenee. 4
COMfER ettt e s 5
Other (specify)

Do you spend any time chilling out or resting when a a dance venue?
Don't attend these VeNUES............. voceeveecieneenieenee 0
Y B e e 1
NOL e e e 2
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SECTION E: PERCEPTION OF RISKS

1. Genedly, how "hard" anillicit drug do you think ecstasy is? On aten-point scale, if pot was'0'
and heroin was '10', where would ecstasy fit?

Pot Heroin

2. How safedo you think it isto use ecstasy for you per sonally? (mark only one)

VEY SHC..oiiie et e 1
QUITE SAE ..ttt e 2
Moderately Safe......ccoviviiiiiieis e 3
(O 0 ] (= (1S 2SS 4
VY FISKY .ot e see e s 5

3. What are the 3 main risks you see about ecstasy usefor usersin gener al ?(Read out optionsiif
subject is unsure and mark only 3 main risks)

IO TTSKS... ettt sttt sttt —erte st et ettt tes —abesbesbesbesse et e e e s e ntesaes seesbens 0
Emotiona problems (eg. depression, paranoia) .......... cocoeeeveveeveeciieeseecineens 1
Cognitive problems (eg. brain damage, memory l0ss). ..2

Long-term physical problems (eg. run down, generd hedth)...........ccoeeiveies e, 3
Short-term physical problems (eg. dehydration, overheating) .........cceeevceevees veveenee. 4
DependenCe/addiCioN...........cooees coeeriiie e e reeaeens 5
FINaNCial ProDIEIMS ......cvvceiieiies e cereeeee e e sae e e e eeesne sreeneens 6
UnKnown 1ongterm EffECES.........cce cvviiieciecec e e reeineas 7
What it's cut WIth/IMPUNTIES .......... ceeieeieiesiereeies cteeee e eee e ceeseenns 8
Legd problems (eg. being arrested) .......cc.oeevveeiiiiiies e e 9
Involvement in drug SUDCUITUNE...... .ccvveeeeriieie s e 10

GEtting MPPEA OFf ... s e ene creens 11
Sleeping with people You doNn't KNOW..........cccveciiieis cvviesieereseeseesie e eeeeas 12
Taking morethanyou canhandle.. ...t e, 13

DBALNL.....eeee s e s reenes 14
TOXIC reaCtion (FPECITY) .uveeeiieiies e cree e eenres 15
Being too trusting and vulnerable... ........ccoveeeiiieiies e 16

Other (specify)

4. How do you think such risks could be reduced? (pecify)
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SECTION F: SDS

These questions are about the ways that you've felt about your ecstasy usein the last Sx months (read
out options).

1. Didyou ever think your ecstasy use was out of control?

Never or almost NEVEX .........cccccee vevvevieesiieeree e, 0
SOMELIMES ... eeeesreesre e e eeeneens 1
(@11 R RORSRS 2
Always or nearly always...........c. voeveevresveerenseennes 3

2. Didthe prospect of not being able to get any ecstasy make you very anxious or worried?

Never or almost NEVEX .........cccccee veveevieeccieerie e, 0
SOMELIMES ...t eeee s e seeereeeneennens 1
OftEN. et e 2
Always or nearly always...........c. voeveeveseeresieennns 3

3. How much did you worry about your ecstasy use?

NOt At @ll ..o e 0
AT E. e e 1
OFftON.c e e 2
Always or nearly always...........c. voeveevesveerenieennes 3

4.  Didyou wish you could stop?

Never or almost NEVEX .........cccccee veveevieesiieerie e, 0
SOMELIMES ... eeteseeseeeeeeeeneens 1
(@11 TSROSO 2
Always or nearly always........c..c. voveveevesveereeieennes 3

5. How difficult would you find it to stop or go without?

Not difficult at all..........ccoeeveviis v 0
QUItE dIffiCUlt ....cveeeeeececceeet e 1
Very difficult.........coooeeiiiees e, 2
IMPOSSIDIE......ceececeeececeeees e 3
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SDSTOTAL

SECTION G: SIDE EFFECTS

1. Haveyouhad any of thefollowing symptomsfrom ecstasy inthelast Six months?If so, did you get
the symptomswhile you wer eusing ecstasy, while you werecoming down from ecstasy, and/or

at_other times? How long did the worst case last for? (specify time interval eg. days,

minutes) Were these symptoms just related to ecstasy use or other drugsaswell?(eg. ask if
the subject was only using ecstasy at the time. Note the subject’s perception of whether
ecstasy wasdirectly or indirectly related to the symptom. These questions may be difficult to
determine. Leave a question mark if subject is not sure).

Yes=1 No=0
While At How long
Last 6 While | coming other wor st case? Only related
SYMPTOM months? | on E? | down? times? | (notetimes) toE?

1 Teeth problems

2 Profuse sweating
3 Hot / cold flushes
4 Heart palpitations

5 Shortness of
breath

6 Chest pains

7 Headaches

8 Dizziness

9 Tremors/shakes
10 Fainting/pass out
11 Fitg/seizures

12 Blackout/memory
lapse

13 Numbness/
tingling

14 Vomiting
15 Stomach pains

16 Muscular aches
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17 Joint
paing/stiffness

18 Inability to urinate

SYMPTOM

19 Blurred vision

20 Visud
hallucinations

21 Sound
halucinations

22 Trouble deeping
23 Loss of sex urge
24 Weight loss

25 Loss of energy
26 Violent behaviour
27 Anxiety

28 Panic attacks

29 Paranoia

30 Depression

31 Suicidal thoughts
32 Suicide attempts
33 Confusion

34 Irritability

35 Flashbacks

36 Other (specify)
37 Other (specify)
38 Other (specify)

Last 6
months?

While
on E?

While
coming
down?

At
other
times?

How long
wor st case?
(note times)

Only related
to E?

DEFINITIONS

Confusion: disoriented, not knowing what's going on, where you are at etc

Violent behaviour: actua physical violence or aggression towards person or property
Anxiety: fedl really anxious, nervous
Panic attacks: heart pounding, trouble breathing, hyperventilating, sweaty, shaky, frightened, notethat thisis
not just feeling anxious - subject must have actually hyperventilated

Par anoia: feel that people are spying on you, following you around, plotting against you or trying to hurt you

Hallucinations: see (visual) or hear (sound) things that others around you cannot see or hear
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Depression: feel very sad or depressed. This affected the quality of your work, made you loseinterest in your
friends, and no longer get pleasure from things you usualy like

Flashbacks actualy re-experiencing the previous effects of ecstasy, not just remembering a previous
occasion of ecstasy use

2.

3a

3b.

4a.

4b.

Have you noticed any changesin the side effects from ecstasy since you firg started taking it?
(can mark more than one)

NONE ... e 0
More NaussalVOMItiNg ........ceevveeiee vereerieesieesee e 1
More palpIitationsS..........ccoceeverrienes cerereresereeeeees 2
More headaChes.........cooeviiiiiiens e 3
MOre depreSSION. .....ccuevveeeerieiees ereesieriesiesieeeeneans 4
MOre PAraNOI@......cccveeieieiiieiieeies creeieeseeesreeere e 5
More irmitability .........ccoeeererieies e, 6
More energy l0SS.......ccceeieeiiieeiee voveerieese e 7
Sde effectsless intense now....... 8

Other (specify)

Has your use of ecstasy caused any relationship/social problems in the past Sx months? (ie.
with a partner, friends, family)

If YES, what isthemost serious relationship problem you've had inthelast 6 months?(note only
one)

No relationship problems............ 0
ArgumentS.......ccoeeeeevieeecinen e 1
Mistrust/anxiety............ccverennene 2
Ending ardationship................... 3
ViolenCe......coovvevvveeieeeeeene, 4
Kicked out of home.................... 5
Other (specify)

Has your use of ecstasy caused any financial problems in the past Sx months?

If YES, what isthe most serious money problem you've had?(note only one)

NO mMoney ProbIEmS.........ccocvveres v 0
No money for recretion/lUXUNES.. .......cccvveveeerunenne. 1

[N deDY/OWING MONEY......ooviiviriiiies e 2
No money for food/rent.........cccceee vovevieecieeiie e 3
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Other (specify)

77



5a.

5b.

6a.

6b.

Has your use of ecstasy caused any legal/police problems in the past Sx months?

No legd problems...................... 0
Cautioned by police................... 1
AIrested ..o 2
Other (specify)

Has your use of ecstasy caused any wor k/study problems in the past Sx months?

If YES, what isthe most serious work/study problem you've had?note only one)

No work/study problems...........c.. oo 0
Trouble conCentrating..........ccecvee veveveeeveeseereesennnes 1
Reduced work performance......... oococvevveeveeeneene. 2
UNMOUVAED ......ceeiviveiiieieeies e 3

Sick leave/not attending classes.. 4
Sacked/quit job/can't find work .. 5

Other (specify)

Have you had any other problems from ecstasy in the last 6 months? (pecify)
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SECTION H: RISK-TAKING BEHAVIOUR

These questions are about the way you use drugs, and your recent sexua behaviour.

Drug use:

1.

How many times have you hit up (ieinjected any drugs) in the last month?

Hasnt hit UP.....eeeeeceeceeeece e 0
Once amonth OF [ESS........ooccveeeeer e 1
ONCEAWEEK OF [ESS.......uvviiiiiiiies e 2
Morethan once aweK.........ccocee eveveveeevireeecreeene, 3
ONCEAdAY ......ceevreeceeie et e 4
Morethan onceaday ..........ccveeer veveerveieeseesieennn, 5

(If has not hit up go to Qu. 5)

How many timesin the last month have you used a needle after someone dse used it?

N[0 1 111 1= 0
ONELIME. ... e 1
TWOLIMES....eveeecie et ceeree e e 2
35 tIMES e e 3
L L0 0 1] 117 4
Morethan IO tIMES.......cccoicvveeeies e 5

N[0 1 111 1= 0
ONELIME. ... e 1
TWOLIMES....eveeecie et ceeree e e 2
35 tIMES i e 3
o L0 0 1] 7= 4
Morethan IO tIMES.......cccoicvveeeies e 5

Before sharing/re-using any needles with someone else in the last month, how often did you use
bleach to clean them?

D0/ | W (= U = 0
S V1] 0 =S 1
(@ 1 (= T 2
0 101 1] 17T 3
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Sexual behaviour:

5.

How many people, including clients, have you had penetrative sex with in the last month?
(penetrative sex includes penetration of peniswith vagina/anus, and “fisting', but not oral
sex or the use of sex toys)

NONE ... 0
ONe PersoN........cceevvveevcveeesnenn 1
TWO people ....cceveeveeeireeecieene 2
3-5people......cceeiiiiiiiiiicie, 3
6-10 people.....cccevvecvrieiecen 4
More than 10 people.................. 5

(If none go to Qu. 10)

How often have you used condoms when having penetrative sex with your regular partner/sin
the last month? (include the use of gloves when “fisting')

NO reg. partner/no Pen. SEX......cce. woveereereereeseennenn 0
S V1] = S 1
OFtON...ee e e 2
SOMELIMES....ceiieiiieiieieieee s e 3
RAEY ..o e 4
NEVEN ..o e 5

How often did you use condoms when you had penetrative sex with casual partners inthelast
month? (include the use of gloves when “fisting’)

NO cas. partner/No PEN. SEX.....ccvet veveerreereereeseeeeenn 0
BEVErY IMe.....eeeecece s e 1
OFtEN. s e 2
SOMELIMES.....cuviiieieeie e eeee e neens 3
RAEY ... e 4
NEVEN ... e 5

How often have you used condoms when you have been paid for penetrative sex inthelast
month? (include the use of gloves when “fisting’)
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SOMEIMES. ..o eeeee eeeeeeeeeeeeeeeeeeeaans 3
s = | 2SS 4
.Y S 5

NOTIMES....oveviirieeeeceee e, 0
ONEtIME..ccc i 1
TWOTIMES.....ccvveeee e 2
3-5tMES.cccieiiceee e, 3
6-10tIMES...vveeeecieeeeceee e 4
Morethan 10 times.................... 5

SEXUAL BEHAVIOUR SUBTOTAL

General questions:

10.

