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MAGYAR NYELVŰ ÖSSZEFOGLALÓ 

A disszertáció első fele egy, a rekreációs droghasználattal kapcsolatos áttekintést kíván 

nyújtani, mely az éjszakai szórakozás helyszínéhez köthető. Speciális fókuszban egy 

relatív új, kapcsolódó jelenség áll, mégpedig az új pszichoaktív szerek (ÚPSZ), ahhoz 

köthető rizikók és lehetséges ártalmak vagy negatív következmények, melyek a 

rekreációs szerhasználat következtében előfordulhatnak, valamint azon intervenciók, 

melyek tervezése és kivitelezése ezen ártalmak csökkentését célozzák meg. 

A rekreációs szerhasználat hosszú múltra tekint vissza, ugyanakkor a jelen kutatás fő 

iránya, hogy az elmúlt évtizedek legfontosabbnak ítélt mérföldköveinek áttekintésére 

korlátozza fókuszát. A történelmi áttekintés célja, hogy bemutassa és definiálja azokat a 

tendenciákat, és levonja azon következtetéseket, melyek hozzájárulhatnak a jelenség 

dinamikus voltának mélyebb megértéséhez, továbbá esetleg megkíséreljék beazonosítani 

azon fontos prediktorokat, melyek kihatással lehetnek a jövőbeli intervenciók 

megtervezésére.  

A releváns definíciók, a hozzáférhető adatok és elméleti megfontolások áttekintését 

követően, a disszertáció keretében három egymástól független, 2008 és 2014 között 

készült tanulmány kerül bemutatásra, melyek mindegyike egy a rekreációs 

szerhasználatot megcélzó lehetséges intervenciós program specifikus fázisára reflektál. 

Mindhárom tanulmány nemzetközi együttműködésből született, melyhez remek 

intézmények és Európa számos részéről érkező kiváló kutatók járultak hozzá. 

Megtisztelő volt e munkacsoportok tagjaként részt venni ezekben a kutatásokban, ahol 

saját részvételem egyfelől a Nemzeti Drogmegelőzési Intézet munkatársaként 2008-

2011-ig, majd az Eötvös Loránd Tudományegyetem munkatársaként 2011-től kezdődően 

alakult. 

A vizsgálatok sorrendjét meghatározza az - egy hipotetikus intervenciófejlesztési 

folyamatban betöltött - specifikus szerepük, ezáltal párhuzamot vonhatunk egy valós 

úttal, ami egy tulajdonképpeni potenciális intervenció példája is lehet. A 

programtervezési analógiát teljes mértékben lefedi a három különböző projekt által 

kialakított mozaik. 

Az első vizsgálat egy nagy online mintavételt használ a résztvevő országok tekintetében 

az aktuális szerhasználati szituáció feltérképezésére, és kíséretet tesz arra, hogy felmérje 

a szerhasználathoz kapcsolódó problémák kiterjedését és jellegét. A második vizsgálat 

specifikusan a fiatal felnőttek szükségleteire, igényeire és szerhasználatuk 
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jellegzetességeire fókuszál, hiszen ők azok, akik legnagyobb valószínűséggel 

kerülhetnek kapcsolatba a rekreációs szerhasználattal és a folyton növekvő új 

pszichoaktív szerek világával. A célcsoport igényeinek felmérése egy szükséges és 

megkerülhetetlen lépése az intervenciók tervezésének. Végül a harmadik vizsgálat egy 

projektet mutat be, ahol a projekttervezés minden lépése részletesen dokumentált, és 

amelynek keretében a résztvevő szolgáltatók értékes tapasztalatai is megosztásra kerültek 

egy projekt által kialakított programtervezést segítő kézikönyv (Healthy Nightlife 

Handbook) értékelése nyomán. Ez a vizsgálat a később beintegrálható intervenciók azon 

fázisait taglalja, ahol az elméleti alapoktól a praktikus szempontok fejlesztéséig jutunk 

el, miközben ugyanakkor betekintést nyerhetünk az evaluációhoz kapcsolódó 

tevékenységek gyakran elhanyagolt, de gyümölcsöző területére. 

Vizsgálatok 

Első vizsgálat 

Global Drug Survey – a probléma felmérése 

A Global Drug Survey, avagy Globális Drog Felmérés (GDF) egy multinacionális, 

évente kikerülő anonim kérdőív a pszichoaktív szerhasználattal kapcsolatban, melynek 

keretében online módon próbáljuk meg felmérni egy nagyon nagyszámú rekreációs 

szerhasználó populációt válaszaikon keresztül. A kérdőív lehetőséget biztosít egy nagy 

elemszámú mintán végezhető explorációs kutatásra, ahol a Magyarországon zajló, 

általában rejtőzködő és nehezen felmérhető rekreációs szerhasználati mintázatok 

megismerése a fő cél. Olyan kérdéseket vizsgált, mint hogy melyek a legnépszerűbb 

szerek, mik a lehetséges egészségügyi kockázatok, vagy melyek azok a szerhasználók 

által is ismert, széles körben leggyakrabban alkalmazott ártalomcsökkentési stratégiák. 

A GDF egy független kutatási társaság, melynek székhelye Londonban található és 

alapítása Dr. Adam Winstock nevéhez fűződik, ugyanakkor a projekt folyamatosan 

növekvő támogatást kap számos kutatótól világszerte. A magyar kutatócsoport 2013-ban 

csatlakozott a projekthez, ezáltal már három egymást követő évről állnak rendelkezésre 

hazai adatok. Ilyen formában a GDF hasznos információt szolgáltathat az utóbbi évek 

során tapasztalható tendenciákról, szerhasználati mintázatokban bekövetkező 

változásokról.  (A disszertáció terjedelmi korlátait figyelembe véve ugyanakkor csak a 

2014-es felmérés adati kerülnek bemutatásra.) 

Célzott mintavételi eljárás alkalmazásával összesen 78 820 résztvevő válaszait kerültek 
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rögzítésre világszerte 18 országból, mely mintának 4,1% (3 139 fő) volt magyar. 

Különböző adatelemzési és adathiány analizálási eljárások következtében a végső minta 

elemszáma 3 176 főre tehető a GDF 2014 hazai adatok alapján. A vizsgálat legfőbb célja 

a hazai rekreációs szerhasználat pillanatképének megragadása volt annak érdekében, 

hogy az akut problémák és az ezzel kapcsolatos esetleges intervenciókat érintő jövőbeli 

változtatások a szakemberek részéről feltárásra kerüljenek. Az egyes szerek használati 

prevalenciája a szórakozóhelyekre járó fiatalok körében és az ehhez kapcsolódó 

potenciális ártalmak a szerhasználat következményeként mind alapvető információk, 

melyek szükségesek a szcénát érintő problémák feltárásához. 

Második vizsgálat 

ReDNet Projekt – szükséglet feltárása 

A második vizsgálat a ReDNet (Recreational Drugs European Network), avagy a 

’Rekreációs Droghasználat Európai Hálózata’ projektbe ágyazódik. A kutatás a 

Psychonaut Project folytatásaként jelent meg, és a Psychonaut Web Mapping Project 

(2009) adatbázis információit használta fel, ami olyan új pszichoaktív szerek listáját is 

tartalmazza, melyeket kevéssé említ a tudományos szakirodalom és alig ismert a klinikai 

területen is. 

2012 folyamán összesen 57 új pszichoaktív szer került első bejelentésre Európában az 

EU korai jelzőrendszer segítségével (EWS – early warning sstem), ami ezáltal azt jelenti, 

hogy több, mint heti egy új pszichoaktív szer jelent meg a drogpiacon (EMCDDA, 2012). 

Mivel 101 új szert jelentettek az EU korai jelzőrendszerében 2014 során (és 81-et 2013 

során), a jelzések ezáltal egy felfele ívelő tendenciát követnek az éves jelentéseket 

tekintve. Összességében elmondható, hogy a szervezet 450 pszichoaktív szer 

monitorozását tette lehetővé, melyből több mint felének detektálása egyedül az elmúlt 

három évben történt (EMCDDA, 2015). Az új pszichoaktív szerek értékesítése 

rendszerint online módon történik részben legális és szemi-legális, vagy szabályozatlan 

weboldalakon keresztül, az ellátásban dolgozók rálátása pedig korlátozott, technikai 

jártasságuk csekély, részben a tudományos szakirodalom és naprakész, megbízható 

források és információ hiányában (CASA, 2008; Forman, Marlowe, & McLellan, 2006; 

Littlejohn, Baldacchino, Schifano, & Deluca, 2005). 

A ReDNet Projekt egy multinacionális felmérést kísérel meg, melynek legfőbb célja a 

szükségletek feltárása, és egy integrált IKT prevenciós megközelítés kifejlesztése, 

melyen keresztül megcélozhatóvá válnak azok a sérülékeny szerhasználó csoportok, akik 
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új pszichoaktív szereket és herbál készítményeket vagy azok kombinációit fogyasztják. 

Különös gondot fordítottak azon egészségügyi szakdolgozók folyamatos tájékoztatására 

az új szerekkel, készítményekkel és kombinációikkal kapcsolatban, akik közvetlenül a 

szerfogyasztás szempontjából veszélyeztetett serdülőkkel, fiatal felnőttekkel dolgoznak. 

A ReDNet Projektet az Európai Bizottság 2009-es közegészségügyi programja 

támogatta. Európa szerte az alábbi tudományos szervezetek vettek részt a kutatás 

kivitelezésében: School of Pharmacy, University of Hertfordshire, Hatfield, UK 

(koordinátor); Nemzeti Drogmegelőzési Intézet (NCSSZI-NDI), Budapest, 

Magyarország; National Addiction Centre, Institute of Psychiatry, King’s College 

London, London, UK; Institute of Psychiatry and Neurology, Warsaw, Poland; Bergen 

Clinics Foundation, Bergen, Norway; De Sleutel, Gent, Belgium; Servizio Salute 

Regione Marche, Ancona, Italy; Consorci Mar Parc de Salut de Barcelona, Spain; Rhine 

State Hospital, University of Duisberg-Essen, Essen, Germany; DrugScope, London, 

UK. 

A ReDNet Projekt egy multinacionális és multifaktoriális kutatás, melynek fő célja az új 

pszichoaktív szerekkel kapcsolatos releváns és megbízható információ gyűjtése, a hosszú 

és rövidtávú hatásokkal, egészségbeli következményekkel és kezelési lehetőségekkel 

kapcsolatos tények továbbítása mind szakemberek, mind a potenciális fiatal felnőtt 

szerhasználók irányába. A projekt másik fő fókusza az innovatív információ-

kommunikációs technológiákban (IKT) rejlő lehetőségek feltérképezése, és a releváns 

információ továbbításában betöltött szerepének felmérése volt. 

Módszerek: (a) internet alapú információ gyűjtés a létező és elérhető, új pszichoaktív 

szereket érintő szakirodalmak és „szürke irodalom” monitorozásán keresztül; (b) 

szakemberek és potenciális szerhasználók körében végzett kérdőíves felmérés, a 

használati szokások és mintázatok hozzáférhetősége érdekében, valamint az 

ártalomcsökkentéssel kapcsolatos igények felmérése kapcsán; (c) wiki információs 

oldalak kifejlesztése és (d) infomáció terjesztése olyan IKT alapú eszközök segítségével, 

mint pl.: interaktív webes felületek, SMS riasztás, közösségi hálózatok (Facebook, 

Twitter), multimédia (YouTube), okostelefon applikációk (iPhone) és virtuális valóság 

alkalmazások (Second Life), valamint ezen intervenciók kiértékelése fókuszcsoportok 

segítségével. 

Ez a második kutatás két célcsoport szükségletének felmérésére fókuszál: fiatal felnőttek, 

akik potenciális ÚPSZ használók és szakemberek, akik olyan fiatalokkal dolgoznak, akik 
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az ÚPSZ okozta esetleges ártalmaknak fokozottan ki vannak téve. A felmérés kérdései 

az ÚPSZ használatának mintázatai mellett, arra is rákérdeztek, hogy vajon milyen 

motivációk húzódnak meg azon döntések mögött, amikor szerhasználók az ÚPSZ-eket 

választják a tradicionális illegális szerekkel szemben, valamint továbbá azt is igyekezett 

felmérni, hogy milyen lehetséges újszerű vagy tradicionális útja van a prevenciós és 

ártalomcsökkentő üzenetek terjesztésének. A szakembereket megcélzó kérdőív segített 

alaposabb megértést biztosítani számunkra azzal kapcsolatban, hogy milyen jellegű 

ÚPSZ-hez köthető problémákkal kell a személyzetnek szembenéznie mindennapi 

munkája során. Eredményeink rávilágítottak a szerhasználattal kapcsolatos oktatási 

ismeretterjesztési, és kezelésbeli vakfoltokra, mely hiányosságok megoldását akár 

személyre szabott IKT eszközök is jelenthetik. 

Harmadik vizsgálat 

Healthy Nightlife Toolbox Project – Lehetséges válaszok, új megközelítések a 

rekreációs szerhasználathoz kapcsolódó problémák terén 

A Healthy Nightlife Toolbox (HNT) nemzetközi projekt általános célkitűzése az alkohol 

és kábítószerek okozta ártalmak csökkentése fiatal felnőttek rekreációs 

szerhasználatának tekintetében. Az Európai Unió 5 tagállamának (Belgium, Hollandia, 

Magyarorszgá, Spanyolország és az Egyesült Királyság) öt szervezete vett részt a 

munkában, melyet az EU támogatott. A Healthy Nightlife Toolbox azért jött létre, hogy 

helyi, regionális és nemzetközi szinten segítse a stratégia-alkotók és a prevenciókat 

végzők munkáját a fiatalok drog és alkoholfogyasztás következtében létrejött ártalmak 

sikeres csökkentésében. A projekt elsődleges feladatai közé tartozik az (1) információ 

terjesztése magas színvonalú, éjszakai élethez kapcsolható színtereken (setting) is 

működtethető intervenciók számára (intervenciós adatbázis), (2) releváns tudományos 

szakirodalomi források biztosítása (szakirodalmi adatbázis) és (3) alkohol- és 

droghasználattal kapcsolatos prevenciókhoz köthető tudás kölcsönös cseréjének 

kezdeményezése online elérhető felületen keresztül (http://hntinfo.eu/). Az összegyűjtott 

tudás és tapasztalat terjesztésének egyik fontos eszköze egy kézikönyv [Healthy 

Nightlife Handbook, (HNT, 2010), 

http://www.emcdda.europa.eu/attachements.cfm/att_231070_EN_INT11_Handbook_pr

intversion%20100804_DEF.PDF] mely olyan példákat és jó gyakorlatokat tartalmaz, 

amik alkalmasak egy körülményekhez jól illeszkedő, hatékony intervenció 

kialakításának illetve stratégiai irányelvek megalkotásának támogatásához annak 

http://hntinfo.eu/)
http://www.emcdda.europa.eu/attachements.cfm/att_231070_EN_INT11_Handbook_printversion%20100804_DEF.PDF
http://www.emcdda.europa.eu/attachements.cfm/att_231070_EN_INT11_Handbook_printversion%20100804_DEF.PDF
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érdekében, hogy az alkohol és drog okozta ártalmak csökkenjenek az éjszakai élet során.  

Az itt prezentált vizsgálat specifikus fókusza a Healthy Nightlife Handbook, azaz a 

kézikönyv monitorozása, értékelése és gyakorlatba történő átültetése volt. Összesen 

kilenc szervezet (nyolc hazai és egy olasz nonprofit szervezet) megkérdezése alapján 

történt a kézikönyv értékelése, akik alkalmazták a kézikönyvet és az adatbázisokat 

munkájukban egy bizonyítékon, jó gyakorlatokon és kiértékelt intervenciókon alapuló 

projekt megtervezése során, ami az éjszakai élethez kapcsolható ártalmak csökkentését 

hivatott megcélozni (Bellis, Hughes, & Lowey, 2002; Calafat, Juan, & Duch, 2009; 

Hughes et al., 2011). Az eszköz értékelésének folyamatában a kézikönyvvel kapcsolatos 

javaslatok és fejlesztési ötletek begyűjtése, valamint a kimenetel felmérése 

következtében, a közreműködő szervezetek által kifejlesztett projekttervek értékelése, 

független szakértők bevonásával sikeresen megtörtént. 

Következtések 

A három tanulmány amellett, hogy bemutatja a vizsgálatokat tartalmazó projekteket és 

bizonyos intervenciók részterületeit, olyan eredményeket, adatokat és összefüggéseket 

tár fel, melyek mindvégig szem előtt tartják a gyakorlati alkalmazhatóságot. A Globális 

Drog Felmérésből származó, szerhasználókat jellemző adatok hiánypótlónak tekinthetők 

a magyarországi rekreációs szerhasználókat, új drog trendeket és a használók által ismert 

és szívesen használt ártalomcsökkentő stratégiákat felmérő empirikus kutatások 

viszonylatában.  A ReDNet felmérés szintén olyan értékes eredményekkel szolgál, 

amelyek jelenleg nem, vagy csak kevéssé érhetők el más forrásból, mindazonáltal 

közelebb visznek bennünket az ÚPSZ jelenségének teljesebb körű megértéséhez, a 

használatuk mögött meghúzódó motivációkhoz és a fiatalok biztonságosabb 

szerhasználatához elengedhetetlen (információs) szükségletek felméréséhez.  

A tanulmányok eredményei tehát hozzájárulhatnak az aktuális trendekre időben adekvát 

módon reflektáló olyan új válaszlépések kialakításához, mely válaszok szem előtt tartják 

a szakmai hatékonyság, költséghatékonyság, valamint a monitorozás és értékelés 

aspektusait.   
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1 INTRODUCTION 

The first section of this work aims at providing an overview of recreational drug use in 

nightlife settings with special focus on a relatively new related phenomenon, namely the 

use of novel psychoactive substances (NPS), the risks and possible harms related to 

recreational substance use and interventions planned and implemented in order to 

minimize these harms.  

Recreational drug use dates back to very early times of human civilizations, however the 

scope of this work is limited to give an overview of the most important milestones 

regarding recreational drug use of the past few decades. The objective of this historical 

overview is to present and identify trends and to draw conclusions which might contribute 

to a deeper understanding of the dynamic nature of the phenomenon and to foreshadow 

some hints that might be useful when making predictions for the future and planning 

future interventions. 

After the overview of most relevant definitions, available data and theoretical 

considerations, the dissertation presents three individual studies from the period of 2008-

2014, all of which address or reflect a specific phase of a possible intervention program 

targeting recreational drug use. All three studies are results of international cooperation, 

with great institutions and amazing researchers from all over Europe, in which I had the 

chance to participate as a researcher either representing the National Institute for Drug 

Prevention (Nemzeti Drogmegelőzési Intézet) where I had worked from 2008 until 2011 

or the Eötvös Loránd University from 2011 until today. 

The order of the studies is defined by their specific roles in the hypothetic process of 

developing an intervention, therefore the three studies below can be regarded as an 

analogy, an example of a potential intervention, but made up of mosaics of three different 

projects.  

The first study is a large sample online survey suitable for revealing the actual drug 

situation in the participant countries and to identify magnitude and quality of the drug-

related problems. The second study focuses specifically on the characteristics and needs 

of young people who are likely to get in touch with recreational drugs and the ever-

growing world of new psychoactive substances. Assessment of the needs of the target 

group is an inevitable step in intervention planning. The third study introduces a project 

where the process of program planning is documented to details and thus valuable 

experiences of service providers are shared regarding this phase via the evaluation of a 
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handbook. This last study presents phases of developing later implemented interventions 

from their theoretical basis to the practical developments planned for the future, while 

also letting insight to the often neglected but fruitful area of evaluation related activities.  

Study 1 

Global Drug Survey – Problem assessment 

Global Drug Survey (GDS) is a multinational annual online anonym survey on 

psychoactive drugs and their use responded by a huge number of recreational drug users 

each year. The survey provides a large sample exploration study on the recreational drug 

use situation in Hungary. It investigates questions like what are the most popular drugs, 

possible health consequences of specific substances or what are the most widely used 

harm-reduction strategies.  

GDS is an independent research organization based in London, founded by dr. Adam 

Winstock with a constantly growing number of supporting researchers from all over the 

world. The Hungarian team joined the research in 2013, thus we have Hungarian data on 

three consecutive years and this way GDS provides information on trends and changes in 

the patterns of use throughout these years. For the sake of reasonable length limits of this 

dissertation, however, only the data of the GDS 2014 will be analyzed and presented.  

With the purposive sampling method applied, a total of 78 820 responses were received 

from 18 countries all over the world, of which 4.1% (3239) were Hungarian.  

The data on 3176 Hungarian participants have been analyzed in the GDS 2014 survey 

The purpose of this study was to get a snapshot of the situation concerning recreational 

drug use in Hungary in order to reveal acute problems, changes that might need further 

attention from professionals and possible points of intervention. Prevalence of the use of 

certain drugs among clubbers and potential harms resulting from their use are 

fundamental information in order to be able to identify problems in the scene. Acquisition 

of this information is the main aim of the GDS.  

Study 2 

ReDNet Project – Needs Assessment 

The second study is embedded in the Recreational Drugs European Network (ReDNet) 

Project. The project was the continuation of the Psychonaut Project and made use of the 

Psychonaut Web Mapping Project database (Psyhonaut Web Mapping Project, 2009), 
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which contains novel psychoactive compounds usually not mentioned in the scientific 

literature and thus unknown to most clinicians. The ReDNet Project executed a 

multinational survey aimed to assess needs and help develop an integrated ICT prevention 

approach targeted at vulnerable individuals and focused on novel synthetic and herbal 

compounds and combinations. Particular care was taken in keeping the health 

professionals working directly with young people showing problematic behaviors 

regularly updated in terms of novel compounds and their combinations. 

The ReDNet Project was supported by the 2009 Public Health Programme of the 

European Commission’s Executive Agency for Health and Consumers and was executed 

by the following research centers across Europe: School of Pharmacy, University of 

Hertfordshire, Hatfield, UK (coordinator); National Addiction Centre, Institute of 

Psychiatry, King’s College London, London, UK; National Institute for Drug Prevention 

(NCsSzI – NDI), later the Eötvös Loránd University, Hungary; Institute of Psychiatry and 

Neurology, Warsaw, Poland; Bergen Clinics Foundation, Bergen, Norway, De Sleutel, 

Gent, Belgium; Servizio Salute Regione Marche, Ancona, Italy; Consorci Mar Parc de 

Salut de Barcelona, Spain; Rhine State Hospital, University of Duisberg-Essen, Essen, 

Germany; DrugScope, London, UK. 

The ReDNet Project is a multinational and multifocal research with the main objective of 

gathering, developing and providing reliable and relevant information on the effects of 

new psychoactive substances (legal highs or designer drugs), their short and long-term 

effects, health consequences and treatment options both for professionals and potential 

substance user young people. The other main objective of the project was to explore the 

possible roles of innovative information communication technologies (ICT) in reaching 

the target groups and delivering relevant interventions.  

Methods: (a) monitoring the web and the available literature concerning information on 

novel psychoactive substances; (b) questionnaire survey with potential users and 

professionals working with them in order to assess use patterns of NPS and to assess 

needs related to reducing risks of these substances; (c) development of wiki info pages 

and (d) dissemination of the information via ICT tools such as interactive websites, SMS 

alert, social networking (Facebook, Twitter), Multimedia (You Tube), Smartphone 

applications (iPhone), and virtual learning environments (Second Life) and the evaluation 

of these interventions with the help of focus groups.  

This second study focuses on the needs assessment of the two target groups; young people 
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who are potential users of NPS and professionals working with young people exposed to 

the harms of NPS. Questions of the survey addressed patterns of NPS use, explored the 

motivations for preference of NPS over the traditional illicit drugs and the possible roles 

of traditional and innovative ways of disseminating prevention and harm reduction 

messages. The questionnaire targeting professionals helped us to get a more profound 

understanding of the NPS-related problems these personnel have to face during their work 

and results turned our attention towards blind spots in the drug education of youth and 

drug treatment as well as possible tailor-made solutions with the help of ICT tools. 