How many partners have you had sex with in the last 6 months?

11a. Who have you had sex with in the last 6 months?

11b.

12.

NO SEX..uvvieeieeeii it 0
Only women.........cccceeveveevienne 1
Both men and women............... 2
Only men......coeevveveccieece 3

Heterosexud ..........ccveeeeenneeee. 1
Gay mae.......ccooeveeceeeen, 2
Leshian......cocvveeeiicivireceiieenn, 3
Bisexud .......ccvvvvveeeiieeeeeee 4
Other (specify)

How long have you been in a steedy relationship with aregular partner?

months
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13.

14.

15.

16.

How many times have you had sex while you were using ecstasy in the last Sx months?

No sex while'€-ing.................. 0
ONCE.....oco e, 1
TWICE....viiiiccieiee e 2
3-5tMES..ccveeeceee e, 3
B6-10tIMES....vvveeierieee e 4
Morethan 10times.................. 5

What weretheeffects of '€ on your sexud performance?(read options, can mark morethan
one)

No sex while "€-ing.................. 0
Seximproved........cccceveveeinenne 1
Fdt lessinhibited.............c....... 2
SEX WOISE.....cieieeiee e 3
Other (specify)

When you have had penetrative sex with aregular partner while usng ecdasy in the last x
months, how often have you used condoms? (mark only one)

NO reg. partner/no PeN. SEX........ ovveereereeseereeseesnes o 0
BEVEY IME....eeeeee e et 1
OFtEN e e 2
SOMELIMES ...t eeeee e neeene 3
s (<)Y 4
NEVED ... e o 5

When you have had penetrative sex with a casual partner while usng ecdasy in the last x
months, how often have you used condoms?mark only one)

NO cas. partner/No PEN. SEX.....cc. woveererieereerieeee s o 0
NS V1] 0 = T 1
OFtON ... e e 2
SOMELIMES ..o e o 3
RAEY ..o e 4
NEVEN ... e o 5
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SECTION I: SOCIAL FUNCTIONING

1 How much of the last 6 months have you been unemployed?

None of thetime..........cccccuveee... 0
Someof thetime.........cceeeeee. 1
HAf of thetime.........ccceeeveenee 2
Mog of thetime........c.cccueee.... 3
All of thetime......cccccceeeveieeenee, 4

2. About how many close friends (ie. people you can trust) would you estimate that you have?

(include partner)

NONE ....vvviieeeeeiiiccrrreee e, 0
(O 1
TWO...ccctiieeecreee e 2
B (= ST 3
Four or more........ccovvveeeeeeeiiennns 4

NEVEN ..o 0
(27 1= |V 1
SOMELIMES ....c.eeceeeee e, 2
(@)1= o [N 3
Very often (eg. daly)................ 4
NIA (oo 9

NONE ...t 0
Lessthanhdf .........cccovveennennee 1
[ = | P 2
Morethan hdf..........cccccuee.e. 3
Al 4

NO. .o 0
YES e 1
NoO reg partner .........ccceeevveenee 9

6. Does your regular partner inject any drugs?
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Noreg. partner ........cccceeevveenee 9

SECTION J: INTERVENTIONS

1.

4b.

Have you ever felt you needed help for an ecstasy problem in the past?

NEVEN ..o e 0
During last 12 months.........cccceee vevveveeciieeieecie 1
Morethan 12 monthsago........... ceceeeervrceerieennene 2

What were your three main reasons for wanting to cut down/quit ecstasy?(mark up to three,
don't read out list)

Never cut dOWN/QUIT.........cccvveer veveereerie e 0
Physicd hedth effects.........ccocceee v, 1
Financia reasons........c.oveeeeies vvveseseseseeeees 2
Lega reasinS.......ccocevveeiiecieeies cteesiee e 3
Reaionship problems.........cccccces vovvveccvceceee, 4
Work/study problems..........cccces voeeieenenienenene 5
Psychologica/emoationd problems.............cc.......... 6
Improve qudity of life.........ccceie vovevie i, 7
Fedl dependent/addicted............. coooeviiireninennens 8
Poor quality drugS ........cccvveecieeies cieeree e 9
No reliable SupplY .....ocoveevveceeies e 10
Other (specify)

Have you reduced your use of ectasy a any time since you firs started using it? (ie. not
necessarily because of problems)
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5. Have you ever done anything about your drug use? eg. sought help, info, tried to cut down on your own? (read options)

Typeof Areyou Wasit presented Did you Other outcomes? How satisfied Problem drug?
response? currently asdrug-related? reduce your €g. more money wereyou?

doing this? drug use? healthier Extremdy =1 JustE=1
Yes=1 improved relationships Vey=2 E+other drugs=2

Yes=1 Yes=1 No=0 Yes=1 more knowledge Moderately =3 Just other

No=0 No=0 No=0 (specify) A little =4 drugs=3

Notatal =5
1 Cut down alone

2 Information eg ADIS
(specify)

3 Friends/family support

4 First Aid eg at dance
party

5 Drug counselling

6 GP

7 Hospital emergency

8 Psychiatrist

9 Detoxification prog.

10 NA/12 step prog.

11 Therap.community

12 Natural therapies
eg acupuncture, herbs,
massage

(specify)

13 Other help (specify)
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If you've ever felt you needed help for your ecstasy use, what has stopped you from getting it?

(don't read options; can mark more than one)

Didntneed help ...ccoeevvieieiieis e 0
Could do it AONE......coeeiiieiiiies e 1
Didn't Know Whereto go .....ceevee vveevieecieeiee e 2
Inadequate treatment/practitioner .............cccceenee... 3
Worried about confidentidity...... ....coeecvveieennnnnne. 4
Lack Of tIME...ceiiieeieeeeret e e 5
Not motivated/denial ...........ccoooes oveeveniiniereees 6
WAL IS e s 7
Other (specify)

Isthere any sort of help or information for ecstasy that you would you currently like? (read

options; can mark more than one)

Yes=1
No=0

Describe what you would like

1. Information

2. Cut down on your
own

3. Support from
friendgffamily

4. Drug counsdling

5. GP

6. Psychiatrist

7. Natura thergpies

8. NA/12 step

9. Detoxification

10. Therapeutic
community

11. None

12. Other (specify)
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8a.  Arethereany changes that you would like to make to your ecstasy useat themoment? (can
mark mor e than one; don't read options)

NOChaNgE ......ccvieieececcees e, 0
QUIT .. s 1
CUL OWN.....oiieiiieieeeeee e e 2
U1 0 1o 3
Chegper drugs........ccceveeivieiiiie e 4
More avalable drugs.......cccccevvees veveereereceseee, 5
INCIEASE USE......eiiiee et et 6
At INECHNG .o e 7
1S (0o 11 1= 1] oo PSS 8
Other (specify)

8b. If you want to make any changes, what are the main r easons you want to change your ecstasy
use?(can mark more than one; don't read options)

Don't want ChangeS........cccveevvees veveereerie e 0
Physicd hedth effects.........ccocceee v, 1
Financia reasons.........occeveeeies vvvieveneseseeeees 2
Lega reasinS.......ccccevveeiiecieeies cteeriee e 3
Reaionship problems.........cccccces vevvviececcieceee, 4
Work/study problems..........cccce voeeieevenieneene 5
Psychologica problems.........cccc. vecveiecvcceceee, 6
Improve qudity of life.........ccceve voieiie e, 7
Feel dependent/addicted............. vooveviniveninennens 8
Poor quality drugS ........cccvveecieeies cieeree e 9
No reliable UpplY .....ocoveevveveees e 10
Other (specify)
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SECTIONK: TYPESOF ECSTASY USERS

1. Describe the different types of ecstasy user s/scenes that you are familiar with eg. ravers,
nightclubbers/dance party scene, students, professionds, gay scene, musicians, pub scene, new
agerddternative health scene, unemployed (read out thislist)

2. Which of these scenes or groups do you most identify with? (can mark up to 2 main

categories)

SIUAENES. .. e o 1
RAVEIS ... e 2
Nightclubbers/dance party.......... cooceveriinenenies 3
(€7 ST 4
ProfessonalSlYUPPIES........cooveiies o 5
New agerddternative hedth....... ....cccovrveneennee 6
Drinkers/pub SCENE........ooviiiiies e 7
MUSICANTATISS. ..ot e 8
Unemployed..........cccoeoveiieiiieis e 9
Other (specify)

(if they give areally general category [ eg. people who like to party], get themto specify some of
the characteristics of this scene)
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SECTION L: PRICE, PURITY and AVAILABILITY of PARTY DRUGS

These questions are about the price, purity and availability of ecstasy and other party drugs. Please
only answer these questionsif you fed confident of your knowledgeinthisarea. Answer these questions
based on your own personal experience.

Ecstasy
1.  How much does ecstasy cost at the moment? $ tab
range $ to$

2. Has the price of ecstasy changed in the last 6 months?

DONT KNOW.....ceeeieiiieierieeie e e 0
[aTe = S oo 1
SADNE .o 2
[DIC e r= S oo [ 3
FUCUBING. .....ceciecciee s et 4

DONT KNOW......cvviiiiiiiiiie et et 0
L OW. et rrreee e e e 1
MEJIUM ..ot e 2
[ [0 0 T 3

DON't KNOW ..o e 0
[aTe e = ST o S 1
SADNE ..o ———— 2
DECrEBSING ... .eecveecieecie et eiee e siee e 3
[ (076 (17 110 4

DONT KNOW.....ceeeieeieceesiecie e ceeecieeie e 0
VEY BASY..cciiiie e ciiee et seees eeesiieeesree e saee e 1
BEBSY .. 2
DIFfICUIL ... e 3
Very difficult........coceeveeececee e 4

6. Has this changed in the last 6 months?

DON't KNOW ..o e 0
MOrE AIffICUIL. ...t e 1

0



[ L= (0 SN 1
DEAIES ...t e 2
WOTKMALES. ... .vveeiiciiiiee et et 3
ACQUAINTANCES. ......ecveeveeieeiesiees ceeesseeneeseesseensens 4
UNKNOWN ...t e 5
Other (specify)

What venues do you normally score ecstasy at(can mark more than one)

OWNOME ...t et 1
Dede'ShOME ..ot e 2
Friend'ShOME.........ooccvieiiiieciiees e 3
RAVES... .ottt e 4
DanCe PartiesS.......cccoveeereeieiies ceveeseerieeeesseeneenns 5
NIghtcluBS.......ccveeeecees e, 6
0 0 7
GYIM e e 8
(O 11 1 S1 (1= 9
Other (specify)

Inthelast Sx months, how did you pay for the ecstasy you were usng? (read out options; can
mark more than one)

Yes=1 No=0

1. Paid employment

2. Credit from dedlers

3. Austudy

4, Ecstasy was a gift from friends

5. Money from parents (either lent or given)

6. Dealing drugs

7. Unemployment benefits

8. Bartering drugs/goods (ie. swapping)

9. Fraud

10. Property crime

11. Money from friends (either lent or given)

12. Pawning goods
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13. Sex work (for money or drugs)

14. Other (specify)

92



LSD/Trips
Agan, please only answer these questionsiif you fed confident of your knowledge in this area.
1. How much does L SD/trips cost a the moment? $ /tab

range $ to$

2. Isthe price changing?

Don't KNOW.......cc. covveveeeeeenine . 0
INCreasing ......cccvee vevveveveeennen oo 1
S 7= o) [T 2
Decreasing.....cccees vevverieeiennns e 3
Huctuates........ccove covvveeeeeiiee 4

Don't KNOW.......cce coveeveeeeeinine . 0
LOW..ooiiiiiciriieeeees e e 1
Medium.......cccooveee ceviieeeeeie e 2
[ [0 o IS 3

Don't KNOW.......cce. vevecrveeeireens e 0
INCreasing .....ccevee vevevieeieeins o 1
5 7= o[ 2
Decreasing.......cccoe vveevveeiienns o 3
Huctuates......ccceet veveereeeeieens 4

Don't KNOW......cces eveerireiens o 0
AVA= VA= S 1
EaSy ..o e 2
D110V | R 3
Vey difficult ......... ccooovvernnn o 4

Don't KNOW.....eeeees v . 0
Moredifficult ........ ccoeeeeeeeeeenn .. 1
SEAC. e e 2
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Ketamine ("Special K')
Again, please only answer these questions if you fed confident of your knowledge in this area.
1. How much does ketamine cost a the moment? $ /gram

range $ to$

2. Isthe price changing?

Don't KNOW.......cce coveeveeeeeinine . 0
INCreasing ......cccvee vevveveveeennen oo 1
S 7= o) [T 2
Decreasing.....cccees vevverieeiennns e 3
Huctuates........ccove covvveeeeeiiee 4

Don't KNOW.......cce coveeveeeeeinine . 0
LOW..ooiiiiiciriieeeees e e 1
Medium.......ccoveee ceviieeeeeeiee e 2
[ [0 o IS 3

Don't KNOW.......cce. vevecrveeeireens e 0
INCreasing .....ccevee vevevieeieeins o 1
5 7= o[ 2
Decreasing......c.cceve veeveveeeiienns o 3
Huctuates......cceeet veveeieeeieens 4

Don't KNOW......cces eveerireiens o 0
AVA= VA= S 1
EaSy ..o e 2
D110V | R 3
Vey difficult ......... ccooovvernnn o 4

6. Hasthisbeen changing?
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Moredifficult ........ .cccovverrenne ... 1
S 7= o[, 2
7= S < ST 3
Huctuates.......cceeet veveerveeeiieens 4

GBH (‘Fantasy')
Again, please only answer these questionsiif you fed confident of your knowledge in this area.
1. How much does GBH cost at the moment? $ /gram

range $ to$

2. Isthe price changing?

Don't KNOW.......ccc. vevevrveeereens e 0
INCreasing .....ccevee vevevieeieeins o 1
5 7= o[ 2
Decreasing.......cccoe vveevveeiienns o 3
Huctuates......ccceet veveereeeeieens 4

Don't KNOW.......cce. vevecrveeeireens e 0
LOW..ooiiiiiiriieieees e 1
Medium......cccoeeeen v e 2
[ o' o IR 3

Don't KNOW.......cce covvvveeeeeiniee . 0
INCreasing ......cccvee vevveveveeeneen oo 1
Stable...eeeieiiieee e 2
Decreasing.....cccoees eveereeeieenes e 3
HuCtuates.......cccovv cevivieeeeie 4

Don't KNOW.......cc. cevveveeeeeinine oo 0
VEY @3S ..ooviiiee e o 1
S Y 2
(D] 1[0V | 3
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Veay dfficult ......... cooovvriieens o 4

6. Hasthisbeen changing?

Don't KNOW.......cc. covveveeeeeenine . 0

Moredifficult ........ coeueeeennens e 1

S 7= o) [T 2

= ST 3

Huctuates........ccove covvveeeeeiiee 4
MDA

Again, please only answer these questions if you fed confident of your knowledge in this area.

1. How much does MDA cogt a the moment? $ /gram/cap

range $ to$

2. Isthe price changing?

Don't KNOW.......cce coveeveeeeeinine . 0
INCreasing ......cccvee vevveveveeennen oo 1
S 7= o) [T 2
Decreasing.....cccoees eveereeeieenes e 3
HuCtuates.......cccovv cevivieeeeie 4

Don't KNOW.......cce coveeveeeeeinine . 0
LOW..ooiiiiiciriieeeees e e 1
Medium.......ccoveee ceviieeeeeeiee e 2
[ [0 o S 3

Don't KNOW.......cce. vevecrveeereens e 0
INCreasing .....ccevee vevevieeieeins o 1
5 7= o[ 2
Decreasing.......ccoe vevvevieeieenns o 3
Huctuates......cceeet veveeieeeieens 4

5. How easy isit to get MDA a the moment?

Don't KNOW.....eeeees v . 0
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EaSy ..o e 2
Difficult ...cceeeeeeees e 3
Vey difficult ......... ccooovvernnn o 4
Has this been changing?

Don't KNOW.....oeeees v . 0
Moredifficult ........ cooeeeeeeeeeenn .. 1
SAC.eeeeeeeeeee e 2
|2 S 1< G 3
HUCUSEES ....eeeeees e 4

SECTION M: CRIME

This section is aout crime that you have committed in the last month, and not necessarily been caught
for. Remember that we don't need to know any specific details.

Property Crime

1.

How often, on average, during the last month have you committed a property crime (eg stedling,
shoplifting, bresk & enters)?

No property crime 0
Lessthan onceaweek........... 1
onceawesK ........ veeeeeeveeenen.. 2

Dealing

2.

How often, on average, during the last month have you sold drugs to someone (for profit)?
Nodrug deding.... .cccccovevieennne 0

LessthanonceawesK.....ocvveeeeeeeenn... 1
ONCEAWEEK ..cooeee e 2
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3. How often, on average, during the last month have you committed a fraud (eg usng someone's
credit card, forging cheques, tax fraud)?

N[O X { 1= U o F 0
Lessthan onceaweeK...........cccceuueee.. 1
ONCEaAWEEK ....cvv e 2
More than once awesk....................... 3
(but lessthan daily)

Daly.....cocooviiiieis e, 4

Crimes I nvolving Violence

4. How often, on average, during the last month have you committed a crime involving violence (eg
assault, armed robbery)?

No videt crime.... ...oooeeeeeneeenn. 0
Lessthan onceaweK.........ccceeeeuveee 1
ONCEAWEEK ... e 2
More than onceawesk..........cceeeuvee.. 3
(but less than daily)

D7 Y2 R 4

CRIME TOTAL
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SECTION N: GENERAL TRENDS

1. Arethereany new trendshappeningin drug use among you or your friendsthat you are aware of ?
(eg. new drug types, different types of users, increase in drug use by some users)

NOL.ceeeeeeee e e 0
YES i e 1
If YES, please specify:

2. Havethere been any changesin police activity towards usersin the last Sx months?

DoNn't KNOW......cces woreeerieeienienne 0
LessactiVity....ccooes eveerieeieseene 1
Sale...oiit 2
More activity......... cecceervereerenne 3
If YES, please specify:

3. Haspadlice activity made it more difficult to score drugsin the last Sx months?

Don't KNOW.....oeeees v, 0
NO. et e 1
=S 2

(IS ST 1
SAC.eeeeeeeee e, 2
MO ..o e 3
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Do you think media reports on party drugs have encouraged people to experiment with these
drugs?

If YES, please specify:

What other effects do you think media reports on party drugs have had?

Would you like to make any comments about any of the venuesthat you go to? (eg. availability of
cold water, ventilation, exits, security, crowds)

Arethereany other commentsyou would liketo make about ecstasy or party drugsgenerdlyeg.
what do you think about the way drugs are handled in this country?)

THANKSFOR YOUR HELP



PAY SUBJECT
GIVE CONTACT DETAILS& OTHER INFORMATION



Appendix B: Factors associated with typical quantity of ecstasy used from multiple linear

regression analysis

Variable

Gender
I dentify with dance scene

Unemployed during the past 6
months

Ecstasy favouritedrug

No. daysused ecstasy in last 6
months

No. other drugsever used

Coefficient

0.269

-0.259

0.276

0.029

0.097

Beta

-0.218

0.106

-0117

0131

0.37

240

SE

.108

132

115

A11

021

-4.266

2031

-2.255

2487

7.140

4.586

sigT

0249

0135

R? = 0.31, F(6, 273) = 20.65, p = .0000

Key:

gender: maes=1, femades=2
identify with dance scene: no=0, yes=1

unemployed 6 months. employed during last 6 months = 0, unemployed = 1
ecstasy favouritedrug: no=0,yes=1
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Appendix C: Factorsassociated with having binged on ecstasy within the past 6 monthsfrom

multiple logistic regression analysis

Variable

Average amount of ecstasy used per use session
No. days used ecstasy in past 6 months

No. other drugsbinged in past 6 months

051

402

OR

189
105

55.52

SE

2215

0237

95% ClI

122,294
1.005,1.10

1946,
15837

+% (3 df) = 252.337, p = .0000
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Appendix D: Factor sassociated with havinginjected ecstasy from multiplelogisticregresson

analysis
Variable B OR SE 95% ClI
State -1.01 .36 350 18,.72
Identify with dance scene -1.87 15 .599 .05, .50
Ecstasy favouritedrug 176 5.83 5H 1.004, 1864
Agefirst regularly used ecstasy -16 .85 .064 .75, .97
No. drugsever used 45 157 121 124,199
No. drugs besides ecstasy 196 707 318 3.79,13.17
injected in last 6 months

+2 (7df) = 141.169, p = .0000

Key: state: -1 = Brisbane, 1 = Sydney

identify with dance scene: 0 =no, 1 =yes
ecstasy favouritedrug: 0=no, 1 =yes
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Appendix E: Drug use histories of participantsin the three states
Drug use history of thosein the Sydney sample

Drug class

Cannabis
Alcohol

Speed

Tobacco

LSD

Amyl nitrate
Cocaine
Benzodiazepines
MDA
Nitrousoxide
Other opiates
Heroin
Anti-depressants
Ethyl

Ketamine
Methadone

GBH (fantasy)

Steroids

% Used last 6
months

93.0

93.0

87.3

74.6

69.0

516

455

44.6

380

36.6

258

141

9.9

80

6.1

33

14

14

Median days used 6
months (range)

48
(0- 180)

24
(0-180)

6
(0-120)

180
(0- 180)

2
(0-60)

1
0-72)

0
(0- 100)

0
(0- 100)

0
(0-49)

0
(0-60)
0
(0-60)

0
(0- 180)

0
(0-120)

0
0-12)

0
(0- 20)

0
(0- 180)

0
0-2)

0
(0-%0)