Study3 

Healthy Nightlife Toolbox Project – Possible responses, new approaches to problems 

concerning recreational drug use 

The general aim of the Healthy Nightlife Toolbox (HNT) international project is to reduce 

harm from alcohol and drug use among young people in recreational settings. Five 

organizations of five member states of the European Union (Belgium, Holland, Hungary, 

Spain and the United Kingdom) participated in the project supported by the EU. The 

Healthy Nightlife Toolbox was designed for local, regional and national policy makers 

and prevention workers, to help reduce harm from alcohol and drug use among young 

people. The project aims to disseminate information on high quality interventions in 

nightlife settings (Intervention database), provide a resource for relevant academic 

literature (Literature database), and encourage the exchange of knowledge about drugs 

and alcohol prevention in nightlife settings via a publicly available online platform 

(http://hntinfo.eu/). A core instrument in the dissemination of the gathered knowledge and 

experience is a handbook [Healthy Nightlife Handbook, (HNT, 2010), 

http://www.emcdda.europa.eu/attachements.cfm/att_231070_EN_INT11_Handbook_pr

intversion%20100804_DEF.PDF] that provides models of good practice and a structured 

method to identify, plan and implement suitable effective interventions and policies in 

order to reduce drug and alcohol related harm in nightlife settings. The Toolbox also 

contains contact details of experts who can provide advice and guidance when planning 

intervention projects.  

The specific objective of the study presented here was to monitor and evaluate the Healthy 

Nightlife Handbook and the databases in practice. Nine organizations (eight Hungarian 

and one Italian NGOs) were asked to evaluate the handbook and to apply the handbook 

and the databases in practice while planning a safer nightlife intervention project. In the 

http://www.emcdda.europa.eu/attachements.cfm/att_231070_EN_INT11_Handbook_printversion%20100804_DEF.PDF
http://www.emcdda.europa.eu/attachements.cfm/att_231070_EN_INT11_Handbook_printversion%20100804_DEF.PDF
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course of process evaluation feedback on the handbook and suggestions for further 

improvement were collected, while for outcome evaluation the developed project plans 

were evaluated with the help of independent experts.   

The three studies not only introduce the specific projects and present certain phases of 

interventions, but provide information, data, contingencies and experiences always 

keeping a practical focus. The results offer the possibility of creating new responses 

reflecting on trends in a timely manner and keeping in mind the aspects of efficiency, 

cost-effectiveness and the importance of monitoring and evaluation.    

1.1 Recreational drug use 

The use of psychoactive substances for recreational purposes dates back to very early 

times of human civilizations, however, the scope of this work is limited to give an 

overview of the most important milestones regarding recreational drug use of the past few 

decades. The objective of the following overview is to present, define and identify 

phenomena related to recreational drug use as well as the risks imposed to young people 

using these drugs. This section also aims to highlight trends of use, which might 

contribute to a better understanding of the dynamic nature of the phenomenon and to 

foreshadow some hints that might be useful when making predictions for the future and 

planning future interventions. 

1.1.1 Definition of recreational drug use 

Definition of recreational drug use is a critical question. First of all, psychoactive 

substance use is not a homogenous phenomenon. On the contrary, it shows significant 

variations in the intensity, way of administration and patterns of use even in case of a 

single substance. 

1.1.1.1 Recreational drug use patterns 

Regarding the patterns of use, the most widely accepted categorization is provided by the 

US National Commission on Marijuana and Drug Abuse (NCMDA, 1973). According to 

this classification, the experimental use of a drug means that a person uses a drug a 

maximum of 10 times in their lifetime and the main motivation is curiosity. The social-

recreational use is linked to social activities, mainly recreational activities, e.g. going out, 

thus this type is defined by social use with the aim of achieving pleasure. The majority of 

drug use around the globe is believed to fall into this category, which is characterized by 
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club drug and alcohol use associated with visiting nightlife venues especially at weekends 

(Aldridge, Measham, & Williams, 2011; Demetrovics & Rácz, 2008) The circumstantial-

situational drug user is primarily characterized by drug use in order to handle a 

problematic situation, alleviation of actual distress or to subjectively make a situation 

more bearable. This type of use, however, carries a significant risk of learning this 

maladaptive strategy to deal with stressful life events. Intensified use means the long-term 

use of a drug with the purpose of alleviating long-term problems and the presence of 

physical or mental addiction symptoms is likely, while compulsive use differs from 

intensified use only in the aspect that it interferes with the person’s normal functioning, 

e.g. specific social roles are tact. 

The above described patterns of use are usually associated with specific substances or 

types of substances. Cannabis, ecstasy, amphetamines, cocaine and of course alcohol are 

the most common drugs of choice for (social-)recreational drug use. Besides the 

psychoactive characteristics of drugs, however, psychological and physical attributes of 

the consumer, including their personality, previous experiences, etc. (set) and the context, 

the physical and social setting within which the use occurs (setting) also has an influence 

on the pattern (Zinberg, 1986). Thus certain drugs are more likely linked to recreational 

use, these are the so-called club drugs or party drugs, while others are more characteristic 

of compulsive use, e.g. tobacco use or opiates, but even experimental and recreational 

heroin use was documented (Demetrovics, 2007; Zinberg & Jacobson, 1976), which 

proves that there is interoperability between the distinct patterns and categories.  

Most studies refer to recreational use as psychoactive substance use happening 

specifically in nightlife settings (EMCDDA, 1996). The present work however keeps a 

wider focus and acknowledges that any substance use happening with the objective of 

altering one’s state of consciousness for the sake of pleasure, socialization or self-

improvement (meditation, enhancement of cognitive functions, broadening one’s 

psychological horizon, aphrodisiac effects, etc.) can be considered recreational drug use. 

1.1.1.2 Recreational drugs 

Considering the aspect of the drug type, the use of psychoactive drugs to intensify 

enjoyment of social gatherings, particularly where music and dancing is a focal activity, 

is well documented with the use of ‘psychedelics’ in the 1960s. In the past few decades, 

the terms ‘party’, ‘rave’, ‘club’ or ‘dance drug’ are used to refer to a pattern and setting 

of drug use, as well as some specific substances. Party drug use is a popular form of 
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substance use and is typically an intermittent activity undertaken by young people, often 

to enhance the experience of music and dancing (see epidemiology data in section 1.2). 

Patterns of drug use are dynamic, changing according to several factors, often fashion, 

availability and price. Nevertheless, trends in the types of drugs used in the dance scene 

have been plotted since the 90’s, identifying a prevalence of stimulants and hallucinogens 

(Bean et al., 1997). Assessing the prevalence of the types of drugs his participants used 

in different settings, Forsyth (1996) produced a three-tier hierarchy of ‘primary’, 

‘secondary’ and ‘non-dance’ drugs. Primary dance-drugs, the use of which were generally 

localized to dance events, were ecstasy, amphetamine and nitrites; secondary dance-drugs 

tended to be used in a wider variety of different locations and included psilocybin 

(hallucinogenic mushrooms), LSD, ketamine (a hallucinogenic anaesthetic) and cocaine. 

Non-dance-drugs were categorized into two according to his system: ‘ubiquitous drugs’ 

used in a variety of settings including dance events (alcohol and cannabis) and those 

which tended not to be used at dance events, such as tranquillizers (e.g. opiates) and 

solvents. In this way Forsyth separated those drugs which are highly associated only with 

dance event usage from those with less strong associations (Riley, James, Gregory, 

Dingle, & Cadger, 2001b). These groups with a little update concerning novel 

psychoactive substances are still providing a useful differentiation in this matter. 

Two other important related phenomena, poly-drug use (consumption of more than one 

drug) and mixing drug use (the co-use of two or more substances) have been described as 

characteristic of dance drug use (Forsyth, 1996; Mullan, Sherval, & Skelton, 1996; 

Parker, Aldridge, & Measham, 1998). However, research has not always made the 

distinction between these behaviors (poly-drug and co-use), an important factor in 

understanding the patterns of drug use at dance events and in estimating engagement of 

risk behaviors (in general, mixing drugs is inherently more risky). Drug combinations 

reported tend to be a mix of ecstasy with either amphetamine, nitrites, LSD, ketamine, 

cocaine and/or cannabis. However, information on the prevalence of ‘favorite’ mixes has 

been conflicting, possibly as a result of the paucity of research on this specific issue 

(Forsyth, 1996; Mullan et al., 1996). As a matter of fact, it is often reported that alcohol 

is the most often mixed substance, but studies dealing with recreational drugs often focus 

exclusively on illegal substances.  

While alcohol has always been the most widely used recreational drug, the term 

recreational drug is still more often used these days to refer to psychostimulants or 
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amphetamine type substances (ATS) such as: methylenedioxymethamphetamine 

(MDMA or ‘ecstasy’), methamphetamine (‘ice’ or ‘crystal meth’), cocaine and its 

derivatives besides others like gammahydroxybutyrate (GHB), ketamine, ‘old fashioned’ 

drugs such as LSD and newer ‘designer’ substances such as mephedrone (‘meow meow’), 

and benzylpiperazine (BPZ). Some authors include benzodiazepines (Maxwell, 2003) and 

cannabis in the group of party drugs. Benzodiazepines may be used to ‘come down’ from 

stimulant use or combined with other sedatives. The use of more than one drug on one 

occassion, so-called polysubstance use is more common than exception (Degenhardt & 

Topp, 2003; von Sydow, Lieb, Pfister, Höfler, & Wittchen, 2002; Winstock, Griffiths, & 

Stewart, 2001). For instance, stimulant drugs may be taken to sustain energy in party 

people who want to dance for long periods, hallucinogens to heighten perception of 

music, and sedatives to attenuate the effects of stimulants. Party drug use in certain groups 

may also be associated with use of amyl nitrate or pharmaceutical nitrites such as 

sildenafil (‘Viagra’) in order to intensify sexual experience (Frei, 2010; Halkitis & Green, 

2007; Maxwell, 2005; Summerill, 2008).  

The most common recreational drug, however, which is frequently consumed along 

illegal substances, is alcohol (EMCDDA, 2009). Although studies on recreational drug 

use often neglect alcohol consumption, it is still the most accessible substance and binge 

drinking rates are alarmingly high (Hughes et al., 2011; Jones, Hughes, Atkinson, & 

Bellis, 2011). 

1.2 Novel Psychoactive Substances 

1.2.1 Definition of NPS 

Novel psychoactive substances (NPS) are a relatively new branch of drugs, which 

appeared on the drug market nearly one decade ago and gained significant popularity 

among all types of drug users and age groups, including recreational users of course 

(EMCDDA, 2015b). Formerly, NPS were also called ‘designer drugs’ or ‘legal highs’, 

however, this term might be confusing, since part of these substances are legal and others 

are illegal, while for the majority of cases these drugs were synthesized earlier than the 

past few years (Corazza, Demetrovics, van den Brink, & Schifano, 2013; Rácz & Csák, 

2014). The term novel psychoactive substances was approved by major international 

organizations, like UNODC and agencies of the European Union as well as the Hungarian 

legislation (‘új pszichoaktív szerek’).  
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1.2.2 Challenges related to NPS 

The appearance of NPS have raised several questions. The exact chemical composition 

and concentration of active ingredients in substances are hardly known either by 

professionals, users or dealers (Corazza, Assi, et al., 2013; Kalapos, 2011; Szily & Bitter, 

2013; Ujváry, 2013; UNODC, 2013). This statement is also supported by the report of 

the Hungarian Institute for Forensic Sciences who put substances confiscated by legal 

enforcement agencies under laboratory examination (Csesztregi & Nagy, 2013). 

Although information on the short term effects is sometimes available from literature or 

informal online sources (“grey literature”), long term effects, possible teratogenic or 

carcinogenic effects are still not revealed. Another problem is that we have hardly any 

knowledge on effective therapies in case of toxic or withdrawal symptoms (Csesztregi & 

Nagy, 2013; Dargan, Albert, & Wood, 2010; James et al., 2011; Ujváry, 2013). Varying 

effective dosage of different NPS might also mean a significant risk for users. A 

Hungarian needle exchange program for example reported that majority of its clientele 

transitioned from the use of mephedrone to the use of MDPV. This meant an extreme risk 

of overdose, since there is an approximate five-fold difference between the regular 

psychoactive doses (http://daath.hu/; http://erowid.org/) of the two substances (Csák, 

Demetrovics, & Rácz, 2013; Rácz & Csák, 2014).  

Online availability of not only designer drugs but information about these psychoactive 

substances have led to severe public health challenge (Corazza et al., 2014) and also to 

the emerging trend of producing drugs at home, as in the case of desomorphine, or its 

street name ‘krokodil’ (Booth, 2013), synthetic cathinones and opiates (Van Hout, 2014). 

The growing phenomenon of online drug marketing, the new trend of home-production 

and the relatively cheap price of these substances increased the availability of NPS to a 

great extent.  

Knowing the increasing popularity of online sources, in the present dissertation I try and 

turn this challenge caused by new ICT developments to the other way round and also test 

the possible roles of online media in transferring messages to young people with the overt 

intention to reduce or minimize harm resulting from the use of NPS.  

1.2.3 Motivations for the preference of NPS over traditional illicit drugs 

What might be the reasons for the extreme popularity of these drugs? This is one of the 

questions the author also tries to find an answer for in Study 2. There are several opinions 
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on the motivations for the preference of NPS over traditional illicit drugs. Most of these 

explanations are in fact practical. The growing number of online drug shops, the new 

trend of home-production and the relatively cheap price of these substances increased the 

availability of NPS. Therefore, the popularity of NPS is often explained by practical or 

even economical aspects of their use, such as the temporary absence of legal risks, the 

low cost of these substances, their easy availability via the internet (Cottencin, Rolland, 

& Karila, 2013) , their attractive, multicolored packaging and exotic brand names, or the 

fact that they are often not easily detectable in urine and blood samples (Fattore & Fratta, 

2011). Presumed purity of designer drugs can also be mentioned as one of their main 

benefits for users, however, the truth behind this statement is highly questionable and 

might be only a misperception by users. As an example, despite different physical 

characteristics of various synthetic cannabinoid products, definitely high purities (range 

between 75% and 100%) of JWH-018 and JWH-073 were found (Ginsburg, McMahon, 

Sanchez, & Javors, 2012), although it is also addressed that the more severe withdrawal 

syndrome of synthetic cannabinoids in comparison to cannabis could be due to the fact 

that these synthetic products may contain heterogeneous compounds such as 

amphetamine-like substances (Nacca et al., 2013) or even synthetic opioids, like O-

desmethyltramadol (Dresen et al., 2010). Pharmacokinetic characteristics of designer 

drugs also increase their reputation among users. For instance, in case of cathinones, high 

blood-brain barrier permeability of mephedrone and MDPV was proven in an in vitro 

model (Simmler et al., 2013), whereas increased efficacy and abuse liability of methylone 

was found with intravenous self-administration and by intracranial self-stimulation in rats 

(Watterson et al., 2012). Yet, data regarding synthetic cathinone pharmacokinetics in 

humans is based only on anecdotic self-reporting of users. 

An attempt to reveal motivations for NPS use on a small Hungarian sample is a qualitative 

study with ten male Substance Use Disorder (SUD) patients with a history of both 

cannabis and synthetic cannabinoid consumption (Kapitány-Fövény, 2013.). Most 

frequently reported reasons of preferring synthetic cannabinoids were 1) shorter effect 

duration (between 10 minutes and 1 hour), 2) low price (usually around 500 HUF=1.6 

EURO/g, which is approximately one-fifth of the price of cannabis), 3) easy availability 

(online purchase and home-production) and 4) more intense, stimulant-like effects. Two 

of these patients additionally reported that they consider synthetic cannabinoids to be 

more safe, because its street name is bio-weed or herbal, which induces a false 

interpretation of the Hungarian street name of synthetic cannabinoids, making users 
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believe that these are natural substances and have a decreased risk perception about the 

potential dangers of synthetic cannabinoid consumption. 

Another plausible explanation for the popularity of NPS may be their potential to 

substitute illicit psychoactive substances that have a higher price or temporarily 

disappeared from the market. Mephedrone was found to be an effective substitute of 

MDMA (Brunt, Poortman, Niesink, & van den Brink, 2011; Carhart-Harris, King, & 

Nutt, 2011; Kapitány‐Fövény et al., 2013; Winstock et al., 2011), GHB is often consumed 

as an alternative of alcohol (Johnson & Griffiths, 2013), while a vast number of cannabis 

users switched to smoking synthetic cannabinoids (Gunderson, Haughey, Ait-Daoud, 

Joshi, & Hart, 2014; Winstock & Barratt, 2013). 

The next section provides a review on the epidemiology and changes in trends of 

recreational drug use throughout the past few decades. 

1.3 Trends and epidemiology of recreational drug use 

1.3.1 Normalization theory 

During the late 1980s the dance scene (such as ‘Acid House’) emerged as a subculture 

centered around specific styles of ‘techno’ music and certain hallucinogenic and stimulant 

drugs, in particular ecstasy, amphetamine, LSD and cannabis (Collin, 2010; Saunders, 

1995). Acid House appeared to cut across social structures such as gender, class and 

region (Dorn, 1991; Thornton, 1996) and in the following decade the musical styles, 

venues and people involved expanded. This development was further actualized in the 

UK through legislation that reduced the number of large-scale unlicensed venues, moving 

party drug use into traditional nightclub locations and the same progress was observed 

across many European countries. Many suppose that such shifts and diversification may 

have contributed to a ‘normalization’ of drug use, rather than reduce the connection 

between participation at dance events and drug use. A connection that has been explained 

in terms of hedonistic values forged by contemporary youth in a society structured by 

individualism, uncertainty (Parker et al., 1998)and alienation (Collin, 2010). A similar 

‘mainstreaming’ of party drug use has also been reported in other parts of Europe (Calafat 

et al., 1999; Pedersen & Skrondal, 1999) (Riley et al., 2001b) as well as in Hungary 

(Demetrovics, 1998, 2000, 2001; Demetrovics & Menczel, 2004; Fejér, 1998).(Riley et 

al., 2001b) as well as in Hungary (Demetrovics, 1998, 2000, 2001; Demetrovics & 

Menczel, 2004; Fejér, 1998). 
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The rapid increase in recreational drug use in the 1990’s, the non-medical use of drugs 

without dependence or problem use, has led many researchers to argue that recreational 

drug users cannot be understood in terms of being a ‘deviant’ minority population, but 

“are in most other respects quite conventional” (Parker, Measham, & Aldridge, 1995). 

One factor that has greatly aided this ‘normalization’ of drug use among young people 

has been the rapidly expanding dance scene. The dance scene has always been associated 

with high levels of drug use, particularly ecstasy, in the United Kingdom (Hammersley, 

Ditton, Smith, & Short, 1999; Parker et al., 1998), Europe (EMCDDA, 1996), Australia 

e.g. (Lenton, Boys, & Norcross, 1997) and North America (Johnston, O'Malley, & 

Bachman, 2000; Riley, James, Gregory, Dingle, & Cadger, 2001a) (Riley et al., 2001b). 

As we have seen above, finally many researchers have argued that recreational drug users 

do not have deviant or problematic behavior (for example, in terms of leading to social 

exclusion or reducing the role they play within society) (Parker et al., 1998; Pearson, 

1999). However, others (Shiner & Newburn, 1997) have challenged the normalization 

thesis, arguing that the widespread use of “life-time prevalence” as a measure of drug use 

has produced an over-representation of drug consumption, since this measure does not 

discriminate between those who have used a minimal amount of drugs and those for 

whom drugs have become a regular leisure activity. Thus, they suggest, that the type of 

measurements used by researchers have led to debate over the magnitude of drug 

prevalence. (Riley et al., 2001b) 

1.3.2 Drug use and nightlife 

It is less debated though, that a strong relationship exists between attending dance events 

and drug use, thus participants can be described as at-risk populations (Pedersen & 

Skrondal, 1999). Life-time use statistics consistently show that those attending clubs or 

dance events have a higher prevalence rate in comparison to the general population. For 

example, the 1998 British Crime Survey (HMSO, 1999) reported that 52% of the general 

population have used drugs, in comparison to the 80% of clubbers reported by Branigan, 

Kuper & Wellings (Branigan, Kuper, & Wellings, 1997). Other surveys focusing on 

recent drug use also show this pattern. For example Macdonald (MacDonald, 1999) 

reported that 10% of the general adult population have used drugs in the past year, in 

comparison to Bean et al.’s (Bean et al., 1997) 55% of clubbers who said they planned to 

use ecstasy or amphetamine on that particular night. Frequency measures of drug use also 

provide evidence for the routine use of drugs at dance events (Riley et al., 2001b; Ward, 
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Fitch, & Sherlock, 1998) 

More up-to-date data on this association is also available and this trend does not seem to 

fade. It is estimated that about 2.3 million young adults in Europe aged 15 to 34 (1.9 % 

of this age group) used cocaine in the last year. Many cocaine users report consuming the 

drug recreationally, with use highest during weekends and holidays. Data from 

wastewater analysis carried out in a 2014 European multi-city study confirm these daily 

differences in use. Higher concentrations of benzoylecgonine (the main metabolite of 

cocaine) were found in samples collected during the weekend. However, only a few 

countries report last year prevalence of cocaine use among young adults of more than 

3 %. Among these countries, Spain and the United Kingdom observed statistically 

significant increasing trends in prevalence until 2008, after which the trend changed to 

become stable or declining. Below 3 % prevalence, Ireland and Denmark report falls in 

the most recent data, but as yet this is not statistically discernible, while French surveys 

up until 2014 show an increasing trend in use (EMCDDA, 2015a). 

1.3.3 Trends and Epidemiology Data in Europe 

Trends of drug use, and especially recreational drug use, are changing dynamically and 

are under the heavy influence of fashion, availability and price. As we have seen in the 

previous chapter the 60’s and 70’s were prevailed by hallucinogens and hippie culture, 

while the late 80’s established the so-called dance scene and the techno subculture with 

the trend of using certain hallucinogenic and stimulant drugs such as ecstasy, 

amphetamine, LSD and cannabis (Collin, 2010; Saunders, 1995). Acid House appeared 

to cut across social structures such as gender, class and region (Dorn, 1991; Thornton, 

1996), Ibiza and the balearic beat became a widely known concept and in the following 

decade the music styles, venues and people involved expanded. The popularity of 

stimulants and entactogenic drugs, like ecstasy was settled throughout the 90’s and even 

continued in the 00’s, although some new trends also entered the picture (e.g. GHB and 

ketamine or crystal meth in the US and lately NPS worldwide). 

1.3.3.1 Age of users 

Analyses of demographic trends in drug use suggest a decrease in the average age of users 

from their mid or late 20s (Forsyth, 1996) to the early 20s, and even to their school years 

(Parker et al., 1998). For example, London-based studies have reported 20–24 years old 

as the most heavily represented group of party drug users [35%of Bean et al.’s (Bean et 
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al., 1997) and 50% of Branigan et al.’s (Branigan et al., 1997) dance-drug users], while 

70% of Christophorou, Scorthorne & McCauley’s (Christophorou, Scorthorne, & 

Mccauley, 1996) Sheffield-based dance-drug users were aged between 19 and 24 years. 

(Riley et al., 2001b) Newer studies (e.g GDS) report that mean age of party drug users 

are even lower these days (16-24), which makes data collection even more difficult 

because of the strict ethical principles of research on underage persons and the fact that 

national household surveys do not reach school-aged population.  

1.3.3.2 Demographics 

Demographics in gender also appear to have changed. The traditional over-representation 

of male drug users has steadily decreased. (Leitner, Shapland, & Wiles, 1993; Ward et 

al., 1998). A male-female ratio of 2:1 was identified in the 1996 British and Scottish 

Crime Surveys (Ramsay & Spiller, 1997) and other research in the 90’s (Barnard & 

McKeganey, 1994). However, Hammersley et al. (Hammersley et al., 1999), Measham, 

Newcombe & Parker (Measham, 1993) and Parker et al. (Parker et al., 1998) argued even 

then that this gap has further reduced. (Riley et al., 2001b) The recent report of EMCDDA 

(EMCDDA, 2016) also suggests that gender differences in drug use are fading, however, 

it is not easy to get exact data in this matter concerning the special population of 

recreational drug users.  