% Ever used

98.6

99.5

96.2

854

9.7

812

69.5

59.2

58.7

63.8

35.7

282

19.7

131

16.0

6.6

19

28
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Drug use history of those in the Brisbane sample

Drug class % used last 6 Median days use 6 % ever used
months months (range)

Cannabis 89.8 60 98.3
(0-180)

Alcohol 932 40 100
(0-180)

Speed 814 10 932
(0-100)

Tobacco 79.7 180 814
(0-180)

LSD 712 2 91.5
(0-80)

Nitrousoxide 492 0 780
(0-60)

Amyl nitrate 40.7 0 67.8
(0-20)

Benzodiazepines 35.6 0 50.8
(0-50)

Cocaine 20.3 0 40.7
(0-10)

Heroin 203 0 339
(0-180)

Anti-depressants 203 0 305
(0-180)

Other opiates 169 0 29.3
(0-16)

MDA 136 0 271
(0-10)

Ketamine 51 0 119
(0-4)

Methadone 34 0 136
(0-20)

GBH (fantasy) 17 0 17
©-1

Steroids 0 0 10.2

Ethyl 0 0 17
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Drug use history of thosein the Melbourne Sample

Drug class % used 6 months Median daysuse6 | % ever used
months (range)
Alcohal 96.5 12 100
(0-100)
Cannabis 912 30 100
(0-180)
Tobacco 702 30 895
(0-180)
Speed 61.4 2 87.7
(0-120)
LSD 61.4 1 825
(0-25)
Benzodiazepines 45.6 0 544
(0-180)
Cocaine 439 0 52.6
(0-25)
Amyl nitrate 333 0 614
(0-80)
Ketamine 29.8 0 333
(0-18)
Heroin 26.3 0 333
(0- 180)
MDA 24.6 0 439
(0-18)
Antidepressants 193 0 281
(0-180)
Nitrousoxide 158 0 333
(0-20)
Other opiates 53 0 211
0-3
GBH 35 0 7.0
0-2
Ethyl 35 0 7.0
0-2
Steroids 35 0 35
(0-20)
Methadone 0 0 35
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Appendix F: Factors associated with physical side effectsof ecstasy usefrom multiplelinear

regression analysis

Gender

Age

Unemployed last 6 months
State

Average amount of ecstasy used
Binged on ecstasy 6 months

No. drugs used when coming
doan

‘ Coefficient ‘

165
-199
1452
1423

490
1277

912

Beta

209

-257

161

157

125

149

256

SE

458

042

214

457

190

3.769

-4.711

3.136

3.039

2290

2.79%

4791

SigT

.0002

.0019

.0026

0228

R = 317, F (7,267) = 17.69, p = .0000

Key: gender: mdes=1, femdes=2

unemployed during thelast 6 months: 0 = never, 1 = was unemployed last 6 months
state: Brishane and Melbourne =0, Sydney = 1
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Appendix G: Factors associated with psychological side effects of ecstasy usefrom multiple

linear regression analysis

Coefficient Beta SE T sigT
Gender 2 195 267 3525 .0005
No. drugs binged last 6 425 183 A3 3212 .0015
months
No. drugs used when coming 553 .268 118 4694 .0000
doan

R2 =.168, F (3, 273) = 18.338, p = .0000

Key: gender: mdes=1, femdes=2
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Appendix H: Factor sassociated with reported problemsin financial, occupational, relationship

and legal spheresfrom multiple linear regression analysis

last 6 months

Variable Coefficient Beta SE T sigT
Age -0516 -.2586 .0010 -5.175 .0000
State 3992 1677 1199 3329 .0010
No. daysused ecstasy in last 6 0182 2138 0046 3924 .0001
months

Binged on ecstasy during the 3731 1581 1272 2933 .0036

R? = .357, F (7, 268) = 21.255, p = .0000

Key: state: Melbourne and Brisbane =0, Sydney = 1
binged on ecstasy last 6 months: no=0, yes=1
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Appendix |: Sexual behaviour of ecstasy usersin Sydney, Australia

Libby Topp, Julie Hando, Paul Dillon
Nationa Drug and Alcohol Research Centre, UNSW
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SEXUAL BEHAVIOUR OF ECSTASY USERSIN SYDNEY, AUSTRALIA

EXECUTIVE SUMMARY

Although ecstasy has enjoyed a reputation as a sexud enhancer in the media, little research has
examined the effects of ecstasy on sexua behaviour. Aspart of a survey of 213 ecstasy users, the HIV
Risk-taking Behaviour Scale was administered to examine extent of sexual risk-taking whileintoxicated
and not, as well as items concerning the effects of ecstasy on sex. Resultsindicated that 77% of the
sample had engaged in penetrative sex in the preceding month, and that 49% had sex whileintoxicatedin
the preceding sx months. Therewas atendency for participants to use condoms less often with casud
partnerswhileintoxicated thanwhilenot. Ecstasy use and agewere more consstent predictorsof sexud
risk-taking than gender and sexud identity. Most participantsreported that ecstasy improved sex (70%)
and lowered inhibitions (67%), but 45% aso reported that it inhibited arousa and/or climax. Twelve
percent reported a loss of sex urge related to ecstasy use in the preceding six months, lasting for an
average of 48 hours. Results suggest that effects of ecstasy on sex are mixed, and that better education
on the risks of unsafe sexud activity for this population is warranted.

Acknowledgments. Thisstudy wasfunded by the Commonwedth Department of Health and Family
Services. Theauthorswish to thank Wayne Hall and Nadia Solowij for commentson study design, and
Wendy Swift, Joanne Ross and Sharlene Kaye for helpful comments on earlier drafts.
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SEXUAL BEHAVIOUR OF ECSTASY USERSIN SYDNEY, AUSTRALIA
INTRODUCTION

Although ecstasy has enjoyed a reputation as a "love drug” or sexua enhancer in the media (Beck &
Rosenbaum, 1994; Fitzgerad, 1991), little research has examined the effects of ecstasy on sexud

behaviour. Inasudy of 76 ecstasy users, Buffum and Maoser (1986) found that 70% of participants
had engaged in sexud activity whileintoxicated on ecstasy. Themgority of thisgroup reported thet the
sensudity of the sexud experience was enhanced while intoxicated. Consstent with anima research
(Dornan et al., 1991), males commonly reported difficulty attaining an erection, and 62% found it
difficult to achieve orgasm. However, femaeswere equdly divided between those who found orgasm
esser to achieve while intoxicated and those who found it more difficuilt.

More important from a public health perspective wasthefinding that asmal but substantia proportion
(15%) of this group reported that they were more likely to indulge in activities that were not normaly
part of their sexua repertoire, such as group sex, a pattern of behaviour that has aso been described
among amphetamine usars(Smith et al., 1979). Further, one-third of femdesand 46% of mdesfdt that
they were more receptive to sexua advanceswhileintoxicated. Whilethree quartersof the sample had
not used ecstasy specificaly to enhance asexud experience, asimilar proportion said that they would
use the drug for this purpose.

Thesefindingswerelater confirmed in aquditative sudy by Beck and Rosenbaum (1994). Among their
sample of 100 ecstasy users, most described ecstasy as poviding a sensud rather than sexud
experience, and reported that the drug interfered with erectionsand generaly inhibited orgasmsfor both
men and women. However, it was consdered that ecstasy served to lower inhibitions, and a small
proportion of participants felt that the drug provided definite sexua benefits, contributing to sexud
marathons through the prolongation of erections and delayed orgasms. One subject commented onthe
contribution of ectasy to "the different sexualy transmitted disease problems’, dueto frequent Situations
involving a greeat ded of sexud activity (Beck & Rosenbaum, 1994, p.75).

These reports raised the possibility that sexud activity and risk-taking among some users may be more
likely whileintoxicated on ecstasy. Risk-taking behaviour has been related to intoxication and drug use
(Plant & Plant, 1992), and stimulant use in particular (Chaisson et al., 1989; Klee, 1992; 1993). As
part of alarger sudy examining patterns and correlates of ecstasy use in Audraia (Hando et al., in
press; Topp et al., in press), the Sexud Behaviour Subscale of the HIV Risk-taking Behaviour Scde
(HRBS, Darke et al., 1991) was administered to asample of current ecstasy usersin order to examine
their sexud behaviour. Theamsof the present study were:

1. to examine the sexud behaviour of ecstasy users, both while intoxicated and not intoxicated; and

2. to examinethe degree of sexud risk-taking undertaken by thisgroup, both whileintoxicated and not
intoxicated.
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METHOD

Procedure

The sample comprised 213 ecstasy usersrecruited in Sydney, Audtrdia, through snowbdling procedures
(63%), advertisements (24%) and persond contacts(13%). All participantswere volunteerswho were
reimbursed $30 for their participation. Participants contacted the researchers by telephone and were
screened for digibility for the study. Entry criterion was the use of ecstasy on at least three occasions
during the preceding 12 months. Interviews were conducted by the authors in locations corvenient to
participants, and took between 60 and 90 minutes. Participants were guaranteed anonymity and
confidentidity of the information provided.

Data analyses
For continuous, normadly distributed variables, t-tests were employed and means reported. Where
continuous variableswere highly skewed, medianswere reported and the Mann-Whitney U test, anon
parametric analogue of thet-test, employed. Categorica variableswere anaysed using chi-square(+2).
To examine the contributions of gender and sexud identity to sexua practices, comparisons of key
variables were made between males and females, and between those of different sexud identities. To
determine which variables were independently associated with sexud risk-teking, exploratory
amultaneous multiple regressons were conducted. Backwards elimination of variables was used to
select the mogt appropriate models. Variables entered into the mode included demographic variables
such as age, sexud identity and gender, dong with a number of drug use varidbles. All andyseswere
conducted usng SPSSfor Windows, Release 6.0 (Norusis, 1993).

RESULTS

Sample Characteristics

The mean age of the sample was 22.4 years (SD 5.8; range 15-46), and 52% were female. Femae

participantswere Sgnificantly younger than maes (20.5 versus 24.5 years; t1g=5.13; p<.001). Median

number of school years completed was 13 (range 8- 13), and 43% had compl eted further qudifications.
One third of the sample were employed on a full time bass, 37% were students, and 16% were

unemployed. Few participants had been imprisoned (2%0) or were currently in treatment (5%).

The mgority of the sample (80%) described their current sexud identity as heterosexud, while 9%
identified as gay males, 7% as bisexuad and 3% asleshian. The mgority (n=11; 73%) of those who
identified as bisexud were femde. Over hdf of the sample (54%) were in seady relationships, the
median length of which was nine months (range 2 weeks- 13 years). Themgority (83%) of thosewith
regular partners reported that those partners were also current ecstasy users, and eight participants
reported that they had aregular partner who was an injecting drug user.

Participants had used ecstasy on amedian of 12 daysin the preceding sx months(range 1- 100 days),
gpproximating fortnightly use. Median number of tabletsused in an average use episodewas 1.5 (range
0.5-8tablets), and intheir heaviest use episode, participants had used amedian of 2 tablets (range 0.5
30 tablets). Most participants (92.5%) had mainly swalowed ecstasy in the preceding Sx months,
athough 29% had injected adrug at sometime, and 13% had injected ecstasy. Onethird of the sample
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(33%) had binged on ecdasy in the preceding sx months, defined as using the drug on a continuous
basisfor 48 hours or more (Ovendon & Loxley, 1996). Median length of longest binge wasthree days
(range2-14 days). Although 53% of the sample nominated ecstasy astheir favourite drug, polydrug use
wasthe norm amongst thisgroup. They had experimented with amean of 10.4 drugs (SD 2.4; range 1-
17), most often dcohoal, cannabis, LSD, amphetamine, tobacco and amyl nitrate. In the preceding Six
months, they had used a mean of 8.1 drugs (SD 2.1; range 1-14). Full details of this sample are
reported elsewhere (Hando et al ., in press; Topp et al., in press).