According to recent prevalence data, over 80 million adults, or almost a quarter of the 

adult population in the European Union are estimated to have tried illicit drugs at some 

point in their lives. The most commonly used drug is cannabis (78.9million), with lower 

estimates reported for the lifetime use of cocaine (15.6million), amphetamines 

(12.0million) and MDMA (12.3million). Levels of lifetime use differ considerably 

between countries, ranging from around one-third of adults in Denmark, France and the 

United Kingdom, to 8 % or less than one in 10 in Bulgaria, Romania and Turkey. 

(EMCDDA, 2015a). 

1.3.3.3 Trends in cannabis use 

Cannabis is the illicit drug most likely to be used by all age groups. The drug is generally 

smoked and, in Europe, is commonly mixed with tobacco. Patterns of cannabis use can 

range from the occasional to the regular and dependent (EMCDDA, 2016). 

An estimated 14.6 million young Europeans (aged 15–34), or 11.7% of this age group, 

used cannabis in the last year, with 8.8 million of these aged 15–24 (15.2% of this  
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age group). 

A number of countries have sufficient survey data to allow a statistical analysis of long-

term time trends in last year cannabis use among young adults (15–34). Population 

surveys for Germany, Spain and the United Kingdom report decreasing or stable cannabis 

prevalence over the past decade. In contrast, increasing prevalence can be observed for 

Bulgaria, France and three of the Nordic countries, (Denmark, Finland, Sweden). In 

addition, Norway reported an increase to a new high of 12% in its most recent survey, 

although the current time series is insufficient for a statistical analysis of 

trends(EMCDDA, 2016). 

Overall, the most recent survey results continue to show divergent patterns in last year 

cannabis use (Figure 1 and Figure 2). Of the countries that have produced surveys since 

2012, four reported lower estimates, two were stable and eight reported higher estimates 

than in the previous comparable survey. Few national surveys currently report on the use 

of synthetic cannabinoids; for those that do, last year prevalence levels are generally low 

compared to natural cannabis. 

 

Figure 1 Cannabis use prevalence I. (EMCDDA, 2016) 
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Figure 2 Cannabis use prevalence II. (EMCDDA, 2016) 

Cannabis in School Students 

Monitoring substance use among students provides a window on current youth risk 

behaviors. In Europe, the European School Survey Project on Alcohol and Other Drugs 

(ESPAD) study allows some insight into trends over time in substance use among 15- to 

16-year-old school students. In the last round of data collection (2011), cannabis 

accounted for the majority of illicit drug use in this group, with about 24% reporting 

having ever used the drug, ranging from 5% in Norway to 42% in the Czech Republic. 

The prevalence of use of any other illicit drugs was much lower (EMCDDA, 2016). 

1.3.3.4 Cocaine use 

Cocaine is the most commonly used illicit stimulant drug in Europe, although most users 

are found in a restricted number of countries, mostly in the south and west of Europe. 

It is estimated that about 2.3 million young adults aged 15 to 34 (1.9% of this age group) 

used cocaine in the last year. Many cocaine users consume the drug recreationally, with 

use highest during weekends and holidays. Data from wastewater analysis carried out in 

a 2014 European multi-city study (Kinyua et al., 2015) confirm daily differences in use 

(Figure 3). 
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Figure 3 Daily variations in cocaine metabolites in wastewater (EMCDDA, 2016) 

Only Spain, the Netherlands and the United Kingdom report last year prevalence of 

cocaine use among young adults of more than 3% (EMCDDA, 2016). Among these 

countries, Spain and the United Kingdom observed statistically significant increasing 

trends in prevalence until 2008, after which the trend changed to become stable or 

declining. Below 3% prevalence, Ireland and Denmark report falls in the most recent data, 

but as yet this is not statistically discernible, while French surveys up until 2014 show an 

increasing trend in use.(EMCDDA, 2015a) 

1.3.3.5 Amphetamines  

Amphetamines have a relatively stable popularity. Amphetamine and methamphetamine, 

two closely related stimulants, are both consumed in Europe, although amphetamine is 

by far more commonly used. Methamphetamine consumption is historically restricted to 

the Czech Republic and, more recently, Slovakia, although there are now signs of growing 

use in other countries. Some studies do not distinguish between these two substances; in 

these cases, the generic term amphetamines or ATS is used (EMCDDA, 2015a). 

An estimated 1.3 million (1.0 %) young adults (15–34) used amphetamines during the 

last year, with the most recent national prevalence estimates ranging from 0.1% to 2.9%. 

The available data suggest that since around 2000, most European countries have 

experienced a relatively stable situation in respect to trends in use. Of the countries that 

have produced national household surveys since 2013, seven reported higher estimates, 

one reported a stable trend and four reported lower estimates than in the previous 
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comparable survey. Although not comparable with earlier surveys, the Netherlands 

recently reported a prevalence of 2.9% among young adults (EMCDDA, 2016).  

In the limited number of countries where it is possible to analyze longer term statistically 

significant trends, both Spain and the United Kingdom show a decrease in prevalence 

since 2000 (Figure 4). In contrast, Finland has shown a steady increase in prevalence over 

the same period and now reports one of the highest levels in Europe. 

Analysis of municipal wastewater carried out in 2015 found amphetamines at appreciable 

levels in cities across Europe. The mass loads of amphetamine varied considerably, with 

the highest levels reported in cities in the north of Europe (Figure 4). The highest mass 

loads of methamphetamine were found in cities in the Czech Republic, Slovakia and 

Norway (EMCDDA, 2016). 

 

Figure 4 Last year prevalence of amphetamines and results of wastewater analysis (EMCDDA, 2016) 

1.3.3.6 MDMA 

MDMA (3.4-methylenedioxy-methamphetamine) is commonly used in the form of 

ecstasy tablets, but is also increasingly available as crystals and powders; tablets are 

usually swallowed, while in powder form the drug is usually snorted. 

In recent years, monitoring sources in a number of countries indicated new developments 

within Europe’s MDMA market, including reports of increased use. 

Most European surveys have historically collected data on ecstasy rather than MDMA 

use, although this is now changing. It is estimated that 2.1million young adults (15–34) 

used MDMA/ecstasy in the last year (1.7 % of this age group), with national estimates 

ranging from 0.3 % to 5.5 %. Among young people using MDMA in the last year, the 
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ratio of males to females is 2.4 to 1.(EMCDDA, 2016) 

Until recently, in many countries, MDMA prevalence has been on the decline from peak 

levels attained in the early to mid-2000s. This appears now to be changing. Among the 

countries that have produced new surveys since 2013, results point to an overall increase 

in Europe. Where data exist for a more robust analysis of trends in last year use of MDMA 

among young adults, increases are observed since 2010. Bulgaria, Finland and France all 

continue long-term upward trends over this period, while in the United Kingdom a break 

in 2011/2012 from a downward trend is followed by statistically significant increases 

(Figure 5). Though not directly comparable with earlier surveys, the Netherlands reports 

a prevalence of 5.5 % in 2014 (EMCDDA, 2016). 

 

Figure 5 Last year prevalence of MDMA use among young adults (15–34): statistically significant trends 

(EMCDDA, 2016) 

A 2015 multi-city analysis found the highest mass loads of MDMA in the wastewater of 

Belgian and Dutch cities. Wastewater MDMA loads were higher in 2015 than in 2011, 

with sharp increases observed in some cities, which may be related to the increased purity 

of MDMA or increased availability and consumption of the drug.(EMCDDA, 2016) 

MDMA is often taken alongside other substances, including alcohol. Typically, surveys 

of young people who regularly attend nightlife events indicate higher levels of drug use 

compared with the general population. This is particularly the case for MDMA, which 

has historically been closely linked with nightlife settings and especially with electronic 

dance music. Current indications suggest that in higher-prevalence countries, the use of 

MDMA is no longer a niche or subcultural drug; it is not limited to dance clubs and 

parties, but is used by a wider range of young people in mainstream nightlife settings such 
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as bars and house parties (EMCDDA, 2016). 

According to the explanation of the EMCDDA (EMCDDA, 2016), reappearance of 

MDMA is related to innovations concerning acquisitions of precursors, new production 

methods and wider online market.  

1.3.3.7 Ketamine, GHB and hallucinogens 

A number of other substances with hallucinogenic, anaesthetic, dissociative and 

depressant properties are used in Europe: these include LSD (lysergic acid diethylamide), 

hallucinogenic mushrooms, ketamine and GHB (gamma-hydroxybutyrate). The 

recreational use of ketamine and GHB (including its precursor GBL, gamma-

butyrolactone) has been reported among subgroups of drug users in Europe for the last 

two decades. Where they exist, national estimates of the prevalence of GHB and ketamine 

use in both adult and school populations remain low. In their most recent surveys, the 

Netherlands reported last year prevalence of GHB use at 0.4 % for adults (15–64) and 

Norway at 0.1 % (16–64), while and Romania reported 0.5 % for young adults (15–34). 

Higher levels of both GHB use and related problems have been reported among particular 

social groups at the city and local level in some countries, including the Netherlands, 

Norway and the United Kingdom. Last year prevalence of ketamine use among young 

adults (15–34) was estimated at 0.3 % in Denmark and Spain, and the United Kingdom 

reported last year ketamine use at 1.6 % among 16- to 24-year-olds, a stable trend since 

2008.  

The overall prevalence levels of LSD and hallucinogenic mushroom use in Europe have 

been generally low and stable for a number of years. Among young adults (15–34), 

national surveys report last year prevalence estimates of less than 1 % for both substances, 

with the exception of Finland with a prevalence of 1.3 % for LSD, and for hallucinogenic 

mushrooms the United Kingdom (1 %), the Netherlands (1.3 %), Finland (1.9 %) and the 

Czech Republic (2.3 %) (EMCDDA, 2016). 

1.3.3.8 NPS 

Reliable information on the use of new drugs is scarce. An insight into this topic is 

provided by the 2014 Flash Eurobarometer on young people and drugs, a telephone 

survey of 13 128 young adults aged 15–24 in the 28 EU Member States. Although 

primarily an attitudinal survey, the Eurobarometer includes a question on the use of 

‘substances that imitate the effects of illicit drugs’. Currently, these data represent the 
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only EU-wide information source on this topic, although for methodological reasons 

caution is required when interpreting the results. Overall, 8 % of respondents reported 

lifetime use of such substances, with 3 % reporting use in the last year. This represents 

an increase from the 5 % reporting lifetime use in a similar survey in 2011. Opposed to 

the expectations concerning wide use of online marketplaces, of those reporting use in 

the last year, 68 % had obtained the substance from a friend (EMCDDA, 2016). 

Responding to the challenges, an increasing number of countries are including new 

psychoactive substances in their general population surveys, though differences in 

methods and questions limit the comparability of the results between countries. Since 

2011, 11 European countries have reported national estimates of the use of new 

psychoactive substances (not including ketamine and GHB). For the age group covered 

in the Flash Eurobarometer study, younger adults (aged 15–24), last year prevalence of 

use of these substances ranges from 0.0 % in Poland to 9.7 % in Ireland. Survey data for 

the United Kingdom (England and Wales) are available on the use of mephedrone only. 

In the most recent survey (2014/15), last year use of this drug among young people aged 

16 to 24 was estimated at 1.9 %; this figure was the same as the previous survey, but 

down from 4.4 % in 2010/11, the years before control measures were introduced. In 2014, 

a survey in Finland estimated last year use of synthetic cathinones to be 0.2 % among 

young people aged 15 to 24, while in France an estimated 4 % of 18- to 34-year-olds 

reported having ever smoked synthetic cannabinoids (EMCDDA, 2016). 

1.3.4 Trends and Epidemiology Data in Hungary 

In the adult population, nearly every tenth person has used an illicit drug. According to 

the results of surveys, the drugs most frequently consumed were cannabis, ecstasy and 

amphetamine. However, according to the most recent available data from 2013, synthetic 

cannabinoids have become the second most popular substance in just a small amount of 

time, and the popularity of the new psychoactive substances has approached that of 

amphetamine. These numbers are fairly high compared to those of other countries in 

Europe.  

In school-aged children, every fifth pupil has tried an illicit drug. Cannabis is the most 

popular in this age group, but misuse of medicines and consuming medicines with alcohol 

has also become widespread, also the use of inhalants has seen a steep rise in the last 

decade. Lifetime prevalence of substance use by pupils in Hungary increased four times 

between 1995 and 2003, then dropped a little in 2007, but the data recorded in 2011 
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showed a further significant increase in the lifetime prevalence of the consumption of all 

illicit drugs.  

The significant difference between boys and girls started to diminish in the middle of the 

2000s, and by 2011 this figure was no longer significant.  

The substance most frequently mentioned as the reason for addiction treatment in 

Hungary was cannabis, but the proportion of its users entering treatment as an alternative 

to criminal procedure is especially high (60% of all persons treated) compared to other 

countries in Europe. This is followed by seeking treatment related to stimulants (HRNFP, 

2016).  

Although treatment data reports indirectly, other direct sources also confirm that 

treatment for the use of synthetic cannabinoids and synthetic cathinones is also becoming 

characteristic, and now competes with the treatment demand related to classical illicit 

drugs (HRNFP, 2016). A total of 108 new psychoactive substances have been identified 

in Hungary since 2010, with 42 being identified in 2014. Apart from cannabis, 

recreational drug use patterns include synthetic cannabinoids, designer stimulants: 

primarily cathinones and new amphetamine derivatives. The group of cannabinoids is 

constantly changing, about every six months a new group of these substances appears. 

First JWHs, and most recently substances in the FUBINACA, PINACA and 

CHMINACA groups have become widespread. Among stimulants the dominant 

substance on the market in 2010 was mephedrone, in 2011 MDPV and from 2012 

pentedrone. From 2014, alpha-PVP has a notable market share beside pentedrone 

according to seizure data.  

Along the changes on the market, treatment demands due to designer drugs – 

cannabinoids and stimulants – also increased in numbers. Based on treatment data, the 

use of these substances is more intensive and the age of users has also decreased. Apart 

from treatment data, several studies have shown that a treatment demand develops sooner 

in the case of the use of designer drugs. Apart from addiction problems, the number of 

those requiring emergency/clinical toxicology and psychiatric treatment has also 

increased in the past years (HRNFP, 2016).  

1.3.4.1 Population studies 

Based on the last representative study on school-aged children in Hungary (Németh & 

Költő, 2016), almost every third of the 9th and 11th grade student has already tried illegal 
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drugs or abused medicines or inhalants in their life. Cannabis consumption has the highest 

prevalence (23.7%); the second most popular substance use is abuse of medicines 

(12.1%). Lifetime prevalence of any other drugs is lower than 10%. The most students 

can be characterized by experimental drug use (1-2 times in their life). Lifetime 

prevalence of drug use in general is higher among boys and 11th graders than girls and 

9th graders, except ecstasy use, where there is no grade difference, and medicine abuse, 

where there is no gender difference.  

The last year prevalence of cannabis use is 15.8% in the whole sample. Similar to lifetime 

prevalence, the experimental use is the most frequent (app. 8%). The last 30 days 

prevalence in cannabis use is 9.2% in the total sample. Those, who used drugs 1-5 times 

in the last month, more or less cover the social-recreational type of drug users (occasional 

drug use mainly at weekends during social gatherings). Their average prevalence is 6.3%. 

In this sample situational use category means 6-19 occasions of drug use in the last month 

with prevalence of 1.8%, while intensive drug use (at least 20 times in the past 30 days) 

is attributable to 1.1% of the students. Lifetime prevalence is higher in the capital 

(37.7%). It is 30.3% in other towns, while it is 28.9% in smaller settlements. Cannabis 

and synthetic drug use have the highest prevalence in Budapest, while medicine abuse is 

more frequent in countryside. Inhalant use is mostly present in villages. There is 

significant difference between vocational/trade school as well as grammar school and 

technical college students. Among the formers prevalence values are much higher than in 

the latters. Comparing to surveys of previous years, current results show remarkably 

higher prevalence of cannabis use in secondary school students, but possible reasons of 

that difference need further investigation. (Németh & Költő, 2016) (HBSC, 

http://drogfokuszpont.hu/wp-content/uploads/hbsc_2010.pdf) 

From the ESPAD surveys we also have information on the perceived availability of 

stimulants among secondary school students. In 2011, one fifth of the students found it 

easy or very easy to acquire ecstasy and amphetamine. The majority of them reported 

friends as the actual method of acquiring the illicit drugs (Reitox National Focal Point, 

2013). In the case of cocaine, during its supply-reduction activity the police experienced 

a clear increase over the past years, both on the user and distributor sides. With respect to 

synthetic substances, ecstasy had almost completely disappeared from the Hungarian and 

European markets in 2009, and reappeared on the domestic market only in 2012.  

Methamphetamine is still rare, however, according to police investigation information, it 

http://drogfokuszpont.hu/wp-content/uploads/hbsc_2010.pdf
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is appearing on the supply side more and more frequently in the northern part of the 

country (possibly from consignments smuggled from Slovakia).  

In 2007 stimulants formed the second most popular substance group among the adult 

population. A breakdown according to substance type shows that ecstasy was the second 

most frequently used drug, amphetamines came third and cocaine was the fifth most 

popular (Reitox National Focal Point, 2008). According to the 2013 omnibus survey, 

stimulants were then the third most frequently used illicit drugs, as by then synthetic 

substances had become more popular and it was the first survey that asked about these. 

According to substance type, ecstasy was in third place, amphetamine in fourth and 

cocaine in seventh according to lifetime prevalence rates (Reitox National Focal Point, 

2015). 

In the latest 2011 ESPAD survey, on the basis of the lifetime prevalence rates 

amphetamine was in sixth place (5.4%), ecstasy in eighth place (4.4%), and cocaine in 

eleventh place (2.5%) in the substance use structure (Reitox National Focal Point, 2013). 

According to the results of the HBSC survey carried out in 2014 (Németh & Költő, 2016), 

5.8% of students in grades 9 and 11 had already tried one type of stimulant. Significantly 

higher prevalence rates could be observed among boys (6.8%) and among those in the 

higher school grades (grade 11: 6.8%) compared to the girls (5.0%) and those in the lower 

school grades (4.9%). This data however, should be treated with caution due to the low 

number of those trying stimulants. There is no significant difference in the prevalence 

rates according to region, although there was difference according to the type of 

settlement where the students lived or went to school. The largest proportion of students 

who had tried stimulants were those living in homestead (13%), and the lowest were those 

living in county seats (4.9%) and cities (5%). In vocational schools twice as many 

students (5.1% vs 10%) tried stimulants. 

Regarding NPS, GHB and other recreational drugs not covered above, unfortunately, 

there is no reliable data on the prevalence of use of these substances in Hungary. Patterns 

of use were investigated only in special populations, namely clients of opiate substitution 

therapy and clients of a needle exchange program in Budapest (Rácz, Csák, Faragó, & 

Vadász, 2011). Therefore, it is clear that information on the use of NPS and GHB would 

be critical in order to have insight to the possible harms and public health threat caused 

by these drugs as well as the possible ways of prevention and harm reduction needs of the 

users. Since these drugs are widely used in the recreational scenes of other European 
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countries and there is evidence on specific risks of the recreational use of these drugs, 

study 1 and study 2 of this thesis tries to collect data regarding this type of use of these 

substances in target groups of Hungarian young adults. 

1.4 Possible harms related to recreational drug use 

It is now widely acknowledged that recreational drug use can be an important source of 

status and recreation for young people (Henderson, Holland, McGrellis, Sharpe, & 

Thomson, 2007); it can not only facilitate a shared sense of group belonging and security 

(Fletcher, Bonell, Sorhaindo, & Rhodes, 2009), but also a sense of being different from 

other groups of young people (Shildrick, 2002). However, as recreational drug use has 

increased among different sections of the youth population, so has evidence of drug-

related harm and concerns about the consequences of young people’s drug use. Although 

the vast majority of this increase in drug use among young people has been attributed to 

the use of ‘recreational drugs’ (e.g. cannabis and ecstasy), these substances still have 

health risks, especially for frequent users who are most at risk of harm (Fletcher, Calafat, 

Pirona, & Olszewski, 2010). 

1.4.1 Possible harms affecting the user 

Harms from party drug use might stem from both the (1) pharmacological effects of the 

drug, and (2) harms associated with the setting of the substance use. Risk related to the 

setting of recreational drug use includes unsafe sex, sexual or physical assault, physical 

injury including motor vehicle trauma and legal problems. Pharmacological harms, on 

the other hand, might be caused by the fact that while the effects of commonly available 

party drugs are well known, purity, dose and composition of illicit drugs can vary 

considerably (Cole, Bailey, Sumnall, Wagstaff, & King, 2002; Koesters, Rogers, & 

Rajasingham, 2002; Tanner-Smith, 2006; Vogels et al., 2009). 

In a recent American online survey for example, of those who reported no lifetime use of 

“bath salts”, stimulant NPS, or unknown pills or powders, or substances also called as 

‘molly’, about four out of ten (41.2%) tested positive for butylone, methylone, alpha-

PVP, 5/6-APB, or 4-FA. In this study, frequent nightclub or festival attendance was the 

strongest predictor of testing positive for MDMA, butylone, or methylone. Results 

suggest that many ecstasy-using nightclub/festival attendees may be unintentionally using 

“bath salts” or other NPS. Prevention and harm reduction education is needed for this 

population and “drug checking” (e.g., pill testing) may be beneficial for those rejecting 
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abstinence (Palamar, Salomone, Vincenti, & Cleland, 2016). 

Risk of harm, however, is also often dose related, and unfortunately less is understood 

about additive effects when combining different agents. The effects and harms of 

common party drugs are summarized in Table 1. 
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Table 1 Effects and harms of the most common party drugs 

Drug type Effect(s) 

Usual route(s) 

of 

administration 

Harms 

Amphetamine type substances: 

methylenedioxymethamphetamine 

(MDMA or ‘ecstasy’), 

methamphetamine (‘ice’, ‘crystal 

meth’), dexamphetamine, 

methylenedioxyamphetamine (MDA), 

paramethoxyamphetamine (PMA), 

methylenedioxyethylamphetamine 

(MDEA) 

Increased 

energy, 

enhancement 

of sex and 

appreciation of 

music, 

hallucinations 

Ingested orally, 

smoked, 

injected, snorted 

Acute and chronic 

mental health 

problems, bruxism, 

hyperthermia, 

serotonergic 

syndrome, 

cardiovascular and 

cerebrovascular 

events, 

neurocognitive 

damage 

Cocaine 

Increased 

energy and 

sense of 

wellbeing 

Snorted or 

injected (rarely 

smoked) 

Acute and chronic 

mental health 

effects, 

cardiovascular and 

cerebrovascular 

events 

Gammahydroxybutyrate (GHB) 
Sedation, 

disinhibition 

Ingested orally 

(usually as a 

liquid) 

Collapse, coma 

Ketamine 

Sedation, 

hallucination, 

distortion of 

reality 

Ingested orally 

(can also be 

snorted, rarely 

injected) 

Collapse, 

psychomotor 

impairment, 

confusion, kidney 

disfunction, 

obstructive 

nephropathy 

Lysergic acid diethylamide (LSD) 

Hallucination 

and perceptual 

distortion 

Ingested orally 

Acute mental 

health effects, 

‘flashbacks’ 

 

There is an association between the use of ATS and mental illness (Maxwell & Spence, 

2005; Thomasius et al., 2005), as well as some evidence for psychostimulant 

neurotoxicity, particularly in the case of methamphetamine (Barr et al., 2006), although 
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more research is needed to clarify the possible effects of recreational MDMA on cognitive 

functioning (Gouzoulis‐Mayfrank & Daumann, 2006; Lyvers & Lyvers, 2006). These 

pathologies are likely to be related to dosing, duration and frequency of use and individual 

susceptibility. Behavioral and mood changes, including paranoia and suspiciousness have 

been reported with acute and chronic ATS intoxication, and violence and aggression, 

although uncommon, may occur (McKetin, McLaren, Riddell, & Robins, 2006). 