Sexual practices

Most of the sample (77%) had penetrative sex in the preceding month, usualy with one partner (53%),
although 13% reported two partners, 8% reported between three and five partnersand 3% reported Sx
or more partners(Table1). The samplereported amedian of 2 sexud partnersduring the preceding Six
months (range 0- 70), with 90% reporting that they had penetrative sex with Sx or fewer partnersduring
thistime. M ae participants had penetrative sex with sgnificantly more partnersthan fema e participants
(median 2 versus 1; U=4218.0; p<.001). Homosexudss, leshians and bisexuds had significantly more
partnersthan heterosexuas (median 3 versus 1.5; U=2521.5; p=.002). Further, gay and bisexua maes
had sgnificantly more partners than heterosexud maes (median 4 versus 2; U=619.5; p<.01).

Multiple linear regressons were performed to determine which variables independently predicted
number of sexud partners in the preceding Sx months. Thisvariable wastransformed in order to meet
the assumption of normdity of the outcome variable (Hair et al., 1995). A constant was added to the
origind varigble and the vaue inversed, hence the sgn of the beta vaues must be reversed when
interpreting this andyss. The find mode indicated that age (&=-.01; p<.001), frequency of recent
ecstasy use (&=-.003; p=.02), having sex while intoxicated on ecstasy (&=-.14; p<.001), extent of
recent polydrug use (&=-.03; p=.001), bisexudity (&=-.18; p=.003) and recent bingeing on simulantsfor
at least 48 hours (&=-.12; p<.001), wereindependently associated with number of sexud partners. This
modd was sgnificant (Fe 20s=11.9; p<.001) and accounted for 26% of the variance.

Among those who had sex with a regular partner during the preceding month (n=123, 58% of the
sample), only one quarter (26%) used condoms on every occasion, and the mgjority (59%) reported
that they never used condoms. Among those who had sex with a casud partner (n=68, 32% of the
sample), over haf (59%) aways used condoms, athough 22% reported that they never used condoms
with casua partners. Therewereno differencesin age, gender or sexud identity between thosewho had
engaged in risky casua sex in the preceding month and those who had not. Only one subject had been
paid for sex inthe preceding month and had used acondom on every occason. A minority of thesample
(n=29, 14%) reported engaging in and sex in the preceding month, most of whom had done so once
(34%) or twice (31%). Maesweresignificantly morelikely than femaesto have had and sex (+%,=6.0;
p=.01). Gay and bisexud maeswere sgnificantly morelikely than heterosexud maesto have had and
e (+%4=13.7; p<.001).
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TABLE 1. Sexual practices of the 213 ecstasy usersin the study

Total (%)

Penetrative sex in past month 7
No. of sexual partnersin past month:

One partner 53

Two partner 13

Threeto five partners 8

Six or more partners 3
Had sex with a

Regular partner 58

Casual partner 32

Client (paid sex) <1
Condom use every timewith a: *

Regular partner 26

Casual partner 59

Client 100
No. of times anal sex in past month:

None 86

Once 5

Twice 4

Three or moretimes 5
No. of sexual partnersin past 6 months:

None 10

One partner 37

Two partners 18

3-5 partners 23

6 or more partners 12

* among those who had sex with such a partner

Scores on the HRBS Sexud Behaviour subscaewerecaculated. Thisscalerangesfrom 0to 25, with
higher scoresindicating greater levels of sexud risk-taking. Mean scorewas 4.2 (range0-16, SD 3.5).
No sgnificant differences were found on the basis of gender or sexudity. By way of comparison, the
sampleof 175 opiate users on which the HRBS was originally validated had amean score of 4.5 on the
Sexua Behaviour subscale (SD 3.7; Darke et al., 1991). The same mean score was observed ina
sample of 200 regular amphetamine users interviewed in Sydney (SD 3.5; Hando, 1996), indicating
goproximady equivdent levels of sexud risk-teking between the three groups. Multiple linear

regressonswere performed to determine which variableswere associated with sexual risk-takinginthe
preceding month. The final model indicated that age (&=.16; p=.003), frequency of recent ecstasy use
(6=.08; p<.001), usng ecstasy with a partner (6=1.9; p<.001) and having a partner who was an
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injecting drug user (&=-.3; p=.003) were independently associated with degree of sexud risk-taking.
Thismodd was sgnificant (F4110=11.2; p<.001), and accounted for 29% of the variance.
Effects of ecstasy on sexual behaviour

Haf the sample (49%) reported having sex while acutdly intoxicated on ecstasy in the preceding Six
months, one quarter (24%) of whom had done so more than 10times. Eighteen percent of the sample
reported that sex was one of the main activities undertaken while intoxicated, and 2% considered that
one of the main "risks" of ecstasy was unsafe sex with strangers. Among those who had sex with a
regular partner whileintoxicated (=82, 38% of the sample), 24% used condoms every time, while 50%
never used condoms. Among thosewho had sex with acasua partner whileintoxicated (=41, 19% of
the sample), 49% aways used condoms, alower rate than when not intoxicated (59%). Further, 20%
never used condomswith casud partnerswhileintoxicated. Bisexud participantswere significantly more
likely than others to have engaged in risky casud sex whileintoxicated (27% of bisexuasversus 9% of
nonbisexuals, +%,=5.1; p=.02). Therewasatrend for more maesthan fema esto have had risky casua

sex while intoxicated (14% of males versus 6% of femaes; +%,=3.3; p=.07).

Among those who had engaged in sex whileintoxicated, ecstasy wasreported to improve sex (70%), to
lower inhibitions (67%), to make the experience moreloving and intimate by improving communication
between partners (63%), to inhibit arousa and/or climax (45%), to have unpredictable effects on sex
(that is, to make it better and worse; 18%), to make sex worse (7%), or have no effects on sex at all
(1%). Mdeswere sgnificantly morelikely than femalesto report that ecstasy inhibited arousal and/or
dimax (30% of males versus 15% of femaes, +%,=6.1; p=.01). There was no relaionship between
sexud identity and the effects of ecstasy on the sexud experience. Pogtive effects of ecstasy on sex
wererelated to ahigher quantity and frequency of use. Participantswho reported that ecstasy improved
sex used more often than those who did not report these effects (median 12 versus 105 days;
U=3843.5; p<.005), and used more per occasion (median 1.5 versus 1 tablet; U=4303.0; p=.05).

Twelve percent of the sample reported aloss of sex urgereated to their use of ecstasy inthe preceding
six months. Of these, 60% reported that they experienced aloss of sex urge while acutely intoxicated,
64% while"coming down" or recovering from ecstasy, and 44% experienced achronicloss of sex urge
that extended beyond the ecstasy use and recovery episode. Only 40% of those who experienced such
aloss reported that they considered it to be due to ecstasy adone; most felt that factors other than the
drug dso influenced their decreased sexud urge. The median length of worst case of loss of sex urge
was 48 hours (range 20 minutes to sx months). There was no difference in age, sexud identity or
gender in those who reported aloss of sex urge and those who did not.
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DISCUSSION

A rangeof current ecstasy userswererecruited into this study, substantiad minorities of whom identified
asgay maes(9%), bisexua (7%) and lesbian (3%). Three quarters (77%) of this sample had engaged
in penetrative sexud activity in the preceding month, most often with regular partners (58%) but also
with casud partners (32%). Only a quarter (26%) of those who had regular partners always used

condoms, and given the trangitory nature of many of these relationships, these figures are a cause for
concern. Further, 41% of those who had casua partners did not use condoms on every occasion, and
22% never did so. Sexud risk-taking among this group was gpproximatdy equivaent to that

undertaken by samples of opiate (Darke et al., 1991) and amphetamine (Hando, 1996) users. These
results suggest that safe sex messages may not be reaching the entire population of illicit drug users, and
that reinforcement of such messagesin a culturaly gppropriate fashion may be useful.

Multivariate andyses indicated thet extent of sexud risk-taking in the preceding month was
independently associated with age, frequency of ecstasy use, using ecstasy with apartner and having a
partner who injected drugs. Together, these results suggest that much recent sexud risk-taking may
have occurred in the context of a steady relationship, but it must be noted that the average length of
these relaionships was only nine months. Data on testing for blood borne viruses and sexudly
transmitted diseases was not collected, and it will beimportant in the future to determine the proportion
of these partnershipswhich had undergone testing before commencing penetrative sexud activity without
condoms. Thefact that ecstasy rather than other simulantsis specificaly associated with risk-tekingisa
novel and important finding, once again reinforcing the need for culturdly relevant safe sex messagesto
prevent the spread of viruses among this popul ation, aswell asamong the generd population which may
have sexud contact with this group.

In the preceding six months, the sample had a median of two sexud partners. Multiple regressons
suggested that participants who were older, were using ecstasy more frequently, had sex while
intoxicated on ecstasy, were using a wider range of other drugs, were bisexua and had binged on
simulants for 48 hours or more, had more sexud partners in the preceding Sx months than other
participants. Thefact that drug usewasindependently associated with sexua behaviour after takinginto
account variables such as gender, sexudity and age is cong stent with evidence that both types of risk-
taking behaviour are intercorrelated (eg. Biglan et al., 1990). Moreover, once again, ecstasy wasthe
drug that was mogt clearly associated with this form of risk-taking, suggesting that ecstasy users may
condituteaspecid "highrisk” group for greater number of sexud partnersaswell asincreased likelihood
of sexud risk-taking.

Half (49%) of the sample had engaged in sexud activity whileintoxicated on ecstasy inthe preceding six
months, most often with regular partners (38%) but aso with casud partners (19%). While 59% of
those who had sex with casud partners when not intoxicated dways used condoms, the comparable
figure during intoxication was 49%, uggesting that risky casua sex is more likely after ectasy use.
Once again, this result is condstent with a great ded of evidence linking risky sexud behaviour to
intoxication and drug use (eg. Chaisson et al ., 1989; Klee, 1992; 1993; Plant & Plant, 1992). Further,
the results point to the need for education campa gnswhich specificaly mention theincreased likelihood
of unsafe sex during drug use episodes.
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Participants who engaged in sex while intoxicated on ecstasy reported arange of effects. Some used
ecstasy specificaly to enhance sex, whilein others the drug contributed to aloss of sex urge, andina
minority, sex while intoxicated was |less enjoyable than normd. The effects most consstently reported
among those who had engaged in sexud activity whileintoxicated were that sex wasimproved (70%),
inhibitions lowered (67%), and intimacy increased due to improved communicetion (63%). These
effects are amilar to those reported earlier in the literature (Buffum & Moser, 1986; Beck &
Rosenbaum, 1991). Also consstent with previous studies and the animd literature (Dornan et al.,
1991) was the finding that ecstasy inhibited arousal and/or climax in 45% of this sample, with
sgnificantly more maesreporting these effects. It isinteresting to note, however, that often thiswas not
percaived as an aversive event. Prolonged sexud activity due to delayed orgasm was considered by
someto be adesirable effect of thedrug. As has been shown with amphetamine (Smith et al., 1979),
the effects of ecstasy on sex were dose-related: those who reported beneficid effectswere using more
per occason as well as more often. Sexud identity did not predict differences in perception of the
effects of ecstasy on sex.