Both amphetamine and methamphetamine can be taken orally or nasally; in addition, 

injection is common among high-risk users in some countries. Methamphetamine can 

also be smoked, but this route of administration is not commonly reported in Europe. 

Adverse health effects linked with amphetamines use include cardiovascular, pulmonary, 

neurological and mental health problems, while as with other drugs, injection is a risk 

factor for infectious diseases. As with other stimulants, deaths related to amphetamines 

can be difficult to identify. However, small numbers are reported annually (EMCDDA, 

2015a). 

A new pattern of methamphetamine use continues to be reported in a number of European 

countries, where the drug is injected, often alongside other stimulants, among small 

groups of men who have sex with men. These so-called slamming parties are a concern 

because of the combination of risk-taking in both drug-use and sexual behaviors. 

MDMA (3.4-methylenedioxy-methamphetamine) is commonly used in the form of 

ecstasy tablets, but is increasingly available as crystals and powders. Physical 

complications of stimulant use are less common, but cases of serotonin syndromes, 

cardiovascular and cerebrovascular damage, and hyponatraemia and hyperthermia have 

been reported (Degenhardt, Copeland, & Dillon, 2005; Patel, Belson, Longwater, Olson, 

& Miller, 2005). Health problems commonly associated with use of this drug include 

acute hyperthermia, increased heart rate and in rare cases multi-organ failure, while long-

term use has been linked with liver and heart problems. The true extent of future mental 

health problems due to adolescent ecstasy use is unclear, but young ecstasy users may be 

at risk of depression later in life and there is also evidence that ecstasy use may impair 

cognitive functions relevant to learning (Parrott, Lees, Garnham, Jones, & Wesnes, 1998; 

Schilt et al., 2007). Deaths associated with this drug remain relatively rare, and are 

sometimes caused by other substances sold as MDMA. There have been recent concerns 

about acute problems linked with high-dose MDMA tablets and powders. In addition, 

warnings have been issued in 2014 about ecstasy tablets that contained high 
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concentrations of PMMA, a drug with a worrying safety profile (EMCDDA, 2016). 

The effects of sedating drugs such as GHB and ketamine are variable and depend on dose. 

Overdose with collapse is associated with GHB intoxication. The risk of overdose with 

GHB is high due to the small window between a recreational and toxic dose (Britt & 

McCance-Katz, 2005). Association between prolonged use of ketamine and kidney or 

bladder damage or even kidney failure is also well-known (Shahani, Streutker, Dickson, 

& Stewart, 2007).  

Cannabis can cause short- and long-term health problems, such as nausea, anxiety, 

memory deficits, depression and respiratory problems (Hall & Fischer, 2010; Hall & 

Solowij, 1998; Macleod et al., 2004; Solowij & Battisti, 2008). Although more research 

is needed on the long-term effects of adolescent cannabis use on mental health, cannabis 

use is also thought to increase the risk of mental health problems, particularly among 

frequent users (Hall, 2006; Moore et al., 2007) and those with a predisposition for 

psychosis (Henquet et al., 2004). Regular cannabis users can also become dependent   

(Melrose, 2007).  

Cocaine powder is primarily sniffed or snorted, but is also sometimes injected, while 

crack cocaine is usually smoked. Among regular users, a broad distinction can be made 

between more socially integrated consumers, who often sniff powder cocaine in a 

recreational context, and more marginalized users, who inject cocaine or smoke crack 

often alongside the use of opioids. Regular cocaine use has been associated with 

dependence and/or serious mental and physical health problems, such as depression, 

paranoia, and cardiovascular and respiratory problems (Emmett & Nice, 2006) as well as 

an elevated risk of accidents. Cocaine injection and use of crack cocaine are associated 

with the greatest health risks, including the transmission of infectious diseases. Cocaine 

is the most commonly used illicit stimulant drug in Europe, although most users are found 

in a restricted number of countries. This is illustrated by survey data which show cocaine 

use to be more prevalent in the south and west of Europe (EMCDDA, 2015a). 

Hence, although only a small minority of young people use cocaine (Hibell et al., 2009; 

NFER, 2007), their numbers are increasing in some countries in Europe, posing an 

increasing public health issue. (Fletcher et al., 2010)  
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1.4.2 Possible harms affecting the environment of the user 

From a different perspective, harms related to substance use can be divided into three 

categories depending on the targets of the caused harms. The harms can affect the user, 

their families or the smaller communities where they belong, as well as the whole society 

they live in. 

In addition to presenting direct health risks, adolescent drug use is also associated with 

accidental injury, self-harm, suicide (Beautrais, Joyce, & Mulder, 1999; Charlton, Kelly, 

Dunnell, Evans, & Jenkins, 1993; Thomas et al., 2007) and other ‘problem’ behaviors, 

such as unprotected sex, youth offending and traffic risk behaviors (Calafat, Blay, et al., 

2009; Home Office, 2002; Jayakody, Sinha, Curtis, Roberts, & Viner, 2005; Jessor, 

Donovan, & Costa, 1994). For example, a recent report by the United Kingdom 

Independent Advisory Group on Sexual Health and HIV (2007) has suggested that there 

are strong links between drug use, ‘binge’ drinking and sexual health risk, with similar 

trends in these risk behaviors. Furthermore, although the links between crime and heroin 

or cocaine dependence are well known, there is increasing evidence of links between 

teenage cannabis use and youth offending e.g. (Boreham, Fuller, Hills, & Pudney, 2006). 

This does not mean that there is necessarily a direct causal relationship between 

adolescent drug use and social problems, but there is clear evidence that they cluster 

together among certain groups of young people. (Fletcher et al., 2010) 

The following chapter presents the possible institutional responses to the challenges of 

the above recreational drug use related harms. 

1.5 The harm reduction approach 

Harm reduction is often made an unnecessary controversial issue as if there was a 

contradiction between prevention and treatment on one hand and reducing the adverse 

health and social consequences of drug use on the other. This, however, is rather a false 

dichotomy. There is no contradiction between prevention, treatment, and harm reduction 

strategies. They are complementary (Marlatt, 1996; United Nations Office on Drugs and 

Crime, 2008).  

Historically, substance abuse treatment focused on reducing or eliminating drug use, 

neglecting the prevention of the adverse consequences of drug use. More recently, there 

has been rapid development of harm minimization interventions that focused on reducing 

the negative outcomes of (licit or illicit) drug use to both substance-using individuals and 
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their communities. Harm reduction strategies have been increasingly recognized and 

rapidly incorporated into the drug treatment strategies and policies of Europe 

(Commission of the European Communities, 2007; Council of the European Union, 2004, 

2013) and other countries (Hilton, Thompson, Moore‐Dempsey, & Janzen, 2001), 

however, adaptation on a national level unfortunately depends greatly on the actual 

political environment. Harm reduction has become, unnecessarily, a controversial issue. 

Regardless whether an organization agrees or not that the ultimate goal for substance 

abuse treatment should be total abstinence, drug use control, or both, harm reduction 

strategies should be essential components of any modern treatment program. Strategies 

such as supply reduction, community development, preventive education, treatment, and 

rehabilitation work more on the long term to reduce substance use. However, faster, 

evidence-based strategies also do work in preventing the adverse consequences on current 

drug users, their families, and communities(United Nations Office on Drugs and Crime, 

2008).  

What is harm reduction? “Harm reduction can be viewed as the prevention of adverse 

consequences of illicit drug use without necessarily reducing their consumption.” 

(Costigan, Crofts, & Reid, 2003; Hilton et al., 2001). Harm reduction is a practical 

approach. Its strategies may include changing the way people consume drugs or insuring 

that the environment in which they use minimizes the risks of negative consequences to 

their health (infections, overdose) or quality of life (legal problems, social and familial 

issues, etc.). Strategies might vary depending on the drug, the type of harm related to its 

consumption, and the individual who consumes the drugs (Addy & Ritter, 2000).  

Marlatt defines four basic assumptions central to harm reduction: (a) harm reduction is a 

public health alternative to the moral/criminal and disease models of drug use and 

addiction; (b) it recognizes abstinence as an ideal outcome but accepts alternatives that 

reduce harm; (c) it has emerged primarily as a “bottom-up” approach based on addict 

advocacy, rather than a “topdown” policy established by addiction professionals; and (d) 

it promotes low threshold access to services as an alternative to traditional high threshold 

approaches (Marlatt, 1996). 

The adverse consequences of drug use have been categorized by Roizen (Roizen & 

Weisner, 1979), who identified the “4 Ls” model, or four areas of harm in the life of drug 

using individuals: 1. Liver: Problems related to the user’s physical or psychological health 

such as cirrhosis; cancer; overdose; psychiatric, psychological, or emotional problems 
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(amnesia, depression, paranoia, etc.); accidents or other injuries while intoxicated; etc. 2. 

Lover: Problems related to relationships, family, friends, intimate partner, and children. 

3. Livelihood: Problems related to the user’s professional live (e.g., lack of concentration 

at work or school) and other non-professional activities such as hobbies. 4. Law: Legal 

problems related to illegal drug use, drug acquisition, and/or trafficking, including driving 

under the influence of drugs.  

In addition to the previous classification of the consequences of drug use, other authors 

have classified the harms according to the drug using behaviour: drug acquisition, drug 

use, and drug withdrawal. Each area is related to specific risks for the person who uses 

the drugs, his/her family and relationships, and for the surrounding community [see 

(Addy & Ritter, 2000)]. Harm minimization strategies are directed towards reducing 

harm, in many cases by altering drug using behaviors and effects (acquisition, drug use, 

and withdrawal). Drug acquisition harms may be related to the risks of being exposed to 

high-risk situations, such as criminal behavior (either being exposed to or conducting 

criminal acts such as drug dealing, robbery, etc.), while drug use harms are related to the 

drug used, the amount consumed, and the method of administration. The factors that 

influence overdose or intoxication-related harm include purity of the drug, dose, duration, 

and frequency of drug use; mode of administration; poly-drug use; actual physical state 

(nutrition, tolerance, etc.); and several psychological factors (expectations, mood). Drug 

withdrawal harms are related to the effects of reducing or eliminating drug use that may 

impair the individual’s work and social functioning, might cause physical and 

psychological issues, high-risk activities, and criminal behaviors (United Nations Office 

on Drugs and Crime, 2008). 

General harm reduction strategies include:   

Education strategies. The first step in harm reduction is to provide accurate information 

about the consequences and risks of drug use and promote behaviors that reduce risk. 

Education is to be combined with other interventions, such as brief interventions, in order 

to be effective. Besides practices, these strategies also need to include information on 

health and social services available in your area.  

Brief Interventions and Counselling. Brief interventions are focused on changing high 

risk behaviors. These interventions might include single-session therapy, cognitive 

behavioural therapy, and/or motivational interviewing  

Interventions to reduce injury and violence. Drugs such as alcohol have been related to 
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injury, violence, and public disorder. Strategies to change the environment may be 

helpful, such as changing alcohol containers (from bottles to plastic glasses), banning 

beverages with high concentrations of alcohol. Others can be preventing drink or drug 

driving, etc 

A classic branch of harm reduction practices is for injection drug users (PWIDs):  

Preventing the spread of HIV and other adverse consequences like crime and overdose 

with low-threshold pharmacological interventions (opioid-antagonist and antagonist 

drugs), not directly related to drug-free (non-methadone) programs but to immediate 

health protection. Drug substitution also allows health professionals to get and keep in 

contact with drug users. 

Substitution treatment, typically combined with psychosocial interventions, is the most 

common treatment for opioid dependence. The available evidence supports this approach, 

with positive outcomes found in respect to treatment retention, illicit opioid use, reported 

risk behavior and drug-related harms and mortality(EMCDDA, 2016).  

An estimated 644,000 opioid users received substitution treatment in the European Union 

in 2014 (680,000 including Norway and Turkey), and numbers have fallen by around 

50,000 since 2010. Estimates of opioid users would suggest that overall at least 50 % 

receive substitution treatment. However, this estimate must be treated with caution for 

methodological reasons and there are considerable national differences. In Hungary, two 

types of effective substitution treatments are available; methadone and a buprenorphine 

product combined with naloxone (Suboxone) since 2007 (Demetrovics et al., 2009; Rácz, 

Melles, Márványkövi, & Vadász, 2010) 

Other classic harm reduction practices are the needle/syringe exchange programs, 

overdose prevention with naloxone, voluntary HIV counselling and testing, prevention 

and services for the management of sexually transmitted infections, wound care and vein 

maintenance.  

Besides pragmatic aspects, harm reduction has strong basic principles stemming from the 

respect for human rights. These principles are: 

 A non-judgmental approach that treats every person with dignity, compassion, 

and respect. 

 Use of evidence-based and cost-effective practices to prevent and reduce drug 

related harm 
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 Active and meaningful participation of drug users and community stakeholders in 

shaping sensible policies and practices around drug use 

 Focus on enhancing quality of life for individuals and communities, rather than 

promoting cessation of all drug use 

 Recognition of the determinants of health and the complex interplay of social 

factors that influence vulnerability to drug-related harm, including poverty, social 

inequality and discrimination 

 Empowerment of drug users as the primary agents in reducing drug related harms 

 Commitment to defending universal human rights. 

‘Harm reduction’ recognizes that abstinence (i.e. quitting drugs altogether) isn’t realistic 

or possible for everyone. However, this should not disqualify drug users from the same 

chances and choices about health care as non-users (United Nations Office on Drugs and 

Crime, 2008). 

Traditionally harm reduction dealt with problem drug users 2F, however, professionals and 

policy makers started to realize soon that recreational drug users are also exposed to 

different harms that might be reduced with an adequate approach and appropriate 

interventions. 

1.5.1 Harm reduction concerning recreational drug use 

1.5.1.1 Harm reduction interventions in recreational settings 

Bars, nightclubs, discotheques and other recreational venues provide young Europeans 

with opportunities to socialize and dance all year round, offering space for entertainment 

such as concerts and dance parties. In addition, large music festivals of the summer 

months attract thousands of visitors. Surveys show that in many recreational venues the 

use of drugs is more prevalent than in the general population (EMCDDA, 2006, 2012b). 

As we have seen in previous chapters, alcohol use is widespread in recreational settings 

and is often associated with illicit drug use. A study assessing drug and alcohol use in 

nightlife venues in nine European cities found that over three quarters of respondents 

reported having been drunk at least once in the last four weeks (Bellis et al., 2008). School 

surveys from 22 European countries revealed that 86% of 15- to 16-year-old students who 

had used ecstasy during the last month had also drunk five or more alcoholic drinks on at 

least one occasion (EMCDDA, 2010a). General population surveys also show that 

prevalence of amphetamines or ecstasy use among frequent or heavy drinkers is much 
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higher than average (EMCDDA, 2009). 

1.5.1.1.1 Responding to drug use and related problems in recreational settings  

Drug and alcohol use in recreational settings are linked to a range of health and social 

problems. These include acute health problems, such as unconsciousness and 

unintentional injury, aggressive behavior, violence, unsafe and unwanted sex, and driving 

under the influence of alcohol and drugs, etc. Alcohol is strongly connected to violence 

and weekend traffic accidents. For example, the 2010–11 British Crime Survey reported 

that, in 44% of all incidents of violence, victims believed that offenders were under the 

influence of alcohol (Chaplin, Flatley, & Smith, 2011). Although young men between 18 

and 24 make up only 4% of the Dutch population, they represent 23% of those seriously 

or fatally injured in alcohol-related traffic accidents, most of which occur during weekend 

nights (SWOV, 2012). Other consequences of longer-term use are brain damage and 

addiction. Finally, adverse social consequences such as drug dealing and public nuisance 

are also of concern. The budget flights and increased mobility of young people (‘club 

tourism’) and the globalization of the entertainment industry make it necessary to address 

these problems in Europe, especially in popular tourist destinations. 

This chapter aims to summarize, in line with EU Council Conclusions (Council of the 

European Union, 2010), the aspects of how to prevent and reduce the health and social 

risks associated with the use of illicit drugs and alcohol in recreational settings. 

The need for a balanced and evidence-based approach  

Some studies on preventing alcohol-related harm provide evidence for the effectiveness 

of measures that reduce the affordability and availability of alcohol through stricter 

licensing and marketing regulation in order to prevent sales to young people under the 

legal drinking age (LJMU and WHO, 2009). The evidence regarding the effectiveness of 

interventions specifically targeting drug use in recreational settings is increasing but 

interventions subjected to robust evaluation are still scarce. The ‘Healthy Nightlife 

Toolbox Project’ (see section 2.3) was specifically designed to improve the dissemination 

and implementation of evidence-based interventions in nightlife settings.  

Experts and evidence suggest that if we want to tackle the drug- and alcohol-related health 

and social problems associated with recreational nightlife, the most effective solution is 

a balanced approach between prevention (user level), harm reduction (e.g. environmental 

strategy) and law enforcement. In this context, sometimes there is no sharp distinction 
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between prevention and harm reduction. Selective and indicated prevention are the most 

often used approaches for interventions targeting recreational use. 

Prevention at the user level  

Young people involved in nightlife activities who may be at risk of using drugs and 

suffering drug-related harm can be provided with prevention or harm reduction 

information material, such as brochures and pamphlets on intoxication and related harms. 

Peer educators can be used to effectively disseminate credible information and these 

prevention activities are often supported by informative websites. Overall, however, 

research has not found information provision to be an effective measure to reduce drug- 

and alcohol-related problems in itself.  

Another user level practice is drug testing, which is a controversial intervention in 

European countries. While it can provide users with information on the substance they 

use, some fear that they may get a false impression that the tested drug is safe. The Drug 

Information and Monitoring System in the Netherlands, for example provides users with 

information on the content of the drug and delivers a prevention message, which is based 

on the scientific information available on the chemical contents of the drug sample. This 

system also provides qualitative information on changes in the content of drug samples 

in the Netherlands (Brunt & Niesink, 2011). 

Environmental strategies 

The physical and social environment within venues can have a great impact on substance 

related harms. For example, a permissive environment, discounted drinks, crowding, loud 

music and poor staff practice can contribute to higher levels of alcohol intoxication and 

outbreak of related problems like violence (Hughes et al., 2011). Therefore, 

environmental strategies, targeting the economic (e.g. alcohol industry) and physical 

context, have the highest effect sizes. These include interventions to create safer spaces 

and venues that are less conducive to nightlife problems. Such environmental measures 

comprise crowd management, chill-out rooms, cold drinking water for free to prevent 

dehydration, serving food within venues, and clear and visible house rules (e.g strict 

underage policy). Other effective measures include redesigning the entertainment area 

(e.g. relocation of bus and taxi stands) and providing safe late night transport, better 

lighting and activities to reduce noise. 
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Training of staff 

Training programs for bar servers, door supervisors and other staff in recreational venues 

generally combine information provision for staff with skills building. They can cover 

issues such as alcohol legislation, the psychoactive effects of alcohol and drug use, the 

links between alcohol and violence, first aid, alcohol service refusal, conflict management 

and reacting to drug dealing on the premises. Evidence for their effectiveness in 

preventing alcohol and drug use related harm, however, is still inconclusive. A review 

study found that staff training has minimal effect on patrons’ drinking behavior, except 

where training was mandatory, management was involved, there was little staff turnover 

or it was backed up by enforcement (Jones et al., 2011). 

Interventions involving stakeholders 

The importance of establishment of partnerships between stakeholders is inevitable and 

can facilitate the implementation of effective nightlife interventions. Research indicates 

that community-based programs that deliver a range of coordinated interventions through 

a multi-agency partnership are more effective than single interventions. Partnerships may 

include local partners, including municipalities, the police and health authorities (Jones 

et al., 2011), and often comprise community mobilization, including awareness 

campaigns and other activities to create support amongst stakeholders and the general 

public. The number of evidence-based community interventions is slowly growing. For 

example, the evaluation of the STAD project in Sweden has demonstrated improvements 

in alcohol-serving practices and a reduction in violence, and it was also shown to be cost-

effective (Månsdotter, Rydberg, Wallin, Lindholm, & Andréasson, 2007). In general, 

multi-component interventions appear to be more effective in reducing violence, problem 

drinking and street accidents (Jones et al., 2011). Leadership, continuity of interventions 

and funding are the critical aspects of such interventions (Calafat, Juan, et al., 2009). For 

example, a multi-component community intervention in Finland involving enforcement 

of alcohol licensing, a training program for alcohol servers, community mobilization and 

media campaigns to reinforce policies was developed worked effectively in increasing 

the refusal of service of drunk individuals  (Warpenius, Holmila, & Mustonen, 2010). 

Problems such as underage drinking, violence within or outside nightlife venues and drink 

or drug driving are often effectively addressed by means of policing and law enforcement. 

While these measures have been shown to be effective in connection with alcohol and 

related problems, studies also suggest that the positive effects of policing and law 
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enforcement can rapidly diminish if they are not carried out on a regular basis and linked 

to real deterrents (Babor, 2010; Jones et al., 2011). 

1.5.1.1.2 Promoting safer drug use in Hungary 

Although there was an initiative back in 2000, named Safer Venues Program 

(Demetrovics Zs., 2000) which gives a detailed description of suggestions referring to 

environmental factors that might reduce harms in nightlife settings, licensing appropriate 

venues did not have a sophisticated system in Hungary. Another problem was the 

influence of economic interests especially concerning alcohol selling policy. In 2011, 

after a serious accident due to crowding at a venue, a methodological letter (Dávid, 

Hegedűs, & Mervó, 2011; Móró & Rácz, 2013) was conceptualized for service providers 

who implement prevention and harm reduction programs in recreational settings. This 

was meant to refresh and give a new momentum to the implementation of the nearly 

forgotten guidelines and establishing cooperation with the stakeholders proved to be 

beneficial, thus new regulations were enacted regarding the safety of venues.  

Regarding complex interventions, however, the improvement was not clear.  Service 

providers in Hungary usually do not apply combined user level and environmental level 

evidence based interventions, although there were certainly good initiatives with 

promising results shortly after the implementation of the Healthy Nightlife Toolbox 

Project and some of the achievements are still in effect (e.g. free public transport on 

weekend nights in Pécs).   

Besides on the spot interventions, a very important online harm reduction initiative also 

needs to be mentioned. This site serves as a forum for sharing drug-related experiences, 

contains harm reduction practices and also provides early warning in case of dangerous 

new drugs on the market (Móró & Rácz, 2013). 

1.5.1.1.3 Conclusions 

Illicit drugs and alcohol are often used together in recreational settings and should be 

addressed with preventive measures. Effective interventions in recreational settings to 

address alcohol- and drug-related harm can have beneficial effects on a broad range of 

consequences, however, a balanced combination of prevention, harm reduction and law 

enforcement requires that the traditional focus on the users themselves must be 

complemented with environmental strategies and stakeholder involvement. 
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2 STUDIES 

2.1 The Global Drug Survey – A glimpse of the recreational drug use 

situation and applied harm reduction techniques 

Global Drug Survey (GDS) is a multisite, large sample, annual drug survey as well as an 

independent global drug use data exchange hub that conducts university ethics approved, 

anonymous online surveys. GDS collaborates with global media partners who act as hubs 

to promote our work. The last 3 surveys, run at the end of 2013, 2014 & 2015 received 

almost 300,000 responses. The numerous publications of the GDS team prove that it is 

able to track trends over time, profile new drugs and identify key issues of relevance and 

importance to both people who use drugs and those who craft public health and drug 

policy. 

2.1.1 Background 

Although Hungarian recreational drug use situation was well documented until the second 

half of the past decade (Demetrovics & Rácz, 2008), information on the present trends 

and use of NPS in Hungary is almost entirely missing. This information, however, is 

absolutely necessary if we want to create interventions that are evidence-based and fit the 

actual needs of its target groups.  

GDS 2014 was a survey with a special focus, namely harm reduction. Besides trends and 

comparable data on the popularity of legal and illegal drugs, it collected data on the 

popularity of practical harm reduction techniques in substance users.  

2.1.2 Objectives 

The general objective of GDS is to help people and communities reduce the harms 

associated with drug use by means of sharing information. The specific objective of the 

survey was to identify new drug trends and thus new or increased risks among sentinel 

drug using populations like clubbers, which allows preemptive prevention and 

intervention planning and informed policy development. This essential information is 

then widely disseminated to people who use drugs as well as professional working in the 

field and policy-makers via different channels. These include mainstream or thematic 

media targeting clubbers and academic papers at international conferences, expert 

advisory meetings and websites like www.drugsmeter.com and www.drinksmeter.com. 
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2.1.3 Methods 

2.1.3.1 Sample 

Participants were recruited by purposive online sampling. Media partners of the GDS 

published calls for participation in the survey. The Hungarian partners were; 1., neon.hu, 

an online magazine addressing young people, especially clubbers, and 2., 444.hu, one of 

the biggest news portals in Hungary.  

This is not a representative sample, but it is one of the largest studies on current 

recreational drug users ever conducted in Hungary. With its wide cross-section of users 

and large overall sample size, it does provide a useful snapshot of what drugs are being 

used and what effects these might have on people’s lives.  

We acknowledge that this sampling method has significant limitations, most notably with 

respect to response bias whereby there will be inherent differences between those who 

participate and those who do not. It is more likely that individuals will respond to surveys 

if they see topics or items that are of interest to them, and thus by definition will differ 

from those who do not participate. Therefore, participants in the survey may have a 

greater interest in or more experience with drugs, and may not be representative of the 

wider population. Importantly, however, our approach accesses sections of the 

populations that general household surveys usually do not (e.g. students) and we are able 

to explore drug related issues in significantly more depth. When judged against traditional 

epidemiological criteria for monitoring public health, it is important to note the 

differences between the objectives of the two approaches. More detailed methodological 

limitations of GDS are discussed in the academic publications that GDS Academic 

Network produces each year [eg. (Lawn, Barratt, Williams, Horne, & Winstock, 2014; 

Winstock, Borschmann, & Bell, 2014; Winstock, Kaar, & Borschmann, 2013)].  

Participants were recruited form 18 countries and a total of 78,820 responses were 

received from around the world. 3239 (4.1%) out of these were responses from Hungary. 

2.1.3.2 Measures 

We used a self-report anonym online questionnaire that covered an extremely wide range 

of areas: sociodemographic data and lifestyle (e.g. recreational, sports and eating habits), 

substance use prevalence (lifetime, last year and last month frequencies of all known legal 

and illegal drugs and NPS), characteristics of the first substance use (age, typical location, 

source and social context of first use), patterns of current use, such as purchase and source 
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of drug including dark web markets, social context of drug use, typical amount of drug 

consumed, price and quality of drugs, seeking emergency medical treatment (EMT) in 

the past 12 months, knowledge on harm reduction techniques, personal harm reduction 

preferences and frequency of use of specific techniques, effects of imaginary policy 

scenarios and encounters with the law as custom made self-reported measures. 

Drinking habits and problematic alcohol use was assessed by the Alcohol Use Disorders 

Identification Test (AUDIT). This screening test was developed by the World Health 

Organization (WHO) as a simple, cross-nationally standardized method of screening for 

excessive drinking and to assist in brief assessment. The test is consistent with ICD-10 

definitions of alcohol dependence and harmful alcohol use (Allen, Litten, Fertig, & 

Babor, 1997; Saunders, Aasland, Babor, De la Fuente, & Grant, 1993). 

Wellbeing of participants was assessed by the Australian Unity Wellbeing Index, a test 

developed by the Australian Centre on Quality of Life at Deakin University with a 

national data average in the Australian population 

(http://www.australianunity.com.au/about-us/wellbeing). 

2.1.3.3 Procedure  

GDS 2014 was conducted between November 2013 and January 2014. The link to the 

anonym online questionnaire and the call for participation were published by the 

exclusive media partners of GDS in the 18 participating countries (Germany, UK, US, 

Australia, New Zealand, Switzerland, Hungary, Netherlands, Belgium, France, Denmark, 

Austria, Spain, Brazil, Canada, Republic of Ireland, Mexico, Scotland – in order of 

respective sample size). 

Statistical analysis 

Groups of clubbers and non-clubbers were created from the question of “How often do 

you go clubbing?”, with the possible answer-categories: (a) never, (b) more than 4 times 

a week, (c) 3-4 times a week, (d) once or twice a week, (e) once every fortnight, (f) once 

a month, (g) once every 3 months, (h) less than once every 3 months. Clubbers are defined 

as those who went clubbing at least once per month.  

Prevalence of use in clubbers and non-clubbers 

First the participant had to answer a question regarding life-time prevalence in order to 
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get all the other questions connected to the specific substance. After that questions for 

last 12 month and last week prevalence followed (yes/no), also age of first use was 

accessed. 

Subjective well-being and psychopathological factors in clubbers and non-clubbers 

Psychopathological questions were: (1) Have you ever been diagnosed with a mental 

illness? (yes/no), and if yes the participant could choose from the following options: (a) 

depression, (b) anxiety, (c) bipolar, (d) psychosis. (2) Have you ever been prescribed 

medication for psychiatric illness? (yes/no), and if yes the participant could choose from 

the following options: (a) antidepressants, (b) mood stabilizers, (c) antipsychotics. 

Questions regarding subjective well-being were: How satisfied are you with: (1) your 

standard of living, (2) your health, (3) what you are achieving in life, (4) your personal 

relationships, (5) how safe you feel, (6) feeling part of your community, (7) your future 

security, (8) your spirituality or religion. Participants had to answer the questions on a 

scale of 0 to 10, with 10 being the best possible.  

Harm reduction strategies for specific substances 

Common harm reduction strategies were listed, which differed for each substance. The 

participants had to choose (yes/no) which strategies they are already using. After this they 

had to rate how important they think this strategy is in reducing the risk of harm when 

using the specific substance (on a scale of 1 to 10, where 1 = not important at all, and 10 

= very important).  Participants also had to indicate if there was any impact of using this 

strategy on the enjoyment they get from the substance (on a scale from 1 to 5, where 1 = 

it reduces it a lot, and 5 = it increases it a lot). 

Statistical analyses were executed with the IBM SPSS Statistics 23 program. 

Independent-samples t-test was used to examine the potential statistically significant 

differences between clubbers and non-clubbers regarding the relevant aspects. Responses 

from persons with inconsistent responses, outlier values and deficient answers were not 

used for analysis. Normal distribution was tested with Shapiro-Wilk test of normality and 

Levene’s test for homogeneity of variances was performed. The data meets all necessary 

assumptions. Other differences between groups were examined with the chi-square test 

where applicable. In the analysis of harm reduction strategies for various substances 

simple t-test was applied.  
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2.1.4 Results 

Data on 3176 participants were analyzed for this study. 63 questionnaires were excluded 

from the analysis because their responses were either inconsistent, outlier or more than 

50 % of the questions were left unanswered.   

2.1.4.1 Sociodemographic characteristics of the sample 

Age of the Hungarian participants ranged from 16 to 67 years (mean age: 29.55, sd: 8.67). 

23.7% of the sample were female, 74.3% male and 2% were reluctant to share this 

information. 87.8% of the Hungarian sample lives in an urban environment. 

2.1.4.2 Clubbing  

Two groups were created according to the clubbing frequency of the respondents (Table 

2). Clubbers are defined as those who went clubbing at least once per month. This gives 

55.5 % of the whole sample. 1414 persons belonged to the non-clubber while 1762 

persons to the clubber group. 

Table 2 Clubbing frequency 

How often did you go clubbing last year? Frequency Percent 

never 404 12.5 

2 times per year 469 14.5 

4 times per year 541 16.7 

once per month 737 22.8 

once per fortnight 508 15.7 

1-2 times per week 489 15.1 

3-4 times per week 23 0.7 

5+ times per week 5 0.2 

Sub total 3176 98.1 

Missing or excluded 63 1.9 

Total 3239 100.0 
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2.1.4.3 Sociodemographic differences between clubbers and non-clubbers 

Differences in demographic variables were analyzed along the previous two groups and 

significance was tested with independent samples t-test and chi-square test. Mean age of 

clubbers (27.33) were significantly lower than non-clubbers (32.35), but there was no 

significant difference regarding the gender ratio of the two groups. Students were 

represented to a greater proportion in clubbers, however, employment and unemployment 

is also more common in this group than in non-clubbers (Table 3). 

Table 3 Sociodemographic differences between clubbers and non-clubbers 

 
Non-Clubbers 

(N=1414) 
Clubbers (N=1762) t-test/ χ2-test 

Age (mean, sd) 32.35 (9.43) 27.33 (7.26) t=16.92*** 

Gender (males N, %) 1065 (75.9%) 1323 (76%) χ2=0.01 

Students (N, %) 417 (13.2%) 882 (28%) χ2=138.44*** 

Unemployed (N, %) 254 (8.3%) 392 (12.8%) χ2=9.62** 

Working (N, %) 1066 (34.1%) 1222 (39.1%) χ2=15.03*** 

Notes: *p<0.05; **p<0.01; ***p<0.001 

2.1.4.4 Prevalence of drug use 

First, lifetime and last year prevalence data were calculated for all 134 drugs assessed in 

the survey. Figure 6 shows the thirty most popular drugs ever used by the respondents 

(N=3239).  
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Figure 6 Lifetime prevalence of drugs in the Hungarian sample 

According to the results, the three drugs with the highest lifetime prevalence values are 

legal drugs; alcohol, tobacco and energy drinks. The most popular illegal drugs are 

cannabis with 61.7%, MDMA (29.1%), magic mushrooms (26.6%), all types of 

amphetamines (26.0%), Cocaine (23.5%) and LSD (21.6%). Synthetic cannabis is only 

the 7th most widely tried illegal substance (16.1%). 

Concerning last year prevalence, only substances above 1% are presented on Figure 7. 
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Figure 7 Last year prevalence for drugs over 1% 

While the first section of the list compared to lifetime prevalence remained fairly 

unchanged, it is important to note that NPS other than synthetic cannabis also became 

part of the leaderboard. Mystery white powders (5%) is an umbrella term in GDS and 

refers to all those substances that people take without knowing exactly what the drug in 

fact contains. Benzodiazepines (6%) also seem to move forward on the list. 

2.1.4.5 Prevalence of use in clubbers and non-clubbers 

After we have reviewed the most widely tried drugs and the drugs that are recently 

popular in our sample, the lifetime, last year and last month prevalence values of last 

year’s most popular recreational drugs were compared between the clubber and non-

clubber groups (Figure 8 and Figure 9). 
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Figure 8 Lifetime prevalence in clubbers and non-clubbers 
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Figure 9 Last year prevalence by Clubbing 

On Table 4 the compared prevalence vales are listed for the most popular recreational 

drugs. 
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Table 4 Prevalence of recreational drug use in clubbers and non-clubbers 

 Prevalence 
% in Clubbers 

(N=1762) 

% in Non-

Clubbers (N=1414) 
% χ2 df 

Alcohol 

Lifetime 99.7 97.7 2 24.53*** 1 

Last year 97.4 90.1 7.3 77.19*** 1 

Last month 94 78 16 177.21*** 1 

Cannabis 

Lifetime 69.4 52.3 17.1 102.29*** 4 

Last year 47.3 25.5 21.8 163.01*** 4 

Last month 31.2 18 13.2 75.13*** 3 

MDMA 

Lifetime 34 23.1 10.9 60.39*** 2 

Last year 18.3 5.8 12.5 111.24*** 2 

Last month 8 1.6 6.4 65.32*** 2 

Amphetamines 

Lifetime 27.2 20.9 6.3 17.30*** 2 

Last year 15.4 6.9 8.5 56.20*** 2 

Last month 7.3 2.5 4.8 36.96*** 2 

Cocaine 

Lifetime 26.7 19.7 7 21.43*** 1 

Last year 13.8 5.6 8.2 58.60*** 1 

Last month 5.2 1.8 3.4 25.72*** 1 

Magic 

Mushrooms 

Lifetime 32 19.9 12.1 58.44*** 1 

Last year 13.5 4.9 8.6 66.87*** 1 

Last month 2.9 1.1 1.8 12.96*** 1 

Benzodiazepines 

Lifetime 11.9 14.1 -2.2 3.64* 1 

Last year 6.4 5.6 0.8 n.s.  

Last month 3.1 3.9 -0.8 n.s.  

LSD 

Lifetime 23.2 19.7 3.5 5.83** 1 

Last year 7.3 2.8 4.5 32.61*** 1 

Last month 1.9 0.6 1.3 10.51*** 1 

NPS 

Lifetime 25.5 16.3 9.2 42.1*** 6 

Last year 7.3 3.5 3.8 22.71*** 4 

Last month 2 1.4 0.6 n.s.  

Synthetic 

Cannabis 

Lifetime 20.1 11.4 8.7 44.25*** 1 

Last year 5.4 2.5 2.9 16.58*** 1 

Last month 1.6 1 0.6 n.s.  

Notes: *p<0.05; **p<0.01; ***p<0.001 

Clubbers have significantly higher lifetime, last year and last month prevalence than non-

clubbers in case of nearly all substances. The exceptions are benzodiazepines, last month 

prevalence of NPS and synthetic cannabis. For the latter two, however, means are higher 



50 

in the clubber group, but the difference is not statistically significant.  

Prevalence of NPS use was compared in details as well between clubbers and non-

clubbers. Nevertheless, last month prevalence in clubbers is higher only in case of 2cb 

and ketamine, while lifetime prevalence is higher for mephedrone, 2cb and salvia 

divinorum (Table 5).  

Table 5 Prevalence of NPS use in clubbers and non-clubbers 

 Prevalence 

% in 

Clubbers 

(N=1762) 

% in Non-

Clubbers 

(N=1414) 

% χ2 df 

Mephedrone 

Lifetime 9.9 6.0 3.9 15.63*** 1 

Last year 1.6 0.6 1 6.76*** 1 

Last month 0.3 0.2 0.1 n.s.  

2cb 

Lifetime 3.1 1.1 2 13.61*** 1 

Last year 1.6 0.5 1.1 8.61*** 1 

Last month 0.4 0.1 0.3 3.32* 1 

DMT 

Lifetime 2.3 2.2 0.1 n.s.  

Last year 1.2 0.8 0.4 n.s.  

Last month 0.2 0.4 -0.2 n.s.  

Kratom 

Lifetime 4.0 3.3 0.7 n.s.  

Last year 1.8 1.2 0.6 n.s.  

Last month 0.6 0.6 0 n.s.  

Ketamine 

Lifetime 7.8 7.2 0.6 n.s.  

Last year 2.3 0.8 1.5 11.68*** 1 

Last month 0.6 0.1 0.5 3.78* 1 

Salvia 

Lifetime 13.3 8.1 5.2 22.31*** 1 

Last year 0.8 1.3 -0.5 n.s.  

Last month 0.1 0.3 -0.3 n.s.  

Notes: *p<0.05; **p<0.01; ***p<0.001 

When looking at the age of first use of specific NPS, significant differences are found 

only with mephedrone, salvia and synthetic cannabis (Table 6). 
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Table 6 Age of first use of NPS 

  age SD  age T-score df P 

Mephedrone 
Clubber 21.67 4.56 

3.12 4.55 251 <0.001 
Non clubber 24.79 6.06 

2cb 
Clubber 24.07 4.16 

0.12 0.09 67 n.s. 
Non clubber 24.2 5.73 

DMT 
Clubber 26.13 6.44 

-0.59 -0.39 67 n.s. 
Non clubber 25.53 5.88 

Kratom 
Clubber 23.01 4.51 

1.07 1.11 111 n.s. 
Non clubber 24.09 5.76 

Ketamine 
Clubber 21.65 4.54 

0.83 1.32 239 n.s. 
Non clubber 22.48 5.07 

Salvia 
Clubber 20.71 4.32 

1.47 2.77 342 0.006 
Non clubber 22.19 5.21 

Sythetic Cannabis 
Clubber 21.89 5.25 

2.67 4.91 503 <0.001 
Non clubber 24.53 6.48 
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2.1.4.6 Subjective well-being and psychopathological factors in clubbers and non-

clubbers 

Table 7 Diagnosed mental illness and treatment in clubbers and non-clubbers  

 % within group % χ2 df P 

D
ia

g
n

o
se

d
 m

en
ta

l 
il

ln
es

s 

Depression 
Clubber 56 

-6 1.16 1 n.s. 
Non clubber 62 

Anxiety 
Clubber 55.2 

-0.4 0.005 1 n.s. 
Non clubber 55.6 

Bipolar 
Clubber 11.9 

-4 0.92 1 n.s. 
Non clubber 15.9 

Psychosis 
Clubber 3.7 

-1.6 0.4 1 n.s. 
Non clubber 5.3 

ADHD 
Clubber 5.2 

-0.1 0.001 1 n.s. 
Non clubber 5.3 

R
ec

ie
v

ed
 t

re
at

m
en

t 

Antidepressants 
Clubber 47.3 

-5.5 0.654 1 n.s. 
Non clubber 52.8 

Mood stabilazers 
Clubber 43 

-14 0.014 1 n.s. 
Non clubber 57 

Antipsychotics 
Clubber 5.5 

-3.4 0.89 1 n.s. 
Non clubber 8.9 

 

Although in all factors non-clubbers were higher represented, no significant results 

between clubbers and non-clubbers regarding psychopathology were found. 
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Figure 10 Subjective well-being in clubbers and non-clubbers 

Singnificant differences have been found in 6 of 8 factors regarding general subjective 

well-being in clubbers and non-clubbers: (1) standard of living (mean=-0.283; t=-3.763; 

df=3158; p<0.001), (2) health (mean=-0.273; t=-4.073; df=3157; p<0.001), (3) 

relationships (mean=-0.476; t=-5.975; df=3145; p<0.001), (4) feeling safe (mean=-

0.375; t=-4.479; df=3141; p<0.001), (5) community (mean=-0.747; t=-8.484; df=3148; 

p<0.001), and (6) future security (mean=-0.432; t=-4.572; df=3145; p<0.001). In all 6 

factors clubbers had significantly higher scores. No significant difference in scores 

between clubbers and non-clubber have been found in (1) achieving in life (mean=-

0.093; t=-1.118; df=3145; p=n.s.), and (2) spirituality (mean=-0.018; t=-1.248; 

df=2894; p=n.s.). 
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2.1.4.7 Harm reduction strategies for specific substances 

In this section harm reduction techniques concerning specific substances are compared 

from the aspects of 1, frequency of use, 2, perceived importance and 3, impact on the 

enjoyment of drug use.  

2.1.4.7.1 Alcohol 

Table 8 Alcohol harm reduction strategies 

ALCOHOL 

Question Strategy 

1 

Do you usually try and alternate 

water/non-alcoholic drinks with alcohol 

drinks on a day when you are drinking? 

Alternating alcoholic drinks with non-alcoholic 

drinks like water might reduce overall alcohol 

consumption and lessen the risk of a hangover. 

2 

Do you usually try and avoid buying 

alcoholic drinks as part of rounds (a 

collection of friends who take it turns to 

buy drinks for the whole group)? 

Avoiding drinking as part of buying rounds might 

reduce your overall consumption and spend. 

3 

Do you usually make sure you have some 

food in your stomach before you start a 

drinking session? 

Making sure to have food in the stomach before 

starting drinking can reduce of risk of getting drunk 

too quickly and ending the day feeling lousy and 

lessen the risk of a hangover. 

4 

Do you usually choose to drink 

beers/ciders/wine with lower levels of 

alcohol (abv%) when you drink alcohol? 

Choosing beers/ciders/wine with lower levels (%) 

alcohol can reduce alcohol and calorie consumption, 

overall alcohol intake and reduce your risk of a 

hangover. 

5 

Do you usually (more than 50% of the 

year) make sure you have at least 2 

alcohol free days per week? 

Having at least 2 alcohol free days each week can 

help to keep drinking under control,  reduce the risk 

of alcohol related harm and give the liver and other 

organs a break. 

6 

Do you usually try and keep your 

drinking within your country’s 

recommended safer drinking limits? 

Usually trying to keep drinking within the country’s 

recommended safer drinking limits can reduce overall 

risk of health problems. 

7 

Do you usually give yourself complete 

breaks from drinking alcohol for at least a 

couple of weeks each year especially after 

periods of heavier than normal drinking? 

Giving oneself complete breaks from drinking alcohol 

for at least a couple of weeks each year especially 

after periods of heavier than normal drinking can give 

the liver a break and remind oneself that you can have 

fun without drinking. 
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According to the results most used strategies among the participants is (1) „Having at 

least 2 alcohol free days per week” (91.9%, n=2542), (2) „Having some food before 

drinking” (88%, n=2442), and (3) „Choosing lower levels of abv%” (75.5%, n=2090).  

In order of importance in reducing the risk of harm when drinking alcohol in this sample 

are strategies (1) „Having some food before drinking” (av=8.17, SD=1.94), (2) „Having 

at least 2 alcohol free days per week” (av=8.06, SD=2.74), and (3) „Alternating 

water/non-alcoholic drinks with alcohol” (av=7.8 SD=2.31).  

In order of the impact of using this strategy on the enjoyment getting from drinking 

alcohol, the strategies which are affecting the enjoyment the least (or might even increase 

it) are (1) “Having at least 2 alcohol free days per week” (av=3.36, SD=0.94), (2) “Breaks 

from drinking alcohol for at least a couple of weeks each year” (av=3.3, SD=0.89), and 

(3) „Choosing lower levels of abv%” (av=3.22, SD=0.94). 

Independent sample t-test was conducted, to show differences in clubbers and non-

clubbers. According to the results, there is significant difference in levels of importance 

of the strategies (1) „Alternating water/non-alcoholic drinks with alcohol” (t=-3.724, 

df=1523, p<0.001), (2) “Avoiding to buy alcoholic drinks as part of rounds” (t=2.344, 

df=1165, p=0.019), (3) „Choosing lower levels of abv%” (t=2.637, df= 2040, p=0.008), 

and (4) “Having at least 2 alcohol free days per week” (t=-1.787, df=2458, p=0.074), 

which means clubbers find strategies (1) and (4) more important, than non-clubbers in 

reducing harm, when drinking alcohol. 
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Table 9 Alcohol harm reduction strategies bw clubbers and non-clubbers 

ALCOHOL 

Strategy of harm reduction 

% already 

using this 

strategy (N) 

 Mean SD 
T-

test 
Df P 

1 
Alternate water/non-

alcoholic drinks 
56.2 (1564) 

Importance 7.8 2.31 133.3 1552 <0.001 

Impact 3.04 0.85 140.2 1555 <0.001 

2 
Avoid buying alcoholic 

drinks as part of rounds 
43.3 (1202) 

Importance 5.18 3.14 56.7 1186 <0.001 

Impact 2.98 0.72 140.3 1180 <0.001 

3 
Having some food before 

drinking 
88 (2442) 

Importance 8.17 1.94 207.1 2427 <0.001 

Impact 3.18 1.04 150.2 2426 <0.001 

4 
Choosing lower levels of 

alcohol (abv%) 
75.5 (2090) 

Importance 6.48 2.66 110.6 2066 <0.001 

Impact 3.22 0.86 170.2 2072 <0.001 

5 
Having at least 2 alcohol 

free days per week? 
91.9 (2542) 

Importance 8.06 2.74 146.7 2499 <0.001 

Impact 3.36 0.94 177.4 2502 <0.001 

6 

Drinking according to 

country’s recommended 

safer drinking limits 

54.8 (1518) 

Importance 6.48 3.05 79.96 1489 <0.001 

Impact 3.11 0.75 160.1 1493 <0.001 

7 

Breaks from drinking 

alcohol for at least a 

couple of weeks each year 

56.3 (1556) 

Importance 7.52 2.66 109.9 1518 <0.001 

Impact 3.3 0.89 143.5 1523 <0.001 

 

2.1.4.7.2 Cannabis 

Table 10 Cannabis harm reduction strategies 

CANNABIS 

Question Strategy 

1 
When using cannabis do you usually use 

a vaporiser? 