In short, ecstasy use gppearsto be associated with agreater level of recent sexud risk-taking, agreater
number of sexud partnersand increased likelihood of risky casud sex during intoxication. Ecsasy hasa
range of effects on the sexua experience which gppear to be idiosyncratic, but most consstently the
drug is reported to enhance sex. Together, these results point to the need for comprehensive and
culturdly appropriate safe sex campaigns for ectasy users. However, careful evduation of such
programs will be necessary, as education does not necessarily correlae with changes in behaviour
(Lewis & Ross, 1995). Examination of other predictors of sexua risk-taking will contribute to a
comprehendve understanding of the factors relevant to such behaviour.
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EXECUTIVE SUMMARY

There have been a growing number of drug-related deaths in dance venues both in Audtrdia and
overseas. While there have been some attemptsto distribute information to users regarding the risks of
party drug use, the way in which entertainment venues contribute to drug-related harm should be
examined.

The present sudy conducted observations using a structured check-list a 29 permanent entertainment
venuesin three Audtrdian States, including dance parties, nightclubs and bars. Datafrom 112 patrons
who had attended these settings was dso included. Most venueswere found to contribute to the hedlth
and safety risks of drug-taking in these environments to a moderate extent. Although no significant
differences between venues or cities were found in scores on arisk summary scale, venuesin Sydney
and Melbourne tended to be riskier, as did nightclubs.

There is an urgent need for information about venue organisation and facilities to be disseminated to
venue operators and promotersin Audtrdia. In particular, such information should cover: adequate water
provision, toilets, ventilation, crowd control, first aid procedures, chill-out areas which are quieter,
cooler and lessactive, regular monitoring of patrons and the dissemination of health promotion materids
and equipment to users and patrons. Evauation of planned initiatives targeting venue operators and
promotersis aso required.
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INTRODUCTION

Venues such as dance parties, nightclubs, bars and raves have commonly been associated with drug
taking by young adults (Lenton, Norcross & Boys, 1996; Moore, 1993; Solowij, Hall & Lee, 1992).
For example, Lenton et d. (1996) examined drug use among a sample of 83 people who attended
"rave’ dance partiesin Perth, Audtrdia. The mean age of thissamplewas 19, and just over haf (53%)
were mae. Polydrug use was common, most having tried a cohol (99%), cannabis (96%), LSD (90%),
inhaants (83%), MDMA (76%) and amphetamines (69%). Nine out of ten had used an illicit drug at
their last rave, and most had begun illicit drug use while gill & school and in association with arave
event. A third (33%) of the sample had injected adrug a sometime, areatively high proportion given
the young age of the sample. Studies of smilar groupsin the U.K. confirm these findings (e.g. Forsyth,
1996; Gilman, 1990; Latimer, 1997; McDermott, 1993).

Of particular concern is the growing number of deaths in dance venues in which MDMA has been
implicated, both overseasand in Audrdia(Henry, Jeffreys & Dawling, 1992; Solowij, 1993; Suarez &
Riemersma, 1988; White, Bochner & Irvine, 1997). Deaths have mostly been attributed to heat stroke
resulting from the circumstances in which MDMA is used in these settings, where it is commonly
reported as the drug of choice among patrons (Moreton, 1997; Saunders, 1995). It appears that a
combination of sustained physicd exertion, high ambient temperatures and inadequate fluid replacement
compound a direct pharmacologica effect of MDMA on thermo-regulatory mechanisms, leading to
fulminant hyperthermia. This effect is in part aresult of MDMA's neurotoxic effects on serotonergic
nerve terminas, but such extreme reactions are rare for reasons as yet unknown. On the other hand,
some deaths have been attributed to excesswater consumption asaresult of an exaggerated response
to harm reduction literature advising replacement of fluids (Matthai, Davidson, Sills & Alexandrou,
1996; Parr, Low & Botterill, 1997).

There have been previous attempts to distribute information pamphlets to users regarding the risks of
party drug use (e.g. Baxter, Bacon, Housman & van Beek, 1994), some of which have utilised peersto
disseminate thisinformation (McDermott & McBride, 1993; Pearson, Ditton, Newcombe & Gilman,
1991). The dance venues in which MDMA and other party drugs are commonly used suggest that
information should also be targetted a venue operators and promoters. Some have suggested that
better facilitiesand monitoring in these venues may reduce hedth problems such ashypethermia(Hedth
Department of Western Audtrdia, 1995; Solowij, 1993;White, Irvine & Bochner, 1996). Clearly,
dance venues more conducive to the reduction of drug-related harm are needed.

In arecent review of thisliterature, White et d. (1996) suggest that venues should provide: plentiful and
inexpengve sources of water; "chill-out" or cooling-off areas which idedly should be quieter, cooler,
contain adequate seating and have non-acohalic fluids easily ble; adequate ventilation and
cooling; and factud information for drug users on issues such as overheating, fluid intake, polydrug use,
overdose, and other Situationswhich may exacerbate drug- related problems. They aso suggest that rest
or dow paced periods of music be provided to alow recovery from vigorous dancing, that staff monitor
patrons well-being and intervene when necessary, and that staff conduct regular checks of chill-out
aress, toilets, the dance floor and fire exits.
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Many of these recommendations have been incorporated into the Nationa Protocols for Conducting
Safer Dance Parties (NPCSDP, 1996) which provide guidelinesfor venue operators and promoters of
al danceeventsin Audrdiato ensure"high qudity, wel regulated and safer entertainment events' (p.3).
Some additional suggestionsinthe NPCSDPinclude: recording the number of peoplein each venue so
that overcrowding does not occur, displaying clear finishing times and pass-out conditions, having a
glass-free environment to prevent accidents, providing entertainment other than dancing to encourage
breaks from continuous dancing, encouraging patronsto monitor their friends, limiting smoke and strobe
meachines and noise levels, providing a phone service offering advice and information to dance party
patrons, ensuring that staff are properly trained in Firgt Aid, and displaying hedth promotion sgns,
including thosewhich advisethat illega drug usewould not betolerated (see dso Hedth Department of
Western Audtraia, 1995; NSW Ministry for Police, 1997).

Theseissues have been highlighted in smilar overseas guiddines (e.g. Scottish Drugs Forum, 1996). In
Audrdia, the NPCSDP have not yet been officidly endorsed by the government, nor systematicaly
implemented. While the suggestions may be useful, the present condition of venueswhere drug-taking
occurs has not been formally evaluated, nor the need for improvements in such venues. Furthermore,
while there have been some studies of drug use in raves, which tend to be held in temporary, often
secretive settings (Forsyth, 1996; Lenton et d., 1996; Newcombe, 1992), little research has examined
more permanent entertainment settings, such as dance parties, nightclubs and bars.

The present study therefore ams to evauate the hedth and safety issues in permanent entertainment
settingswhere drugs are consumed, and the extent to which these venues may contributeto drug-rdaed
harm.

METHOD

The study involved observation of 29 venuesin three Audtrdian cities, conducted between December
1996 and April 1997. Fourteen venueswereexamined in Sydney, 8in Addaideand 7in Mdbourne. A
range of different venues were evaduated, including three large dance parties, 13 nightclubs and 13
barsg/hotels (Table 1).

To bedigiblefor observation, the venue had to be permanent so that it could bere-examined in twelve
monthstimein order to evaluate various government initiativesin the ares, including the NPCSDP and
an information kit on health and safety issues distributed to arange of venue operators and promoters.
Ravesby definition did not meet thiscriteriaastheir locations change. Other udiesof drug useinraves
in Audrdia provide more information about the conditions of these venues (Fitzgerdd & Hamilton,
1995; Lenton et d., Moreton, 1997). Large dance partiesthat were held at the sametime and location
each year by the same promoters wereincluded asthese events can be followed up over time. Venues
were aso chosen if it was conddered that party drug use, such as MDMA, was likely to occur.
Discussions with key informants who were familiar with arange of venues assisted with this sdection
process.

A structured check-list was designed to evauate the hedth and safety issues a each venue. Thiswas
basaed on documents which examine the issue of standardsfor dance party venues (Health Department
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of Western Audtrdia, 1995; NPCSDP, 1996; White et a., 1996). The main domains of interest
included: the availability of water, temperature control and ventilation, "chill-out" zones, fire exits, noise
levels, security, indications for medicad trestment and emergency procedures, and the provison of
education, outreach and other information.

While some quditative data was collected, most of the information was recorded on standard scales
which were revised after some experimentation with the methods. For example, vauesfor temprature
included cool, average, warm and very warm. Crowding was judged by how difficult it wasto move
through the main section of the venue (easy, a little difficult, moderatdly difficult, quite difficult, very

difficult). While most of the data was observationd, physica or behaviourd indicators were collected
for many variables of interest (eg. evidence of syringes, Sgns about drug use, actud drug taking

behaviours). Some data was aso confirmed by venue saff, such as the number of patrons, closing

times, the avallability of medicd facilities, and the cost of water.

Each venue was vidited by two observersin order to verify the results. Logisticd difficulties did not
alow the collection of inter-rater reliability data. Insteed, thetwo observers agreed upon thefind ratings
in acooperative effort. These methods were checked during the first few observations.

A totd of eight observers asssted with data allection. All atempted to maintain their anonymity
throughout the observation process so as not to influence the setting or results. Observers spent a
median of 90 minutes in each venue (range 45 mins to 12 hours). Most observations (n=20) were
conducted during the pesk operationd time for venues. This peek time varied between venues, o
observations could not be conducted at the same time of the week for al venues.

Results were typed up in full after each observation. Most of the data were coded and andysed using
SPSS (Windows) Version 6.0. Descriptive analyses were conducted due to the small sample size. A
summary scoreon thelevd of risk present in each venuewas a so calculated. Thisconssted of 25 items
derived from the structured checklist, most of which (n= 20) involved abinary reponse (no=0, yes=
1). Itemsincluded: whether there were guard checks at the door and insde the venue; any blocked fire
exits, how crowded and noisy the venue was, the pace of music; whether hazardous dancing was noted;
the temperature ingde the venue; whether any ventilation was operating; how smokey the venue was,
whether other activities were provided; the conditions of the chill-out area (if any); whether any outsde
areawas provided; queuesin toilets;, cold water taps operating; information about acohal, illicit drugs
and safe sex; whether injecting equipment, syringe disposal and condoms were available; and whether
there were any obvious medicd facilities. These variables were agreed upon by three of the
investigators asthe crucid indicators. In addition, thevaidity of the summary scorewas confirmed by its
goproximately normd ditribution.