Using a vaporiser when useing cannabis might reduce 

risk of lung damage (and cancer). 

2 

Do you usually avoid using cannabis 

during the day/work hours on a day that 

you use? 

Not smoking cannabis during the day / work hours 

might lead to performing more effectively while 

reducing the risk of tolerance (which also means 

getting stoned on less!). 

3 
Do you usually eat your cannabis (e.g. 

in baked goods or tea) instead of 

Eating cannabis would eliminate the risk of cancer and 

lung damage associated with smoking cannabis 
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CANNABIS 

Question Strategy 

smoking it ? (accepting that eating cannabis leads to a different sort 

of ‘stone’ which can be longer lasting /less 

predictable). 

4 
Do you usually avoid driving or cycling 

when you have used cannabis? 

Not driving or cycling within 8-12 hours of  using 

cannabis could reduce your risk of a road traffic 

accidents. 

5 

Do you usually avoid inhaling deeply 

and holding the smoke inside your lungs 

for more than a second or two when you 

use cannabis? 

Most of the substances are absorbed in the upper part 

of the lungs after the first second or two after inhaling, 

so there is no need to hold the smoke. Also holding the 

smoke in the lungs just deposits more tar and other 

dangerous substances deep inside the lungs 

6 

If you use a bong / water pipe do you 

usually make sure you clean out the 

water and bowl regularly between 

smoking sessions ? 

Cleaning out the water and bowl regularly between 

smoking sessions’ might reduce exposure to tar and 

other possibly harmful impurities. 

7 

On a day that you use cannabis, do you 

usually set a limit for how much you 

will use? 

‘Setting a limit for how much cannabis you will use on 

a day when you are using’ might help the usage going 

out of control and reduce the risk of other problems. 

8 

Do you usually smoke outdoor/non-

hydro cannabis (or resin/hash?) instead 

of hydroponically grown cannabis (high 

potency/skunk)? 

Smoking outdoor/non hydro (lower potency) cannabis 

(or resin/hash) could reduce the exposure to harmful 

chemicals and the risk of developing problems such as 

dependence and mental health symptoms. 

9 

Do you have breaks from using 

cannabis of at least 3-4 weeks duration 

during the year? 

Having regular breaks from using cannabis of several 

weeks duration at least a couple of times each year 

might reduce risks of developing problems such as 

dependence, lung damage and mental health 

symptoms. 

 

According to the results most used strategies among the participants is (1) „ Avoid using 

cannabis during the day/work hours” (83.8%, n=655), (2) „ Avoid driving or cycling 

when you have used cannabis” (69.5%, n=540), and (3) „ Have breaks from using 

cannabis of at least 3-4 weeks duration during the year” (60%, n=464).  

In order of importance in reducing the risk of harm when using cannabis in this sample 

are strategies (1) „Avoid driving or cycling when you have used cannabis” (av=8.25, 

SD=2.32), (2) „Using a vaporiser” (av=7.75, SD=2.18) and (3) „ Avoid using cannabis 
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during the day/work hours” (av=7.24, SD=2.91).  

In order of the impact of using this strategy on the enjoyment getting from using cannabis, 

the strategies which are affecting the enjoyment the least (or might even increase it) are 

(1) “Have breaks from using cannabis of at least 3-4 weeks duration during the year” 

(av=3.62, SD=0.99), (2) “Clean out water and bowl when using a bong” (av=3.59, 

SD=0.91), and (3) „Eat cannabis, instead of smoking it” (av=3.58, SD=1.44). Result 

show, that in case of cannabis, the most used strategies, and most important strategies are 

very different from those which participants rated as have least impact on enjoyment. 

New strategies, which increase enjoyment and reduce harm, could be integrated in 

everyday use. 

Independent sample t-test was conducted, to show differences in clubbers and non-

clubbers, but no significant differences in strategies were found. 
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Table 11 Cannabis harm reduction strategies in clubbers and non-clubbers 

CANNABIS 

Strategy of harm reduction 

% already 

using this 

strategy 

(N) 

 Mean SD 
T-

test 
Df P 

1 use a vaporiser 1.1 (9) 
Importance 7.75 2.18 10.02 7 <0.001 

Impact 3.43 1.27 7.12 6 <0.001 

2 
avoid using cannabis during 

the day/work hours 
83.8 (655) 

Importance 7.24 2.91 62.85 639 <0.001 

Impact 3.36 0.86 98.67 638 <0.001 

3 

eat your cannabis (e.g. in 

baked goods or tea) instead of 

smoking it 

1.5 (12) 

Importance 6.58 2.93 7.76 11 <0.001 

Impact 3.58 1.44 8.61 11 <0.001 

4 
avoid driving or cycling when 

you have used cannabis 
69.5 (540) 

Importance 8.25 2.32 81.04 522 <0.001 

Impact 3.12 0.79 89.51 526 <0.001 

5 

avoid inhaling deeply and 

holding the smoke inside your 

lungs for more than a second 

or two 

22.1 (171) 

Importance 5.81 2.51 30.03 166 <0.001 

Impact 2.95 0.92 40.83 165 <0.001 

6 

If you use a bong / water pipe 

do you usually make sure you 

clean out the water and bowl 

regularly 

49.5 (382) 

Importance 7.14 2.49 55.38 372 <0.001 

Impact 3.59 0.91 75.79 369 <0.001 

7 
usually set a limit for how 

much you will use 
39.5 (304) 

Importance 6.88 2.46 48.01 295 <0.001 

Impact 3.09 0.83 63.91 297 <0.001 

8 

usually smoke outdoor/non-

hydro cannabis (or 

resin/hash?) instead of 

hydroponically grown 

cannabis (high potency/skunk) 

49.8 (362) 

Importance 3.98 2.75 26.62 338 <0.001 

Impact 2.84 0.79 66.09 340 <0.001 

9 

have breaks from using 

cannabis of at least 3-4 weeks 

duration during the year 

60 (464) 

Importance 6.41 2.82 47.86 443 <0.001 

Impact 3.62 0.99 77.07 445 <0.001 
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2.1.4.7.3 MDMA 

Table 12 MDMA harm reduction strategies 

MDMA 

Question Strategy 

1 

Do you usually test a new batch by 

taking a small amount first (half a pill 

or less/quarter of your usual dose of 

MDMA powder) and waiting for at 

least 90 minutes before re-dosing? 

Testing a new batch of MDMA by trying a fraction of 

the normal dose before taking the full dose might 

reduce the risk of harm should the pill or powder 

contain something dangerous (eg PMA) or be stronger 

than expected. 

2 

Do you usually make sure that you stay 

well hydrated by drinking lots of water 

and other non-alcoholic drinks through 

the course of an MDMA session? 

Staying well hydrated might reduce the risk of 

dehydrating / overheating without significantly 

reducing your enjoyment of using MDMA 

3 

Do you usually check user forums / pill 

test sites before taking a new ecstasy 

pill? 

Checking user forums / pill test sites before taking a 

new pill  might reduce the risk (but not eliminate it) 

by giving more information about the composition of 

drugs 

4 

When you use MDMA as part of group 

do you usually get one person to test 

new batch by taking a small amount 

first? 

Testing a new batch of MDMA within a group like 

this to make sure it seems OK before everyone else 

takes them, might reduce risk of oneself and others of 

being exposed to high doses of MDMA  or 

unwanted/potentially dangerous substances. 

5 

Do you usually make sure that you take 

regular rest/take breaks from physical 

activity when you are out clubbing and 

using MDMA? 

Resting/taking breaks from physical activity when 

using MDMA might reduce the risk of overheating 

and dehydration 

6 
Do you usually leave a gap of at least 4 

weeks between MDMA sessions? 

‘Waiting at least 4 weeks between MDMA sessions’ 

might give the body and brain time to recover and 

educe overall risks. 

7 

Do you usually make sure you get 

regular sleep after a period of MDMA 

use? 

‘Getting regular sleep after a period of MDMA use’ 

improves body and brains ability to recover normal 

function more quickly. 

8 

Do you usually make sure you eat 

properly after a period of MDMA use 

(even if you don’t feel hungry)? 

‘Making sure to eat properly after a period of MDMA 

use, even when not feeling hungry’ improves body 

and brains ability to recover normal function more 

quickly. 
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MDMA 

Question Strategy 

9 

Do you usually set a limit for how 

much you will use on a day  that you 

use? 

All the research shows that any risk of harm of 

MDMA increases the more you take, so‘setting a limit 

for how much MDMA will be used on a day of usage’ 

might help keep the usage under control. 

10 

Do you usually drink less than 6 

standard alcoholic drinks (equivalent to 

about half bottle of wine OR 3 x 330 ml 

bottles of 5% beers OR 6 single 

measures of spirits) when you use 

MDMA? 

‘Drinking less than 6 (preferably much less or 

nothing) standard alcoholic drinks when using 

MDMA would reduce the risk of dehydration and the 

need for emergency medical treatment whilst limiting 

the dampening effect that alcohol can have on 

MDMA’s sought after effects. 

11 

Do you avoid using MDMA when you 

are feeling 

depressed/anxious/physically worn out? 

Using drugs when feeling 

depressed/anxious/physically worn out generally 

makes you feel worse. 

 

According to the results most used strategies among the participants is (1) „Make sure 

that you stay well hydrated” (93.6%, n=146), (2) „ Make sure you get regular sleep” 

(83.1%, n=128), and (3) „Leave a gap of at least 4 weeks” (66.2%, n=102).  

In order of importance in reducing the risk of harm when using MDMA the strategies are 

(1) “Make sure that you stay well hydrated” (av=9.24, SD=1.39), (2) „ check user forums 

/ pill test sites before taking a new ecstasy pill” (av=8.66, SD=1.54), and (3) „ test a new 

batch by taking a small amount first” (av=8.59 SD=1.78).  

In order of the impact of using this strategy on the enjoyment getting from using MDMA, 

the strategies which are affecting the enjoyment the least (or might even increase it) are 

(1) “Leave a gap of at least 4 weeks between MDMA sessions” (av=3.39, SD=0.89), (2) 

“Get one person to test new batch by taking a small amount first” (av=3.56, SD=1.04), 

and (3) „Check user forums / pill test sites before taking a new ecstasy pill” (av=3.47, 

SD=1.04). 

Independent sample t-test was conducted, to show differences in clubbers and non-

clubbers, but no significant differences in strategies were found. 
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Table 13 MDMA harm reduction strategies in clubbers and non-clubbers 

MDMA 

Strategy of harm reduction 

% 

already 

using 

this 

strategy 

(N) 

 Mean SD 
T-

test 
Df P 

1 
test a new batch by taking a 

small amount first 

53.2 

(83) 

Importance 8.59 1.78 43.94 82 <0.001 

Impact 3.05 1.08 25.69 82 <0.001 

2 

make sure that you stay well 

hydrated by drinking lots of 

water and other non-alcoholic 

drinks 

93.6 

(146) 

Importance 9.24 1.39 79.76 143 <0.001 

Impact 3.4 1.04 46.54 142 <0.001 

3 

check user forums / pill test 

sites before taking a new 

ecstasy pill 

38.7 

(60) 

Importance 8.66 1.54 42.94 58 <0.001 

Impact 3.47 1.04 25.66 58 <0.001 

4 
get one person to test new batch 

by taking a small amount first 

11.5 

(18) 

Importance 7.59 2.42 12.9 16 <0.001 

Impact 3.56 1.04 14.48 17 <0.001 

5 

take regular rest/take breaks 

from physical activity when you 

are out clubbing 

62.6 

(97) 

Importance 7.71 1.78 42.37 95 <0.001 

Impact 3.17 0.89 34.51 94 <0.001 

6 
leave a gap of at least 4 weeks 

between MDMA sessions 

66.2 

(102) 

Importance 7.08 2.54 27.91 100 <0.001 

Impact 3.69 0.89 41.84 101 <0.001 

7 
make sure you get regular sleep 

after a period of MDMA use 

83.1 

(128) 

Importance 8.23 2.06 44.94 126 <0.001 

Impact 3.44 0.79 48.52 125 <0.001 

8 
make sure you eat properly 

after a period of MDMA use 

54.2 

(84) 

Importance 8.08 1.78 41.17 82 <0.001 

Impact 3.13 0.78 36.29 81 <0.001 

9 
usually set a limit for how much 

you will use on a day 

60.8 

(93) 

Importance 8.11 1.98 39.36 92 <0.001 

Impact 3.14 0.81 37.75 92 <0.001 

10 
drink less than 6 standard 

alcoholic drinks 

37.3 

(57) 

Importance - - - - - 

Impact - - - - - 

11 

avoid using MDMA when you 

are feeling depressed / anxious / 

physically worn out 

43.5 

(67) 

Importance 7.27 2.22 26.09 63 <0.001 

Impact 3.46 0.87 31.32 62 <0.001 
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2.1.4.7.4 Stimulants 

Table 14 Stimulants harm reduction strategies 

STIMULANTS – cocaine, mephedrone, amphetamine 

Question Strategy 

1 

Do you usually test a new batch by taking a 

small amount first (quarter of your usual dose 

of cocaine/mephedrone/amphetamine powder) 

and waiting for at least 30 minutes before re-

dosing? 

Testing a new batch of 

cocaine/mephedrone/amphetamine powder 

might reduce risk of accidentally taking too 

much/exposing oneself to a drug they were not 

expecting. 

2 

Do you usually make sure that you stay well 

hydrated by drinking non-alcoholic drinks 

through the course of the session when you use 

cocaine/mephedrone/amphetamine? 

Staying well hydrated might reduce risk of 

dehydration / overheating. 

3 

Do you usually use your own straw, tube or 

money note when snorting 

cocaine/mephedrone/amphetamine powder? 

Using own straw/tube might reduce risk of 

getting blood borne diseases. 

4 

Do you usually grind up / chop up your 

powder very finely when you snort    

cocaine/mephedrone/amphetamine powder? 

Grinding up / chopping up the powder very 

finely might reduce your risk of nasal damage, 

waste and make the drugs go further. 

5 

Do you usually make sure that you rest/take 

breaks from physical activity when using 

cocaine/mephedrone/amphetamine? 

Resting/taking breaks from physical activity 

when using cocaine/mephedrone/amphetamine 

might reduce risk of overheating / dehydrating. 

6 

Do you usually avoid taking other stimulant 

drugs (eg MDMA, Energy Drinks) when you 

use cocaine/mephedrone/amphetamine ? 

Avoiding taking other stimulant drugs when 

using cocaine/mephedrone/amphetamine might 

reduce health risks from overstressing the 

system and minimising the comedowns. 

7 

Do you usually make sure you get regular 

sleep after a period of using 

cocaine/mephedrone/amphetamine? 

Getting regular sleep after a period of using 

cocaine/mephedrone/amphetamine might 

reduce risk of developing mood problems and 

as well as speeding up recovery after using 

drugs. 

8 

Do you usually make sure you eat properly 

during/ after a period of 

cocaine/mephedrone/amphetamine use, even if 

you don’t feel hungry? 

Eating properly after a period of 

cocaine/mephedrone/amphetamine’ use might 

lessen your comedown and speed up your 

recovery after using drugs. 

9 
Do you usually set a limit for how much you 

will use on a day you use 

‘Setting a limit for how much you will use on a 

day you use’ might reduce risk of losing control 
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STIMULANTS – cocaine, mephedrone, amphetamine 

Question Strategy 

cocaine/mephedrone/amphetamine’? over usage. 

10 

Do you usually drink less than 6 standard 

alcoholic drinks (about half bottle of wine or 3 

beers or 6 single measures of   spirits) when 

using cocaine/mephedrone/amphetamine’  ? 

Not drinking excessively (ideally avoiding 

alcohol altogether) when using stimulant drugs 

reduces risk of dehydration, overheating , heart 

problems, violence and might reduce the 

amount of drugs one ends up using. 

11 

Do you usually avoid using 

cocaine/mephedrone/amphetamine’ when you 

are feeling depressed/ anxious/ paranoid/ 

physically worn out? 

Using cocaine/mephedrone/amphetamine when 

feeling depressed/anxious/physically worn will 

probably make you feel worse. 

12 

Do you usually use nasal douches (e.g wash 

your nose out with saline ) or use cream on the 

inside of your nose after a session of snorting 

cocaine/mephedrone/amphetamine powder? 

Using nasal douches (e.g washing your nose 

out) / use cream on the inside of your nose 

might reduce nasal soreness and bleeding. 

 

According to the results most used strategies among the participants is (1) „ Grind up / 

chop up your powder very finely when you snort” (87.8%, n=245), (2) „Make sure that 

you stay well hydrated” (84.5%, n=207), and (3) „Make sure you get regular sleep after 

a period of using” (77.8%, n=186).  

In order of importance in reducing the risk of harm when using stimulants the strategies 

are (1) “Make sure that you stay well hydrated” (av=8.74, SD=1.365), (2) „Test a new 

batch by taking a small amount first” (av=8.66, SD=1.573), and (3) “Set a limit for how 

much you will use on a day you use” (av=8.64 SD=1.74).  

In order of the impact of using this strategy on the enjoyment getting from using 

stimulants, the strategies which are affecting the enjoyment the least (or might even 

increase it) are (1) “Grind up / chop up your powder very finely when you snort” 

(av=3.58, SD=0.97), (2) “Avoid using when you are feeling depressed/ anxious/ paranoid/ 

physically worn out” (av=3.56, SD=1.04), and (3) „Make sure you get regular sleep after 

a period of using” (av=3.56, SD=0.91). 

Independent sample t-test was conducted, to show differences in clubbers and non-

clubbers, but no significant differences in strategies were found. 
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Table 15 Stimulants harm reduction strategies in clubbers and non-clubbers 

STIMULANTS 

Strategy of harm reduction 

% already 

using this 

strategy (N) 

 Mean SD T-test Df P 

1 

test a new batch by 

taking a small amount 

first 

50.8 (123) 

Importance 8.66 1.73 54.21 117 <0.001 

Impact 3.23 0.94 37.05 117 <0.001 

2 
make sure that you stay 

well hydrated 
84.5 (207) 

Importance 8.74 1.65 74.37 197 <0.001 

Impact 3.55 0.89 55.66 194 <0.001 

3 

use your own straw, tube 

or money note when 

snorting 

60.8 (245) 

Importance 6.34 3.01 24.87 138 <0.001 

Impact 3.12 0.53 69.31 138 <0.001 

4 

grind up / chop up your 

powder very finely when 

you snort 

87.8 (245) 

Importance 5.61 2.91 27.30 202 <0.001 

Impact 3.82 0.81 66.96 202 <0.001 

5 

make sure that you 

rest/take breaks from 

physical activity 

54.4 (131) 

Importance 7.76 2.27 37.27 118 <0.001 

Impact 3.39 0.72 50.87 118 <0.001 

6 
avoid taking other 

stimulant drugs 
40 (96) 

Importance 7.61 2.43 29.125 86 <0.001 

Impact 3.09 0.84 34.16 86 <0.001 

7 

make sure you get 

regular sleep after a 

period of using 

77.8 (186) 

Importance 8.61 1.68 67.31 172 <0.001 

Impact 3.56 0.91 51.47 169 <0.001 

8 

make sure you eat 

properly during/ after a 

period of using 

46.9 (112) 

Importance 8.17 2.04 40.84 103 <0.001 

Impact 3.17 0.85 37.32 101 <0.001 
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STIMULANTS 

Strategy of harm reduction 

% already 

using this 

strategy (N) 

 Mean SD T-test Df P 

9 

set a limit for how much 

you will use on a day you 

use 

40.2 (96) 

Importance 8.64 1.74 45.63 84 <0.001 

Impact 3.15 0.95 32.07 84 <0.001 

10 
drink less than 6 standard 

alcoholic drinks 
50 (120) 

Importance 6.95 2.62 28.06 111 <0.001 

Impact 3.17 0.91 44.96 111 <0.001 

11 

avoid using when you are 

feeling depressed/ 

anxious/ paranoid/ 

physically worn out 

38.1 (91) 

Importance 8.01 2.13 34.22 82 <0.001 

Impact 3.58 0.97 33.78 83 <0.001 

12 

use nasal douches or use 

cream on the inside of 

your nose after a session 

of snorting 

21 (50) 

Importance 7.28 2.31 21.51 46 <0.001 

Impact 3.38 0.64 35.98 46 <0.001 

 

2.1.4.7.5 New Drugs 

Table 16 New drugs harm reduction strategies 

NEW DRUGS 

Question Strategy 

1 

When taking a new drug for the 

first time do you do usually take 

a ‘test dose’ by taking a quarter 

of pill or a fraction of the 

assumed dose and waiting at 

least 60-90 minutes before re-

dosing? 

Unknown drugs vary widely in potency, time to onset of effect 

and duration of action so you need to be super careful when 

starting out with something new or unknown. Using a test dose 

and waiting for at least 90 minutes (preferably 2 hours or 

more) before taking another dose when taking a new drug for 

the first time might reduce your risks of overdosing. 

2 

Do you usually talk to someone 

you trust who has taken the drug 

to get advice on dose / effect and 

route of use before you first take 

Talking to someone you trust who has taken the drug before 

might provide you with useful information and reduce your 

risks of having an unwanted experience . 
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NEW DRUGS 

Question Strategy 

it for the first time? 

3 

Do you do usually do research 

online to learn about dose, route, 

effect and the risks of a new drug 

before you try it? 

Some research on-line to try and learn about dose, route, effect 

and risks might reduce your risk by making you better 

informed about what you are taking. 

4 

Do you usually make sure that 

you try new drug for the first 

time at home or in another safe 

place? 

Trying a new drug for the first time at home or in another safe 

place might be less risky than taking a new drug with 

uncertain effects outside home or in an unfamiliar 

environment and might reduce your risk of having unwanted 

experiences. 

5 

Do you usually make sure that 

you have no other drugs or 

alcohol in your system before 

trying a new drug for the first 

time? 

Having bad time on drugs increases if you use lots of different 

drugs or add alcohol. With experience people can learn to mix 

with less risk. But when you don’t know the drug you won’t 

know what mixing it with other drugs or alcohol will do. 

Having no other drugs or alcohol in your system before trying 

new drug for the first time you might reduce your risks of 

unknown and potentially dangerous interactions. 

6 

Do you usually make sure you 

tell someone else what you have 

taken when you take a new drug 

for the first time? 

Telling someone what you think you have taken when using a 

new drug for the first time, they can get help if you run into 

trouble, which might reduce your risks of harm. 

7 

Do you usually avoid taking 

other drugs or alcohol in the 

hours following your first use 

with a new drug? 

Avoiding taking other drugs or alcohol in the hours following 

your first use with a new drug might reduce your risk of 

unknown and potentially dangerous interactions. 

 

The results show, that the most used strategies among the participants are (1) „Talk to 

someone you trust who has taken the drug to get advice on dose / effect and route of use” 

(67%, n=1399), (2) „Make sure that you try new drug for the first time at home or in 

another safe place” (57.6%, n=1153), and (3) „Tell someone else what you have taken 

when you take a new drug for the first time” (52.9%, n=1042).  

In order of importance in reducing the risk of harm when using a new drug in this sample 

are strategies (1) „Take a ‘test dose’ by taking a quarter of pill or a fraction of the assumed 
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dose and waiting at least 60-90 minutes” (av=8.94, SD=1.72), (2) „Talk to someone you 

trust who has taken the drug to get advice on dose / effect and route of use” (av=8.76, 

SD=1.63), and (3) „Do research online to learn about dose, route, effect and the risks” 

(av=8.68, SD=1.69).  

In order of the impact of using this strategy on the enjoyment getting from using a new 

drug, the strategies which are affecting the enjoyment the least (or might even increase 

it) are (1) “Make sure that you try new drug for the first time at home or in another safe 

place” (av=3.57, SD=0.97), (2) “No other drugs or alcohol in your system before trying 

a new drug” (av=3.55, SD=0.95), and (3) „Do research online to learn about dose, route, 

effect and the risks” (av=3.54, SD=0.93). 

Independent sample t-test was conducted, to show differences in clubbers and non-

clubbers, but no significant differences in strategies were found. 
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Table 17 Alcohol harm reduction strategies in clubbers and non-clubbers 

NEW DRUG 

Strategy of harm reduction 

% already 

using this 

strategy 

(N) 

 mean SD 
T-

test 
df p 

1 

take a ‘test dose’ by taking a 

quarter of pill or a fraction 

of the assumed dose and 

waiting at least 60-90 

minutes 

39 (845) 

Importance 8.94 1.72 147.9 811 <0.001 

Impact 3.02 1.01 84.36 787 <0.001 

2 

talk to someone you trust 

who has taken the drug to 

get advice on dose / effect 

and route of use 

67 (1399) 

Importance 8.76 1.63 197.9 1361 <0.001 

Impact 3.52 0.95 135.9 1352 <0.001 

3 

do research online to learn 

about dose, route, effect and 

the risks 

47.7 (967) 

Importance 8.68 1.69 157.3 945 <0.001 

Impact 3.54 0.93 116.2 935 <0.001 

4 

make sure that you try new 

drug for the first time at 

home or in another safe 

place 

57.6 (1153) 

Importance 8.60 1.79 160.6 1127 <0.001 

Impact 3.57 0.97 122.3 1116 <0.001 

5 

no other drugs or alcohol in 

your system before trying a 

new drug 

44.4 (876) 

Importance 8.64 1.82 138.2 853 <0.001 

Impact 3.55 0.95 107.9 848 <0.001 

6 

tell someone else what you 

have taken when you take a 

new drug for the first time 

52.9 (1042) 

Importance 7.69 2.47 98.4 1006 <0.001 

Impact 3.25 0.71 146.1 1004 <0.001 

7 

avoid taking other drugs or 

alcohol in the hours 

following your first use with 

a new drug 

39.6 (779) 

Importance 8.18 2.12 105.5 743 <0.001 

Impact 3.37 0.87 106.1 751 <0.001 
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2.1.4.7.6 Mushrooms/LSD 

Table 18 Musrooms / Lsd harm reduction strategies 

MUSROOMS / LSD 

Question Strategy 

1 
Do you usually make sure you get your LSD 

from a reliable and trusted source? 

Getting LSD from a reliable and trusted source 

might reduce the risks associated with LSD use. 

2 
Do you usually avoid using stimulant drugs 

during a magic mushroom or LSD session? 

Avoiding using stimulant (such as cocaine 

/amphetamine)  drugs when taking magic 

mushrooms/LSD might reduce your risk of 

anxiety / panic /paranoia. 

3 

Do you usually test dose your mushrooms/LSD 

before a full trip (by taking a smaller dose than a 

full trip dose) and waiting at least 60 minutes 

before re-dosing (taking a further dose)? 

Test dosing magic mushrooms/LSD before a 

full trip might reduce your risk of taking too 

big a dose. 

4 

Do you usually leave enough time between trips 

with LSD/magic mushrooms to integrate (make 

sense of / understand) the experience? 

It’s important to leave enough time between 

psychedelic experiences to allow you to 

accommodate and process the experience. 

5 

Do you always avoid driving or cycling after 

(within 24 hours) you have used magic 

mushrooms/LSD? 

Driving under the influence of these drugs or 

even some hours after you feel ‘normal’ can 

increase your risk of road accidents, so it’s best 

to give at least 24 hours to recover. 

6 

Do you usually plan your psychedelic session 

(trip) with LSD/mushrooms in advance (that is, 

think about where you will be, what you will be 

doing and who you will be with)? 

Planning your trip (thinking about where you 

will be, what you will be doing, what you want 

from the experience and who you will be with) 

might reduce risk of having an unpleasant 

experience (‘bad trip’). 

7 

Do you usually set a limit for how much you 

will use on a day you use magic 

mushrooms/LSD? 

‘Setting a limit for how much you will use on a 

day you use’ might help control the use and 

reduce overall risk. 

8 

Do you usually make sure there is a trusted, 

experienced psychedelic drug user or non-

tripping friend around? 

‘Making sure there is a trusted, experienced 

psychedelic drug user or non-tripping friend’ to 

keep an eye on you and take care of you should 

you have an unwanted / unpleasant experience 

might reduce your risk. 

9 

Do you usually avoid using magic 

mushrooms/LSD when you are feeling 

depressed/anxious/physically worn out? 

You are most likely to have a positive 

experience when you are feeling well and 

positive in yourself and that using when you’re 
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MUSROOMS / LSD 

Question Strategy 

not in a good place mentally/physically might 

make it more likely you will have a less 

pleasant experience /bad trip. 

 

The most used strategies among the participants are (1) „Leave enough time between trips 

with LSD/magic mushrooms to integrate” (93.8%, n=331), (2) „ Avoid driving or cycling 

after (within 24 hours) you have used magic mushrooms/LSD” (88.4%, n=331), and (3) 

„ plan your psychedelic session (trip) with LSD/mushrooms in advance” (84.6%, n=296).  

In order of importance in reducing the risk of harm when using LSD in this sample are 

strategies (1) „ Avoid driving or cycling after (within 24 hours) you have used magic 

mushrooms/LSD” (av=9.17, SD=1.47), (2) „Avoid using magic mushrooms/LSD when 

you are feeling depressed/anxious/physically worn out” (av=8.73, SD=1.74), and (3) 

„Plan your psychedelic session (trip) with LSD/mushrooms in advance” (av=8.71, 

SD=1.83).  

In order of the impact of using this strategy on the enjoyment getting from using LSD, 

the strategies which are affecting the enjoyment the least (or might even increase it) are 

(1) “Plan your psychedelic session (trip) with LSD/mushrooms in advance” (av=4.55, 

SD=0.79), (2) “Avoid using magic mushrooms/LSD when you are feeling 

depressed/anxious/physically worn out” (av=4.22, SD=1.74), and (3) “Make sure you get 

your LSD from a reliable and trusted source” (av=4.13, SD=0.96). 

Independent sample t-test was conducted, to show differences in clubbers and non-

clubbers, but no significant differences in strategies were found. 
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Table 19 Mushroom/LSD harm reduction strategies in clubbers and non-clubbers 

MUSROOMS / LSD 

Strategy of harm reduction 

% 

already 

using 

this 

strategy 

(N) 

 Mean SD T-test Df P 

1 

make sure you get your LSD 

from a reliable and trusted 

source 

73.8 

(121) 

Importance 8.57 1.87 49.66 117 <0.001 

Impact 4.13 0.96 44.83 116 <0.001 

2 

usually avoid using stimulant 

drugs during a magic 

mushroom or LSD session 

71.2 

(252) 

Importance 7.69 2.57 46.65 243 <0.001 

Impact 3.67 1.04 54.08 238 <0.001 

3 
test dose your mushrooms/LSD 

before a full trip 

32.4 

(114) 

Importance 7.93 1.98 41.98 109 <0.001 

Impact 3.31 1.09 31.84 109 <0.001 

4 

leave enough time between 

trips with LSD/magic 

mushrooms to integrate 

93.8 

(331) 

Importance 8.07 2.41 59.44 315 <0.001 

Impact 4.06 0.96 74.77 313 <0.001 

5 

avoid driving or cycling after 

(within 24 hours) you have 

used magic mushrooms/LSD 

88.4 

(311) 

Importance 9.17 1.47 106.44 293 <0.001 

Impact 3.36 0.87 65.89 296 <0.001 

6 

plan your psychedelic session 

(trip) with LSD/mushrooms in 

advance 

84.6 

(296) 

Importance 8.71 1.83 80.4 287 <0.001 

Impact 4.55 0.79 97.12 285 <0.001 

7 

set a limit for how much you 

will use on a day you use magic 

mushrooms/LSD 

64.7 

(225) 

Importance 8.17 2.15 55.79 216 <0.001 

Impact 3.71 0.92 58.67 214 <0.001 

8 

make sure there is a trusted, 

experienced psychedelic drug 

user or non-tripping friend 

57.8 

(201) 

Importance 8.67 1.64 73.68 194 <0.001 

Impact 4.02 0.95 59.26 195 <0.001 

9 

avoid using magic 

mushrooms/LSD when you are 

feeling 

depressed/anxious/physically 

worn out 

84.5 

(295) 

Importance 8.73 1.74 83.8 279 <0.001 

Impact 4.22 1.01 71.14 283 <0.001 
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Figure 11 Harm reduction strategies in order of importance 

When ranking all the harm reduction strategies in order of importance, alcohol and 

cannabis are not present in the top 10. Overall most important strategies are: (1) in case 

of MDMA: “Make sure that you stay well hydrated” (av=9.24, SD=1.39), (2) „Avoid 

driving or cycling after (within 24 hours) you have used magic mushrooms/LSD” 

(av=9.17, SD=1.47), and (3) in case of new drugs: „Take a ‘test dose’ by taking a quarter 

of pill or a fraction of the assumed dose and waiting at least 60-90 minutes” (av=8.94, 

SD=1.72). 
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Figure 12 Harm reduction strategies in order of impact on enjoyment 

When ranking all harm reduction strategies in order of impact on usage, and improving 

enjoyment, only three substances make it to the top 10: LSD, stimulants and cannabis. 

Over all greatest impact on enjoyment of use are the following strategies: (1) “Plan your 

psychedelic session (trip) with LSD/mushrooms in advance” (av=4.55, SD=0.79), (2) 

“Avoid using magic mushrooms/LSD when you are feeling depressed/anxious/physically 

worn out” (av=4.22, SD=1.74), and (3) “Make sure you get your LSD from a reliable and 

trusted source” (av=4.13, SD=0.96). 

2.1.5 Discussion 

2.1.5.1 Limitations 

This is not a nationally representative sample, but it does represent one of the largest 

studies of current recreational drug users ever conducted in Hungary. The study provides 

a useful snapshot of what drugs are being used by those who go out and those who do 

not, what are the current trends of drug use and how these drugs and the applied harm 

reduction techniques are impacting upon people’s lives. 

2.1.5.2 Discussion of results 

Due to the purposive sampling, more than half of the Hungarian sample go out clubbing 

on a regular basis, therefore the planned comparison between clubbers and non-clubbers 

became possible as intended.  
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In line with the literature telling that recreational drug use and clubbing is not 

interpretable in terms of ‘deviance’, I did not expect significant differences between the 

groups concerning sociodemographic variables or indices of mental health and subjective 

well-being (Calafat et al., 1999; Dorn, 1991; Thornton, 1996). Results showed that indeed 

clubbers either had the same characteristics as non-clubbers in terms of sociodemographic 

variable or had even favorable qualities. The only significant difference was between the 

ages of the groups, which is also logical knowing that normalization of drug use and less 

frequent clubbing comes with age and having different social roles (e.g. having children) 

(Parker et al., 1995). The same can be observed with the variables of mental health and 

interestingly, clubbers regarding subjective well-being showed significantly better 

results. 

According to the findings, the three drugs with the highest lifetime prevalence values in 

the sample are legal drugs; alcohol, tobacco and energy drinks. The most popular illegal 

drugs are cannabis with 61.7%, MDMA (29.1%), magic mushrooms (26.6%), all types 

of amphetamines (26.0%), Cocaine (23.5%) and LSD (21.6%). Synthetic cannabis is only 

the 7th most widely tried illegal substance (16.1%). These results are quite in accordance 

with the estimated prevalences in Europe, however synthetic cannabis use deserves 

attention (EMCDDA, 2016). 

In last year prevalence data a few interesting phenomena can be observed. One is the 

appearance of benzodiazepines and NPS on the list with 6% and 5% respectively. This 

category does not comprise synthetic cannabis and refers to such substances that the user 

does not really know at the time of administration. The risk behavior of taking unknown 

drugs gives reason to worry and interventions might better focus on this phenomenon. 

Also in line with the expectations (Riley et al., 2001b; Ward et al., 1998), clubbers have 

significantly higher lifetime, last year and last month prevalence than non-clubbers in 

case of nearly all substances. The exceptions are benzodiazepines, last month prevalence 

of NPS and synthetic cannabis. For the latter two, however, means are higher in the 

clubber group, but the difference is not statistically significant.  

 GDS had a detailed section on different harm reduction techniques people might apply 

when using the most common recreational substances (mainly illicit drugs). These 

techniques were compared along three different axii, 1, frequency of use, 2, perceived 

importance and 3, impact on the enjoyment of drug use. 
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When ranking all the harm reduction strategies in order of importance, alcohol and 

cannabis are not present in the top 10. Overall most important strategies are: (1) in case 

of MDMA: “Make sure that you stay well hydrated, (2) „Avoid driving or cycling after 

(within 24 hours) you have used magic mushrooms/LSD” , and (3) in case of new drugs: 

„Take a ‘test dose’ by taking a quarter of pill or a fraction of the assumed dose and waiting 

at least 60-90 minutes before taking a new batch”. 

 

Figure 13 Harm reduction strategies in order of importance 

When ranking all harm reduction strategies in order of impact on usage, thus improving 

enjoyment, only three substances make it to the top 10: LSD, stimulants and cannabis. 

Over all greatest impact on enjoyment of use are the following strategies: (1) “Plan your 

psychedelic session (trip) with LSD/mushrooms in advance”, (2) “Avoid using magic 

mushrooms/LSD when you are feeling depressed/anxious/physically worn out”, and (3) 

“Make sure you get your LSD from a reliable and trusted source”. 
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Figure 14 Harm reduction strategies in order of impact on enjoyment 

Despite the limitations, the findings of this study fill an important gap in Hungarian drug 

research and can inform policy, health service development and also those who drink, 

smoke and/or take drugs. 

2.2 The Recreational Drugs European Network – Assessing the needs 

of young people and professionals for a safer drug use including 

NPS 

In the last nine years, three European Commission-funded projects (ReDNet; Schifano, 

Leoni, Martinotti, Rawaf, & Rovetto, 2003; The Psychonaut Web Mapping System I & 

II) have identified over 650 NPS and combinations. These included a range of 

piperazines, synthetic cathinones, synthetic cannabimimetics, phenethylamines, 

aminoindanes, tryptamines, benzofuranes, various herbal/ethno-drugs and a number of 

hallucinogenic compounds (Corazza, Demetrovics, et al., 2013; Deluca et al., 2012). 

More specifically, the Recreational Drugs European Network (ReDNet), a multi-site 

project with 10 research centres across the EU, which was launched in April 2010 and 

ended in June 2012, aimed to: (a) develop accurate information on NPS, (b) pilot 

innovative and effective ICTs to disseminate this information, (c) assess the feasibility of 

different ICTs and the relevance of the information being disseminated to the target 

groups, and (d) inform future research in e-Health, selective prevention, and harm 

reduction (Schifano et al., 2005). 
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The ReDNet Project was supported by the 2009 Public Health Programme of the 

European Commission’s Executive Agency for Health and Consumers and was executed 

by the following research centers across Europe: School of Pharmacy, University of 

Hertfordshire, Hatfield, UK (coordinator); National Addiction Centre, Institute of 

Psychiatry, King’s College London, London, UK; National Institute for Drug Prevention 

(NCsSzI – NDI), later the Eötvös Loránd University, Hungary; Institute of Psychiatry and 

Neurology, Warsaw, Poland; Bergen Clinics Foundation, Bergen, Norway, De Sleutel, 

Gent, Belgium; Servizio Salute Regione Marche, Ancona, Italy; Consorci Mar Parc de 

Salut de Barcelona, Spain; Rhine State Hospital, University of Duisberg-Essen, Essen, 

Germany; DrugScope, London, UK. 

2.2.1 Background 

The new era of info-communication technologies (ICT) has brought new forms of 

behaviors and new ways of thinking especially among young people. This phenomenon, 

on one hand, is a positive improvement, on the other hand, however, carries risks and 

requires extra cautiousness and awareness from users of ICT. There are thousands of 

websites and videos on the world wide web that are dedicated to disseminating newer and 

more refined recreational drugs. These drugs include novel psychoactive substances 

(NPS, legal highs, designer drugs, bath salts), which are pharmaceutical and chemical 

products frequently sold and sought on the internet (both open or dark web) (Boyer, 

Shannon, & Hibberd, 2001; Forman, Marlowe, & McLellan, 2006; Nagy, 2009). This 

phenomenon means a great challenge for public health organizations, health care services 

and professionals working in the field of addictions because scientific information is still 

limited on the pharmacological, toxicological and psychoactive effects of these new 

substances. The short and long term effects as well as possible harms are still to be 

clarified. It is extremely difficult for health care professionals to adequately predict the 

physical and mental consequences (Schifano et al., 2009; Schifano et al., 2006; Schifano 

et al., 2003) and lack of this information impedes service provision to a great extent.  

The novel psychoactive substances (NPS) cover an increasing number of ‘designer’, 

pharmaceuticals and herbal drugs, often advertised and sold as ‘legal’ alternatives to illicit 

drugs (Corazza et al., 2011). This new phenomenon represents an exceptional challenge 

in the field of drug addiction, but also an escalating problem from social, cultural, legal 

and political perspectives (Schifano et al., 2006; Sigismondi & Corazza, 2012).  

During 2012, 57 novel psychoactive substances were officially reported for the first time 
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in the European Union with the help of the EU early warning system (EWS) indicating 

the appearance of more than one new psychoactive drug on the market every week 

(EMCDDA, 2012a). A total of 101 new substances were reported to the EU Early 

Warning System (EWS) in 2014 (up from 81 in 2013), continuing an upward trend in 

substances notified in a single year. This brings the total number of substances being 

monitored by the agency to over 450, with more than half of that figure being identified 

in the last three years alone (EMCDDA, 2015b). NPS are usually sold online through an 

amount of legal, semi-illegal or unregulated websites and are often almost unknown to 

health professionals who may not be technically conversant, given the typical absence of 

up-to-date scientific literature and reliable sources of information (CASA, 2008; Forman 

et al., 2006; Littlejohn, Baldacchino, Schifano, & Deluca, 2005). 

The great technological improvements of the beginning of the new millennium signify an 

era when it is essential that in the midst of rapid changes and developments professionals 

are always developing new and appropriate responses in the specific social context 

(Gelsei, 2009; Túry & Vincze, 2008; Vincze, Túry, & Ress, 2004) in order to implement 

successful prevention of drug use related harms. Classic forms of interventions are often 

restricted to traditional substances such as MDMA, cocaine, cannabis or heroin, which, 

however cover only a small proportion of the drug market. Furthermore, prevention 

messages still tend to have a moralising nature and frequently use the technique of 

intimidation (Rácz, 2007). This way the interventions often have no impact on 

adolescents and young adults who are not receptive to these messages.  

In this multifactorial challenging context, the ReDNet project, funded by the European 

Commission, was implemented to improve the information stream to young people and 

professionals about the effects/risks of NPS while identifying online products and 

disseminating relevant information through technological tools. 

2.2.2 Objectives 

The second study is embedded in the Recreational Drugs European Network (ReDNet) 

Project. The project was the continuation of the Psychonaut Project and made use of the 

Psychonaut Web Mapping Project database (Psychonaut Web Mapping Group, 2009), 

which contains novel psychoactive compounds usually not mentioned in the scientific 

literature and thus unknown to most clinicians. The ReDNet Project executed a 

multinational survey aimed to assess needs and help develop an integrated ICT prevention 

approach targeted at vulnerable individuals and focused on novel synthetic and herbal 
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compounds and combinations. Particular care was taken in keeping the health 

professionals working directly with young people showing problematic behaviors 

regularly updated in terms of novel compounds and their combinations. 

2.2.2.1 General objectives 

The ReDNet Project is a multinational and multifocal research with the main objective of 

gathering, developing and providing reliable and relevant information on the effects of 

new psychoactive substances (legal highs or designer drugs), their short and long-term 

effects, health consequences and treatment options both for professionals and potential 

substance user young people. The other main objective of the project was to explore the 

possible roles of innovative information communication technologies (ICT) in reaching 

the target groups and delivering relevant interventions.  

Methods of implementation: (a) monitoring the web and the available literature 

concerning information on novel psychoactive substances; (b) questionnaire survey with 

potential users and professionals working with them in order to assess use patterns of 

NPS and to assess needs related to reducing risks of these substances; (c) development of 

wiki info pages and (d) dissemination of the information via ICT tools such as interactive 

websites, SMS alert, social networking (Facebook, Twitter), Multimedia (You Tube), 

Smartphone applications (iPhone), and virtual learning environments (Second Life) and 

the evaluation of these interventions with the help of focus groups. Finally, the above data 

were used to inform fact-sheets, technical reports, scientific publications and other 

project-related materials. 

2.2.2.2 Specific objectives 

This second study focuses on the needs assessment of the two target groups; young people 

who are potential users of NPS and professionals working with young people exposed to 

the harms of NPS. Questions of the survey addressed patterns of NPS use, explored the 

motivations for preference of NPS over the traditional illicit drugs and the possible roles 

of traditional and innovative ways of disseminating prevention and harm reduction 

messages. The questionnaire targeting professionals helped us to get a more profound 

understanding of the NPS-related problems these personnel have to face during their 

work. The results also turned our attention towards blind spots in the drug education of 

youth and drug treatment as well as possible tailor-made solutions with the help of ICT 

tools.  
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2.2.3 Methods 

Groups of both young people (secondary schools/college/universities) and health 

professionals were surveyed internationally about their a) levels of knowledge and 

awareness b) actual and preferred sources and methods of dissemination of reliable 

information on NPS in order to provide an initial knowledge base to support key 

stakeholders in their efforts of providing innovative responses to the rapid and 

unpredictable diffusion of NPS.  

For the reason of length limits, only the data and results of the survey with young people 

is presented within this dissertation. 

2.2.3.1 Sample 

Participants for the young sample were recruited online by a purposive convenience 

sampling method. Sampling aimed to reach adolescents and young adults who are 

supposed to know more about NPS than other age groups. The recruited sample was 

unfortunately slightly different in each country, therefore comparison between countries 

was not possible in all cases. 

All participants completed a self-report anonym questionnaire online.  

The Hungarian sample was recruited from the daath.hu website, which is a Hungarian 

harm reduction website operated and used by an extensive psychonaut community and 

other interested drug users.  

Sample from Poland and the UK were recruited through similar internet fora devoted to 

the exchange of information and experiences on drugs, including NPS [e.g 

(http://bluelight.ru)] and the call for participation was also disseminated among university 

students. 

The Italian and Spanish samples wrere recruited from high school and college students 

and the link of the survey was circulated on various online school platforms (e.g. 

Facebook groups). 

This is a purposive sampling method with significant limitations and the author 

acknowledges that caution has to be applied when interpreting results.  

2.2.3.2 Measures 

Measures in the survey were elaborated by the ReDNet Project team for the purpose of 
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this data collection and cover the areas below: 

Sociodemographic variables Age, gender, residence, employment data, etc. 

Actual knowledge and access to information on NPS Knowledge is based on self-

assessment on a likert scale 1-5, quality of the accessed information is also rated 1-5. 

Perceived importance of specific areas of knowledge on NPS. Importance of a list of 

specific topics were rated 1-5.  

Preferred channels of receiving information on NPS  

NPS use among respondents Lifetime, last year, last month prevalence 

Motivations for NPS use List of items describing reasons for the preference of NPS. 15 

items were rated 1-5 

Sources of NPS Headshop, festival, club, website, friend, dealer 

Quality of experiences with NPS  

Experiences with the treatment system  

Use of other illegal substances  

2.2.3.3 Procedure 

Data collection period took place from March 2011 until September 2011. A project 

website was created where, besides other information on the project and its objectives, 

the questionnaire was made accessible in all 5 languages. The questionnaire was anonym 

and took approximately 20 minutes to fill in (depending however on the experiences with 

drugs). 

The research was approved by university ethic committees in all participating countries.  

Statistical analysis 

Data were analysed by Mplus 6.0 software (Muthén and Muthén, 1998-2007) and SPSS 

17 (SPSS Inc., Chicago, IL, USA). 

Sociodemographic characteristics and national differences were tested by a regular 

homogeneity test (chi-square test) and Student T test where means were compared. 