All datawere analysed by location (city) and type of venue (dance parties, clubs, bars), and resultsare
presented by these variables when differences were found. Additiona opentended dataon MDMA
users perceptions of venue conditions which were collected in a concurrent survey of MDMA usein
Sydney have aso been incorporated into the findings (Hando et d., 1998).
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RESULTS
General description of the venues and patrons

Table 1 liststhe main features of the venues and patrons. Most venues (90%) werelocated in inner city
areas, with theremainder salected from outer suburban areas. Twenty eight percent of the venueswere
predominantly homosexua venues. The number of patronsin each venue varied according to thetype of
venue, dance parties were attended by 7,000 to 22,000 patrons, clubs by 60 to 600 patrons, and bars
by 100 to 2,000 patrons. Venuesin Adelaide contained fewer patrons (up to 600) compared to venues
in Melbourne (up to 7,000) and Sydney (up to 22,000), although no large dance partieswereincluded
in Addaide,

The minimum agerange of patronswas estimated to be between 16 and 25 years, and themaximum age
range between 23 and 65 years. Under age patrons (under 18 years) were noted in Sydney and
Addaide, but not Melbourne. They were aso observed in only clubs and bars, not dance parties. The
proportion of maes noted in the venues ranged from 40% to 95%, the latter reflecting the venues
frequented by gay mae patrons. Dancing was observed among patronsin most venues (90%). Twelve
of the venues (41%) contained residentid areaswithin oneblock of the venue. Specified car park areas
were noted in only 6 venues (21%).

Table 1: Venuesand patrons (no.)

Total

n=29
Located in:
Sydney 14
Adelaide 8
Melbourne 7
Type of venue:
Dance party 3
Club 13
Bar 13
Area
Inner city 26
Outer suburbs 3
Gay venues 8
Min. age range patrons 16-25yrs
Max. age range patrons 23-65yrs
% Range males 40-95
No. patrons (range) 60-22,000
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Security and entry/exit conditions

Most venues (97%) had security guards positioned at the front door. The median number of guardswas
2 (range 0-20). The larger venues, such as dance parties, had more security guards (median=20).
Actud guard checks at the door were observed at 72% of the venues. Guards working at bars/hotels
were less likely to conduct checks (46%) than guards working at clubs (92%) and dance parties
(100%). The most common type of check were age checks (conducted by 62% of venues), followed
by bag checks (conducted by 10% of venues, only at dance parties). No guards were observed
conducting body searches or usng metd detectors. Entry was refused to some patronsin 38% of the
Venues.

Eighteen venues (62%) had queues a the door, some up to 150 people. Queueswere most common at
dance partiesand in Sydney venues. Formal pass-out conditions gppeared to be present in 66% of the
venues, including al of the dance parties and clubs, and aquarter of the bars. Very few venues (10%)
had clearly posted operationa hours.

The median number of exitsand entrancesin each venue (not including specified fire exits) was 1 (range
1-2), and thisdid not vary by city or type of venue. These exitswere usualy clearly marked. Blocked
fireexits (by chairs, tables, patrons) were noted in 24% of venues, and were more common in barsand
Sydney venues.

Security guards were observed making checks indgde 59% of the venues, including al of the dance
parties, and haf of the bars and clubs. Most of the staff that did move through the premises were
generdly difficult to recognise, athough Addade security staff wore identity numbers and appeared
moreVvisblethan security personnd inthe other cities. A minority of venueshad apolice presenceindde
(7%) or outside (24%) the venue. However, evidence of apolice responsetowardsillicit drug usewas
noted at only one dance party in Mebourne. Here, undercover police made a number of arrests for
drug possession, or requested that users destroy their drugs and issued them with warnings.

Venuefacilities and conditions

Venues had on average 3 rooms (range 1- 7), with dance partiesgenerdly bigger (mean 5 rooms). They
provided an average of 2.5 bar areas (range 1-14). Two thirds (62%) of the bar areasin venueswere
rated asvery crowded, including al of the dance parties. Ninety percent of the venues provided seeting
and tablesfor patrons, 69% of which had spare seats avail able during the observation period. Food was
not usudly availablein the venues, provided by 3 barsand 3 dance parties, and wasnot availablein any
clubs or Adelaide venues.

HAf of the venues were rated as very crowded, including dl of the dance parties and haf of the clubs
and bars (Table 2). The noise leve in about haf of the venues was dso rated as very high, again

occurringinal of the dance parties. Hazardous dancing (eg. on speakers) was noted in 31% of venues,
with few differences between thetype of venue or city. The pace of music wasrated as"fast” in 59% of
venues, more o in clubsthan bars or dance parties. Forty two percent of the venues operated smoke
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machines. Severa venues provided other entertainment, such as bands (28%), shows (41%), video or
pool games (52%) or TV videos (45%).

Thelighting wasrated asdim to averagein athird of venues (34%), bright in 10% of venues, and varied
in 31% of venues. In addition, aquarter of the venues (24%) had laser shows operating. Twenty-four
percent of venues provided no ventilation, 62% had air conditioning operating at the time of the
observation, 10% had fans working and 1 venue (3%) had both air conditioning and fans. The
temperature insde the venues was rated as warm to very warm in over haf the venues (Table 2).
However, most were not considered very smoky (69%). In onevenue, air conditioning was turned off
during the night as the venue became more crowded, and smoke machines operated continuoudy,
resulting in an overheated and poorly ventilated environment.

Table 2: Venue conditions (no.) total n =29

How crowded:

Not at al/little 4

Moderately/quite 11
Very 14
Noise levels:

Low 1

Moderate 3

High 9

Very high 16
Pace of music:

Slow 1

Medium 2

Fast 17
Varied 9

Type of lighting:

Dimaverage 10
Bright 3

Lasers 7

Varied 9

Ventilation:

None 7

Fans 3

Air cond. 18
Both 1

Temperature:

Cool-average 10
Warm 8

Very warm 10
Chillout area available 16
Chillout quieter 10
Chillout cooler 16
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Chillout less active 14

Specified chill-out areas away from the main entertainment section were provided in just over haf (55%)
of the venues, including al of the dance parties, most of the clubs (69%) and some of the bars (31%).
One dance party provided three chill-out aress. All chill-out areas were rated as being cooler than the
main dance area. However, not all were considered less active (88%) or quieter (63%) (Table 2) as
they were affected by the light and laser shows and noise of the main dance area. For example, one
chill-out area in a dance party was poorly lit, played loud music, was crowded and extremely hot. A
third of the venues (34%) provided an outside areafor patronsto use, while 21% (n = 6) had both an
outside area and a chill-out area. However, athird (31%) provided neither a chill-out area or outside
area.

The median cost of water by the bottle was $2.50 (range 0-$3.50), and the median size of bottleswas
350ml (range 350-500ml). Generdly, water sold in clubs (median $3.00 for 350ml) was more
expensive than that sold in dance parties (median $3.00 for 500ml) or bars (median $2.50 for 350ml).
Free bottled water was available at one large dance party, but this was not well promoted and few
patronswere aware of or utilised thisservice. A bar at one of thelarge dance partieswas a o observed
to run out of water in the early hours of the morning, with new supplies not brought in until some time
later.

Larger and cheaper water bottles were available in Adelaide, compared to Sydney and Melbourne.
Addaide venues aso provided their patronswith more options for water supply. For example, inone
venue, bottled water could be bought at the bar for $2.50, iced water from abubbler was available for
80c per 425ml glass, tap water was provided free upon request and cold water tapswere operatingin
the toilets.

Toilet facilities were dso examined. Male tailets contained a median of 3 cubicles (range 1-48), 3.5
sinks (range 1-17), and 3 cold taps (range 0-17). Three venues (2 clubs and abar) had no cold taps
operating in mae toilets. Twenty eight percent (n = 8) of the venues had queues in the mde toilets,
including dl of the large dance parties. Femaletoailets contained amedian of 5 cubicles (range 2-57), 3
snks(range 1-17), and 3 cold water taps (range 0-17). Threevenues (10%, 2 clubsand abar) had no
cold taps operating in female toilets. Thirty one percent of venues had queues in the femde toilets,
including dl of the dance parties. Therewere no queuesin any of the Addaide venues, dthoughnolarge
dance parties were observed there. One Addaide nightclub provided unisex toilets.

Some venues gppeared particularly hazardous and unhygienic. For example, one Sydney nightclub had
turned off the cold water tapsin thetoilets (leaving only hot weater) and had long queuesrequiring await
of 20 minutesor longer. In another Sydney nightclub with the cold water tapsremoved, alarge sainless
stedl bucket containing ice cubes were provided for patronsto cool down and/or wash their handsin, a
serious concern due to the risks of spreading infectious diseases such as hepdtitis.

Evidence of licit and illicit drug use
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Obvious swalowing and snorting of illicit drugs was observed among patronsin athird (31%of venues,
obvious cannabis use in 55% of venues, and evidence of injecting behaviour in 7% of venues. In
addition, drug purchaseswere observed in aquarter of thevenues. Theseactivitieswere morelikey to
occur in dance party settings (67-100%) and bars (0-69%), and least likely in clubs (0-30%). Other
than cannabis use, they were not commonly observed in Addaide.

Only licensed venues were observed, and obvious acohol consumption was noted in dl of the venues.
Excessive acohol usewhere patrons were clearly intoxicated was a so noted in two-thirds of the venues
(62%0), with few differences between the type of venue and city. Other evidence of licit and illicit drug
use included dilated pupils (noted among patrons in 62% of venues), excessive chewing (66% of
venues), excessivetaking (55% of venues) and excessve moving (69% of venues). Patronsinaminority
of venues exhibited more serious health symptoms, such as collgpsing/overdose (14% of venues) and
vomiting (10% of venues). No seizures were noted. All of these symptoms were less likely to be
observed in Adelaide than Sydney or Mebourne.

Health promotion and medical facilities

Ten percent of venues had signs about illegal drug use, including a Sydney club, dance party and bar
(Table 3). An example of adgn in one venue is contained in Figure 1. This was placed outside the
venue and in both the mae and femde toilets in an attempt to discourage illicit drug use. Fourteen

percent of venues had pamphlets oniillicit drug use (3 in Sydney and 1 in Mebourne).

Figurel

| POLICY ON DRUGS |
PLEASE DO NOT BRING DRUGSINTO
(THIS VENUE)

IT ISA REQUIREMENT OF HOTEL LAW TO
REPORT ANYONE FOUND WITH DRUGS
TO THE POLICE.

WE LOVE HOUSE MUSIC AND WE LOVE
YOU TO COME TO DANCE!

DON'T BLOW IT FORUSALL!!

Most of the venues (93%) had signs about acohol, either advertisements for brands of acohol or
cautions about the age limit, but no venue provided harm reduction materias on acohol use, and some
venues actively promoted acohol use by offering discounted beverages.

A third of the venues (38%) had signs about unsafe sex, and 21% venues had pamphl ets on unsafe sex.
While anumber of the gay venues had well-stocked information areas (eg. on AIDS and STDs), many
of these were positioned in dark areas of the venue and weredifficult to notice. An exception wasagay
nightclub in Addade which had placed a limited number of information materias in a well-lit and
accessble part of the foyer.
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New syringes and other injecting equipment were available in 2 venues (7%), and syringe disposal
fadlitieswereavalablein 21% of venueswhich weremaostly in Sydney or Mebourne, including al of the
dance parties. Condoms were dmost 4 times more likely to be provided in the mae toilets (52% of
venues) compared to femde toilets (14% of venues), and were usudly sold from vending machines.
Table 3: The provison of information and other resources (no.)

Total

n=29
Signsabout:
Illegal drugs 3
Alcohol 27
Safe sex 11
Pamphlets about:
Illegal drugs 4
Alcohol 0
Safe sex 6
New syringes 2
Syringe disposal - males* 6
Syringe disposal - females* 5
Other injecting equipment 2
Condoms- males* 15
Condoms- females* 4
Outreach workers 2

* Usually provided in toilets

Outreach workers were only observed in the two Sydney dance parties (7% of venues). Volunteer
groups co-ordinated by AlDS Councils gave safe- sex packs containing condoms, water- besad lubeand
information to patrons as they entered these venues. A booth run by outreach workers also provided a
needle exchange and other relevant information.

Fourteen percent of venues (al the dance parties and one nightclub) had medicd facilities. Medicd areas
at dance partieswere set up with volunteer medica staff who worked throughout the evening. Medica
incidents during the observation period were not only drug-related but included cuts, bruisesand sprains,
or people just wanting to rest. It is not clear from the present data how many other venues had staff
trained in Frg Aid.

Overall risk rating
A summary scoreontheleve of risk in each venue was cal culated, with higher scoresindicating grester
levels of risk (range 0-31). The mean score was 16.6 (SD 2.9, range 11-22). Thissuggeststhat most

venues provide an environment which ismoderatdly risky, with minoritiesproviding ether quite safeor
very unsafe venues (see Figure 2).
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While there were no significant differences between the type of venue or city, there was atendency for
Sydney (mean 16.7) and Mebourne (mean 17.4) venues to be riskier than Adeaide venues (mean
15.8), and for nightclubs (mean 17.2) to be riskier than dance parties (mean 15.3) and bars (mean
16.3).

Figure 2:

Level of risk in venues

No. of venues

1" 12 13 14 15 18 17 8 19 22 21 22
Risk score
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Users perceptions of the conditions of venues

Comments about venue conditions were obtained from 112 participants who attended these venues,
interviewed as pat of a larger survey on MDMA use in Sydney. Most (81%, n=91) provided
spontaneous comments about nightclubs. These participants reported that: nightclubs were badly
ventilated and overheated environments (75%), water was too expensve (65%), cold taps were
sometimes turned off (55%), they were overcrowded (55%), had inadequate or no chill-out areas
(41%) and needed first aid facilities (11%0). Fifteen percent of these participants believed that some
nightclubs were well-run.

Of the 15 participants (13%) who commented on dance parties, most thought that they were well
organised events. Two participants (2%) provided comments about the condition of inner city bars,
which were positive. In addition, 11 participants (10%) provided some genera comments about all
types of venues, including that water should be fredly available (100%), that saff should betrained in
first aid procedures (55%), and that more femal e toilets should be provided (27%).

DISCUSSION

While venues were relatively good at providing seating, tables and other forms of entertainment to give
patrons a rest from physicaly strenuous dancing, a number of areas for improving the facilities and
organisation of the venues in the present sudy were highlighted. Upon entering the venue, visble
information about itshours of operation wasnot typically provided to patrons, which isimportant if they
areto plan their night (eg. trangport to and from the venue, letting othersknow when they will be home)
and reducethelikelihood of problems. Some venues did not conduct age checks of patrons at the door
(28%) and some appeared to allow underage patrons to enter the premises, although the latter was
based only on observation.

Onceingdethe venue, there was usudly little monitoring by security, and less than desirable conditions
in some venues, including unhygienic premises, blocked fire exits, overcrowding, hazardous dancing, hich
noise levels and overheating. Although food was not usually provided at the venues, most venues were
within close proximity to eating outlets due to their inner city locations. Specified chill-out areas were
provided by just over haf of the venues, and not al of these were consdered quieter or lessactive. A
minority of venues (21%) provided both chill-out and outdoor areas, while 31% had neither, aproblem
reiterated by MDMA users participating in the survey component.

The adequacy of toilet facilitiesfor patronsrequires closer examination. Queueswere common in about
athird of the venues. Some of the larger venues provided aratio of 1 toilet for every 1300 patrons,
which is markedly fewer than that recommended by the Building Code of Audrdia (1990), which
suggeststhat at least Sx or saven toilets be provided for this number of patrons (in addition to urinas).
Similarly, the number of washbasinsor snkswas often unacceptably low (see NSW Minigtry for Police,
1997 for further details). The cleanliness of most toilets was dso far from adequate.
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In terms of water provision, the observers found that some venues had removed cold water tapsin
toilets, that few offered water free of charge at the bar, and that the price of water was at least twice as
expensve asin other outlets such assupermarkets. A concurrent survey of MDMA users suggeststhat
knowledge about accurate levels of water consumption while active and inactive is desired by patrons
(Toppetd., 1998). Participantsin thisstudy protested overwhelmingly about the provision of water at
venues, particularly nightclubs.

Venuesdid not usudly provide hedth promotion materias, such asinformation onillicit drugs, acohol
or safe sex, even though these are areas of concernamong patrons attending these venues. In addition,
except a some dance parties, outreach activities were virtually non-existent.

Theneed for condomsisan urgent priority, assmilar populations have been noted to be sexudly active,
often involved in non-monogamous relaionships, and usudly practisng unsafe sex (Lenton et d., 1996).
An interesting finding was that condoms were more commonly provided to maesrather than femaes,
placing the respongbility for safe sexud behaviour onto one partner, thereby limiting the likelihood of
safer sexud practices.

While minima acohol use among "ravers' has been noted in the literature (e.g. Lenton et d., 1996),
excessve use of dcohol was observed by patrons in over haf of the venues in the present study.
Substantia levels of binge drinking among youth in particular (e.g. Cooney, Dobbinson & Haherty,
1993) suggests that thisis an arearequiring interventions for those involved to the dance scene.

Obvioussgnsof injecting were noted in only two of the twenty- ninevenues, dthough thisisprobably an
underestimate dueto the limitations of observationd methods. Lenton et d. (1996) noted rdatively high
levels of injecting among their ravers. Other studies confirm both the increasing popul arity of thisroute
of adminigration (particularly among those using simulants), and the hazards associated with it (e.g.
Hando, Topp & Hal, 1997). Observersnoted specific insances of illicit drug usein hdf of the venues,
athough behaviours likely to be rdated to the use of Simulants, such as excessive talking and moving,
were noted in up to two-thirds of the venues. While the need for clean injecting equipment remains
unclear, caution would indicate the provison of equipment for those who do inject a these venues.

Syringe disposd facilities are dso necessary.

Severe hedth reactions such as vomiting and collgpsing were noted in some venues, but it isdifficult to
know whether such symptoms were attributable to acohoal, illicit drugs, polydrug use or other factors
(eg. overhesting, pre-exisingillness). Specific medicd fadlitieswere noted in only four venues, dthough
the Firg- Aid training of staff was not assessed. A concern raised in another study (Moreton, 1997) was
afear among users of using first aid or ambulance services in case parents or police are notified.

Although no significant differences between venues or cities were found in scores on the overdl risk
summary scale, there was a tendency for venues in Sydney and Mebourne to be riskier, dong with
nightclubs. For example, security in Adelade was better organised, therewaslessevidenceof illicit drug
use, and there were more options for the provision of water, compared to venues in Sydney and
Melbourne. Nightclubs appeared riskier than bars or dance parties, sometimesremoving cold weter taps
in toilets, and providing poorly ventilated and overcrowded conditions. Overall, most venues were
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found to contribute to the hedth and safety risks of drug-taking in these environments to a moderate
extent, although some venues were better than others. Further research is needed to examine the
effectiveness of information campaignstargeting users/patrons, the need for other resources or services
such asinjecting equipment and outreach, and the eva uation of initiatives targeting venue operatorsand
promoters. Theeffectivenessof guiddinesfor venue operators and promoters may be limited, however,
as has been found with acohoal licensang and monitoring.

Study limitations

The main limitation of the present research semsfrom the use of observationd research, which dlows
only the more visible aspects of the issue under investigation to be counted. Thus, few specific detalls
were collected on issues such as the sze of the venues, the number of patrons, the presence of covert
police operations or the First-Aid experience of saff. It was not possible to directly interview venue
operators and promoters, either before or after the observation, due to the inability to validate their
information. However, observations at each venue were conducted in pairsin an attempt to vaidate the
data, with further confirmation was provided by usersin the larger survey.

Another potentid problem involved the limited time spent observing each \enue (on average 90
minutes), aminority of which were not conducted during pesak times. The changing nature of venueswas
aso noted. For example, some of the venueswere revisited to collect missing information or to recheck
items, and different conditions were sometimes noted between observations. It must be remembered
that while every attempit to obtain objectiveinformation was madein the present study, the findings may
vary fromthe venue conditions at different times. A recommendation ismadefor follow-up studiesto be
conducted at the same time and place to ensure congstency with conditions in the present studly.

While none of the observers were refused entry to the venues, "getting in" and "fitting in" was a times
difficult due to the often specific styles encouraged by the venues. 1t was dso difficult to complete the
check-ligt in an unobtrusive fashion. At timesit was necessary to memorise e ements of the venue and
periodicaly retreet to aprivate area (such asatoilet cubicle or outsde area) to record thisinformation.

The present study included three venues where dancing did not occur. 1ssues related to deaths stem
mainly (but not ways) from overhesting and dehydration in dance venues (White et d., 1996). Itis
therefore more relevent to focus on dance venues when cons dering the heal th and sefety aspectsof drug
use in venues, dthough any environment where licit and illicit drug use is likely to occur is a risk of
potentialy hazardous behaviour (Irdland & Thommeny, 1993). Although rdatively few outer suburban
venues were included in the study, the data suggested that few differences exist between venues
operating in different geographica locations. Further research could examineif thisisindeed the case.

Raves were not observed in the present study. Onewould expect these environmentsto beriskier due
to their secret locations such as warehouses, which are often impermanent and changing, and lacking
proper facilities. It is generdly more difficult to ensure that proper hedth and safety guiddines are
followed in such places. Giventhis, it isreasonable to assume that the present results underestimate the
degree of harm present in dance settings, as more extreme cases were excluded from the study.
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Findly, a point should be made about the hazards of this type of research for the observers. The
environments visited were often crowded, noisy, smokey and hot. They involved late nights so that
observations coincided with the peak operationd time of the venues. This hectic schedule was often
difficult to maintain in combination with "regular" research duties during working hours, and necessitated
the need for severa observers to minimise the strains of the task.

Conclusion

There is an urgent need for information about venue organisation and facilities to be disseminated to
venue operatorsand promotersin Audrdia. In particular, such information should cover: adequate water
provison, toilets, ventilation, crowd control, first ad procedures, chill-out areas which are quieter,
cooler and less active, regular monitoring of patrons and the dissemination of health promotion materias
and equipment to users and patrons.
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Appendix K - Factors associated with criminal activity within the past month from multiple
logistic regression analysis

Coefficient OR SE 95% Cl
Yearsof education -.4007 .6698 1387 46, .88
Age began regular ecstasy -0771 .9258 .0285 .88, .98
use
No. days used ecstasy last 6 0371 1.0378 0122 101, 1.06
months

+2 (3df) = 30.954, p = .0000
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Appendix L: Factors associated with wishing to reduce ecstasy consumption from multiple

logistic regression analysis

problems

Coefficient OR SE 95% Cl
No. days used ecstasy past 6 0532 1.0546 0128 1.03,1.08
months
No. psychological side effects 1912 1.2107 .0626 107,137
Ecstasy caused relationship 7654 21499 .3030 119,389
problems
Ecstasy caused financial .7653 2.1496 .3034 119,390

+2 (4df) = 75.849, p = .0000
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