Factor analysis  

In order to receive valid results, the data set was cleaned in the following manner: 
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Data of 10 persons with missing gender and 5 persons who responded other or asexual on 

the gender question were excluded from the analysis. 70 persons had no data concerning 

their age (68 missing data and 2 outlier data), therefore they were also excluded.  

The final sample size for the factor analysis was 537. 

In order to identify factors among the self-reported motivations for NPS use, an 

exploratory factor analysis (EFA) was performed to evaluate the factor structure the 15 

items. First, the exporation of latent factors of the motivation list had to be carried out. A 

principal component analysis was executed on the 15-item list. The Kaiser-Meyer-Olkin 

value and Bartlett’s sphericity tests were applied. Commonalities were calculated for the 

resulting factors. Random number and fixed factor solutions wrere tested following Scree 

plot analysis. The analyses yielded a three factor solution. 

In order to verify the three-factor structure of the scale, I performed confirmatory factor 

analysis (CFA) (Brown, 2006) with multi-group analysis method in which the correlation 

between the factors and factor loadings were calculated in addition to model fit indices.  

Acceptability of the factor solution was based on several goodness of fit indices (CFI, 

TLI, RMSEA, NNFI, SRMR). The CFI (comparative fit index), NNFI (nonnormed fit 

index) and the TLI (Tucker Lewis index) indices show fit to the base model and and the 

better the fit, the closer the value is to 1 (preferably> 0.90). The RMSEA (root mean 

square error of approximation) and SRMR (standardized root mean square residual) value 

of the good models is less than 0.05; of the moderately fit models is around 0.08, and in 

case of poor fit models the value is greater than 0.10 (Kline, 2005). During confirmatory 

factor analysis, in case the results do not support a good fit of the model, the modification 

indices help restructuring and improving the model if effects of error covariances and 

crossloadings are considered. The results obtained with the multiple-step confirmatory 

factor analysis were subjected to Satorra-Bentler test that is used to analyse significance 

of differences between χ2 values (Bentler, 1994). 

Regarding the relationship between specific motivations for use of NPS and the severity 

of NPS use a path analysis with these dimensions were carried out. The sample for this 

analysis consisted of 513 persons, who have previously replied to q13 that they have tried 

NPS.  

Knowledge on NPS was the exogenous, independent variable, the motivational factors 

were mediating variables and the dependent, endogenous variables were the frequency of 
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use in last month and severity of NPS use. The model was tested with structural equation 

modeling (SEM), where pathways between variables were estimated with MLR. 

Covariance of the motivations were calculated in both severity groups in order to avoid 

too high crossloadings. For the goodness of fit analysis, the CFI, TLI, RMSEA and SRMR 

indices were used (see above). The effects of gender were tested with the Satorra-Bentler 

χ2 test (Bentler, 1994). The path analysis was carried out with the MPlus 6.0 (Muthen & 

Muthen, 2000) program. 

2.2.4 Results 

The entire sample consisted of 1596 young persons, however, only data on 1589 

participants were analyzed for this study. Seven questionnaires were excluded from the 

analysis because their responses were either inconsistent, outlier or more than 50 % of 

the questions were left unanswered.  Mean age of the sample was 21.79 years (SD = 4.43) 

and 53.1% (n=844) were males.   

2.2.4.1 Sociodemographic characteristics 

2.2.4.1.1 Sample size by country 

Table 20 Sample size by country 

Country Frequency Percent 

Hungary 500 31.5 

Italy 315 19.8 

Poland 113 7.1 

Spain 377 23.7 

UK 284 17.9 

Total 1589 100.0 

 

The greatest proportion of respondents, 31.5% of the sample were from Hungary. It is 

followed by Spain with 23.7%, then UK and Italy contributed approximately to the same 

extent (Table 20). 
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2.2.4.1.2 Sample by gender 

Table 21 Sample by gender 

Country Frequency Percent 

Hungary 

Missing value 3 0.6 

Male 387 77.4 

Female 101 20.2 

Other 1 0.2 

Prefer not to say 8 1.6 

Total 500 100.0 

Italy 

Missing value 1 0.3 

Male 196 62.2 

Female 118 37.5 

Total 315 100.0 

Poland 

Missing value 3 2.7 

Male 19 16.8 

Female 91 80.5 

Total 113 100.0 

Spain 

Missing value 1 0.3 

Male 69 18.3 

Female 303 80.4 

Other 4 1.1 

Total 377 100.0 

UK 

Missing value 3 1.1 

Male 173 60.9 

Female 106 37.3 

Prefer not to say 2 0.7 

Total 284 100.0 

 

Table 21 shows the distribution of gender across countries. While in Hungary, Italy and 

the UK males dominated the sample, the Spanish sampe consisted of 80.4% females and 

the Polish sample contained the highset proportion, 80.5% females. 
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2.2.4.1.3 Age of the sample 

Table 22 Age of the sample 

Country N Minimum Maximum Mean Std. Deviation 

Hungary Age 452 14 61 23.24 5.895 

Italy Age 312 18 29 20.16 2.170 

Poland Age 109 19 52 22.66 3.591 

Spain Age 364 16 36 20.83 2.531 

UK Age 266 0 49 22.18 4.938 

 

Mean age of the sample does not vary to a great extent across the different countries 

(Table 22). 
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2.2.4.1.4 Education 

Table 23 Education 

Country Frequency Percent 

Hungary 

Missing value 7 1.4 

Primary school 98 19.6 

Vocational school 33 6.6 

Secondary school 229 45.8 

University/college 106 21.2 

Postgradual 5 1.0 

Prefer not to say 22 4.4 

Total 500 100.0 

Italy University/high school students 315 100.0 

Poland 

Missing value 3 2.7 

Incomplete university 62 54.9 

University/college 39 34.5 

Postgradual 8 7.1 

Prefer not to say 1 0.9 

Total 113 100.0 

Spain 

Missing value 11 2.9 

Vocational school 8 2.1 

Secondary school 265 70.3 

University/college 84 22.3 

Postgradual 9 2.4 

Total 377 100.0 

UK 

Missing value 4 1.4 

Primary school 2 0.7 

Vocational school 19 6.7 

Secondary school 112 39.4 

University/college 100 35.2 

Postgradual 32 11.3 

Prefer not to say 15 5.3 

Total 284 100.0 
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The majority of respondents are university students in all countries, therefore a high 

proportion of them reported secondary school as their highest education besides another 

21.2-35.2 % of each sample who have alreaty attained a university diploma. 

Sociodemographic and other data are presented individually by countries in a descriptive 

manner. Our reason for doing so is that international comparisons are unfortunately 

hindered by the different sampling criteria and the high variance in gender across 

countries. 

2.2.4.2 Lifetime prevalence of NPS use 

It seems that only a bit more than one third (35.1%) of the entire sample have ever used 

any NPS (Table 24). Based on this information, the sample is divided into two groups, 

that we called ‘users’ and ‘non-users’ for the purpose of further analysis. 

Table 24 Lifetime prevalence of NPS 

Have you ever used NPS? N Percent 

Missing data 24 1.5 

Yes 558 35.1 

No 966 60.8 

Prefer not to say 41 2.6 

Total 1589 100.0 

 

2.2.4.3 Knowledge on NPS and access to information 

For question How would you consider your understanding/knowledge of NPS? the 

average score of users (n=533) was 3.85 (sd=4.21) while nonusers (n=962) scored lower, 

1.98 (sd=3.29) on a 1-5 likert scale where 5 meant very good knowledge. According to 

the independent samples t-test, the difference was significant (Levene-test: F=0.93; not 

significant, t=9.585; df (1513); p<0.001.) 

For the question whether they currently have access to information on NPS?, 448 persons 

(80.3%) of the user group (n=558) said that they have access to information. In the 

nonuser group it was only 438 persons (45.3%). There were also differences in how they 

estimated the quality of this information. Users had mean scores of 3.84 (sd: 4.76), while 

nonusers were even less satisfied with the quality. Their mean was only 2.98 (sd: 4.788) 

and difference was significant (Levine test: F=0.005; not significant; t=2.613; df (849); 
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p=0.009) 

The most important sources of information on NPS were considered differently by the 

user and the nonuser group. There was a significant difference between the groups with 

respect to the most important sources of information as well as in the order (Table 25). 

The most important source for both groups, however to a different extent, was internet. 

This was followed by literature and media in users and media and school/workplace in 

the group of nonusers. 

Table 25 Importance of sources of information on NPS 

 Mean Sd T Df P 

School, workplace 
User 0.91 1.14 8.73 932 <0.001 

Nonuser 0.4 0.82    

Friends 

User 0.78 1.08 11.69 773 <0.001 

Nonuser 0.18 0.58    

Family 

User 0.78 1.08 11.69 773 <0.001 

Nonuser 0.18 0.58    

Internet 
User 1.52 1.18 14.26 958 <0.001 

Nonuser 0.66 0.89    

Media 

User 0.99 1.13 8.64 958 <0.001 

Nonuser 0.48 0.84    

Goverment site 

User 0.73 0.92 11.11 895 <0.001 

Nonuser 0.21 0.62    

literature 
User 1.08 1.23 13.52 826 <0.001 

Nonuser 0.26 0.74    
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2.2.4.3.1 Important topics related to NPS 

 

Figure 15 Importance of topics on NPS (1= Brief description of what it is, 2= What does it look like, 

3= How is it sold, 4= How much does it cost, 5= How is it taken, 6= Is it legal, 7= What are 

the effects, 8= What are the risks (e.g., side effects, dependence, overdose) user and nonuser 

values are mean scores) 

Users rated information on effects, possible risks, brief description and route of 

administration the most important topics they would like to get more information on (in 

order of importance). Nonusers rated risks, effects and brief description the three most 

important topics (respectively). 

The difference between the two groups was significant in case of all topics except for 

outlook and legality (2, 6) of NPS (for t-test values see Table 26).  

1 2 3 4 5 6 7 8

USER 4.5 3.53 3.28 3.33 4.06 3.3 4.78 4.64

NONUSER 4.03 3.42 2.87 2.55 3.32 3.42 4.41 4.47
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Table 26 Difference between ratings of topics of importance 

 Mean Sd T Df P 

Brief description of what it is 

User 4.5 0.91 8.82 1340 <0.001 

Nonuser 4.03 1.12    

What does it look like 

User 3.53 1.35 1.49 1496 0.136 

Nonuser 3.42 1.33    

How is it sold 
User 3.28 1.32 5.85 1495 <0.001 

Nonuser 2.87 1.32    

How much does it cost 

User 3.33 1.3 10.93 1493 <0.001 

Nonuser 2.55 1.34    

How is it taken 

User 4.06 1.11 11.6 1274 <0.001 

Nonuser 3.32 1.32    

Is it legal 
User 3.3 1.57 -1.37 1057 0.170 

Nonuser 3.42 1.43    

What are the effects 

User 4.78 0.59 8.81 1499 <0.001 

Nonuser 4.41 1.04    

What are the risks 

User 4.67 0.77 3.72 1349 <0.001 

Nonuser 4.47 1.01    

 

2.2.4.3.2 Preferred channel of information 

To the question how would you like to receive information on NPS there were no 

significant differences between the groups. Approximately one third of the respondents 

in both groups chose email and websites as the preferred channels (Table 27). 
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Table 27 Preferred channels of information on NPS 

 
User Nonuser 

N % N % 

E-mail 186 33.3 353 36.5 

SMS/MMS 27 4.8 64 6.6 

Website 189 33.9 351 36.3 

Elecronic newsletter 68 12.2 133 13.8 

Twitter 15 2.7 43 4.5 

Virtual reality 14 2.5 35 3.6 

Facebook 85 15.2 192 19.9 

 

2.2.4.3.3 Use of other illicit substances 

There is significant difference between the NPS user and nonuser group with respect to 

the use of other illegal substance. NPS users more likely use other substances (more than 

two thirds of NPS users). 

Table 28 Use of other illicit substances 

 User Nonuser 

Other illicit substance use 

Yes 383 (68.6%) 107 (11.1%) 

No 128 (22.9%) 439 (45.4%) 

Chi-square Test: 838.96, df (6), p < 0.001 

2.2.4.4 Characteristics of NPS users 

From this point on, keeping the focus of the dissertation, data of those respondents will 

be analyzed, who have ever tried any NPS.  

The dispersion of the sample according to countries is summarized by Table 29.  
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Table 29 NPS users by country 

 Frequency (N) Percent (%) 

Hungary 302 54.1 

Italy 23 4.1 

Poland 23 4.1 

Spain 31 5.6 

UK 179 32.1 

Total 558 100.0 

 

Age of first use ranged from 10-45 years (mean=19.45, sd=4.59). 455 persons (28.7%) 

used NPS last year, while 281 persons (17.7%) also used during the last month.  

Monthly average frequency of use was 4.99 (sd=7.71), thus people used NPS for an 

average of 5 days per month. Detailed monthly use of NPS is listed in Table 30. 

Table 30 NPS use in last month 

Monthly use Frequency (N) Percent (%) 

20 days or more 32 12.95 

10-19 days 29 11.74 

4-9 days 75 30.36 

1-3 days 111 44.93 

Total 247 100 

 

Looking at the data, it becomes clear that 75.29% of the NPS users used only 1-9 days a 

month, therefore three quarters of the sample can be regarded recreational user. The data 

covers the intended target group. 

The next interesting question was whether users had ample information on the drugs at 

the time of taking them. Results show that 62.9% of the respondents think they are well-

informed at the time of using NPS. 

1: Nothing at all N=17 (3%), 2: A little N=57 (10.2%), 3 Some: N=117 (21%), 4: A fair 

amount N=195 (34.9%), 5: A lot N=156 (28%)  
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Table 31 Where did you purchase NPS  from? 

 
User 

N % 

Headshop/smartshop 177 31.7 

Festival 51 9.1 

Club, pub 67 12 

Website 250 44.8 

Friend 263 47.1 

Dealer 169 30.3 

other 27 4.8 

 

Friends and websites seem to be the most popular sites of purchasing new drugs (47.1% 

and 44.8% respectively). 

Respondents reported that their overall experiences with NPS was above average (mean: 

3.65 on a 5-point scale, sd=1.06) 1: N=21 (3.8%), 2: N=63 (11.3%), 3: N=121 (21.7%), 

4: N=214 (38.4%), 5: N=119 (21.3%).  

35 persons (6.3%) reported that they have attended hospital/A&E for reasons linked to 

their use of legal highs. 

23 (4.1%) respondents reported to have been in contact with specialist drug treatment 

services due to NPS use and 37 (6.6%) respondents said to have been in contact with 

mental health services due to their use of NPS. 
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2.2.4.5 Motivations for the preference of NPS 

Table 32 How important are the following factors for you to decide to take NPS? 

 N Minimum Maximum Mean 
Std. 

Deviation 

Other drugs were not easily available 533 1 5 2.66 1.553 

Legal (no risk of police arrest) 537 1 5 3.15 1.574 

Easier access (able to buy online) 534 1 5 3.32 1.502 

More consistent product (you know what 

you are getting) 
534 1 5 3.63 1.452 

Value for money 534 1 5 3.32 1.385 

Thinking they are better purity than 

illicit drugs 
532 1 5 2.61 1.497 

Thinking they are safer than illicit drugs 534 1 5 2.14 1.324 

Gives a better high than illicit drugs 535 1 5 2.32 1.350 

Less likely to get side effects than 

from illicit drugs 
531 1 5 2.15 1.264 

Less easily sniffed by dogs 529 1 5 1.91 1.304 

Less easily detected by urine screens 528 1 5 2.17 1.476 

Good “review” (recommended) from 

other people 
531 1 5 3.01 1.420 

Socially more acceptable 527 1 5 1.83 1.221 

Media coverage made me curious 529 1 5 1.84 1.266 

Like to experience new drugs 530 1 5 3.23 1.573 

Valid N (listwise) 497     

 

Motivations were assessed on a 15-item scale and were rated 1-5, where 1=not important 

and 5= very important. 

Interestingly, the most important item was the ‘constant quality’ of the substance 

followed by the more reasonable items of ‘value for money’ and ‘easy access’ (Table 32) 

2.2.4.5.1 Exploratory factor analysis on NPS use motivation 

For the examination of a consistent factor structure of the scale, the latent factors represented 

by the motivational list needed to be revealed. For this purpose, a principal component 
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analysis was performed on the 15 items. The Kaiser-Meyer-Olkin value was 0.793 and 

Bartlett’s sphericity test was significant (χ²(105)=2414.778, p<0.001).  

Communality of all variables exceeded 0.25 (0.362-0.781, thus the main component 

explained 36.2-78.1% of the variance). With the no-restraint method, principal component 

analysis identified 4 components, whose eigenvalues were greater than 1. The 4 components 

explain 60.724% of the variance (Table 33).   

Table 33 Explained variance of components 

Component Eigenvalue Explained variance % Cumulative % 

1 4.592 30.616 30.616 

2 1.819 12.126 42.742 

3 1.550 10.333 53.075 

4 1.147 7.650 60.724 

 

 

Figure 16 Scree plot of components 

Varimax rotation estimated with 3 factors  

In the next analysis I have set a fix number of factors and varimax rotation was applied for 
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further analysis. Based on the scree plot and the explained cumulative percent I decided to 

continue the analysis with 3 components because it yielded good explained variance (above 

50%) even for the first analysis.  

During the following analyses: 

1. I removed those items which had communalities lower than 0.25 (question19q = 

0.185: „ Like to experience new drugs”) 

2. I also removed those items that did not have a factor loading which is minimum two 

times the value of the loading to all other components belonging to the item. 

(question19d, loads on component 1=0.564 and component 3=0.524: „ More 

consistent product (you know what you are getting)”) 

The model therefore contains 13 items.  

The KMO value is 0.785, the Bartlett sphericity test is significant (χ²(78)=2013.824, 

p<0.001). Communalities fall between 0.319-0.736. Components explain 56.381% of 

variance. 

Table 34 Explained variance by components 

Component Eigenvalue Explained variance % Cumulative % 

1 4.169 32.067 32.067 

2 1.620 12.461 44.529 

3 1.541 11.852 56.381 

 

Variables belonging to each components and their loading after rotation is summarized in 

Table 35.  
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Table 35 Motivational items belonging to specific components 

Item Component 

 1 2 3 

19a. Other drugs were not easily available -0.078 -0.049 0.707 

19b. Legal (no risk of police arrest) 0.107 0.264 0.710 

19c. Easier access (able to buy online) 0.250 0.128 0.772 

19e. Value for money 0.348 0.072 0.586 

19f. Thinking they are better purity than illicit drugs 0.805 -0.020 0.244 

19g. Thinking they are safer than illicit drugs   0.880 0.085 0.095 

19h. Gives a better high than illicit drugs  0.551 0.397 0.156 

19i. Less likely to get side effects than from illicit drugs 0.817 0.258 0.045 

19l. Less easily sniffed by dogs 0.134 0.745 0.212 

19m. Less easily detected by urine screens 0.078 0.752 0.223 

19n. Good “review” (recommended) from other people 0.277 0.510 0.035 

19o. Socially more acceptable 0.223 0.646 -0.093 

19p. Media coverage made me curious -0.071 0.559 0.038 

 

Based on the topics covered by the items of the components, the components were named 

as follows: ‘Quality’ became the first component, ‘Social conformity’ the second and 

‘Availability’ the third one.  

On items belonging to each component, reliability analysis was performed.  The component 

values fell between 0.708-0.690, which is satisfactory. Cronbach’s alpha is considered good 

above 0.8, however, because none of the items are salient, these values can be accepted.   

Table 36 Reliability of components 

Components Number of items Cronbach alfa 

Quality 4 0.699 

Social conformity 5 0.690 

Availability 4 0.708 

 

2.2.4.5.2 Confirmatory factor analysis on NPS use motivation 

Invariance of the factor structure by age and gender 
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Testing the structure of the scale with non-constrained (M0) confirmatory factor analysis 

showed good fit (χ2=350.86; df=62; CFI=0.953; TLI=0.941; RMSEA=0.056 [0.050 – 

0.062]; SRMR=0.028).  

In the next step (M1) factor structure was tested with controlling the effects of age 

(χ2=421.21; df=75; CFI=0.950; TLI=0.940; RMSEA=0.055 [0.050 – 0.060]; 

SRMR=0.042). Indices differed slightly but remained within the satisfactory range.  

In the next step (M2) factor structure was tested with controlling the effects of gender 

(χ2=491.21; df=75; CFI=0.941; TLI=0.928; RMSEA=0.061 [0.056 – 0.066]; 

SRMR=0.108). The indices of this test indicated a poorer fit.  

The χ2 differences between the non-constrained (M0), the age-(M1) and gender controlled 

(M2) models were examined by the Satorra-Bentler test. This showed that fit indices 

deteriorated significantly between M0 and M1 (χ2=43.46; ∆ df 13; p>0.001), and M0 and 

M2 (χ2=407.42; ∆ df 13; p>0.001) Because the fit indices of the stricter models did not 

change to the same extent, and are more acceptable in case of controlling effects of age 

than in case of controlling gender, where they are outside the acceptable range, we can 

conclude that there are significant differences between motivations according to gender.  

2.2.4.5.3 Testing factor invariance by countries 

Country was the grouping variable in this model. Testing the structure of the scale 

concerning different countries also showed weaker fit (χ2 
HU=124.6; χ2 

ITA=442.4; χ2 

PL=223.9; χ
2 

ESP=560.9; χ
2 

UK=92.033; df=390; CFI=0.710; TLI=0.710; RMSEA=0.095 

[0.090 – 0.100]; SRMR=0.137). 

Factor structures of the different samples, thus the standardized factor loadings of items 

are shown in Table 37. With only two exceptions, all standardized factor loadings were 

above 0.7 (the exceptions were in the Spanish sample; ‘easy access’ had factor loading of 

0.539 and ‘value for money’ had a loading of 0.623 on component 3 (Availability)) and 

all showed high significance (p<0.001). Also, the same items had the highest factor 

loadings irrespective of the sample. The lowest factor loadings, however, were 

experienced on items of the Spanish and British samples.   

 



100 

Table 37 Standardized factor loadings across countries 

 HU ITA PL ESP UK 

Quality 

Thinking they are better purity than illicit 

drugs 
0.839 0.963 0.989 0.959 0.817 

Thinking they are safer than illicit drugs 0.924 0.959 0.984 0.937 0.899 

Gives a better high than illicit drugs 0.829 0.933 0.758 0.830 0.870 

Less likely to get side effects than 

from illicit drugs 
0.916 0.966 0.897 0.939 0.917 

Social 

conformity 

Less easily sniffed by dogs 0.826 0.925 0.936 0.905 0.779 

Less easily detected by urine screens 0.791 0.969 0.975 0.897 0.733 

Good “review” (recommended) from 

other people 
0.831 0.912 0.881 0.887 0.840 

Socially more acceptable 0.818 0.966 0.925 0787 0.793 

Media coverage made me curious 0.745 0.966 0.906 0.880 0.779 

Availability 

Other drugs were not easily available 0.783 0.968 0.720 0.997 0.842 

Legal (no risk of police arrest) 0.894 0.975 0.799 0.947 0.892 

Easier access (able to buy online) 0.926 0.982 0.808 0.539 0.918 

Value for money 0.860 0.956 0.962 0.623 0.879 

 

2.2.4.5.4 Characteristics of the factor structure 

Based on the previous analyses, the three factors created were: 

1. Quality = q19f+q19g+q19h+q19i/4 

2. Social conformity = q19l+q19m+q19n+q19o+q19op/5 

3. Availability = q19a+q19b+q19c+q19e/4 

 

Differences between factors according to gender were tested. It seems that ‘social 

conformity’ aspects of NPS use were nearly equally important for males and females, 

while ‘quality’ was a less important dimension for both genders. ‘Availability’, however, 

seems to differ across genders regarding its importance (Figure 17). 
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Figure 17 Mean factor scores by gender 

Table 38 Gender differences between factors 

 Mean Sd T Df P 

Quality 

Male 7.74 3.68 
1.19 488 n.s. 

Female 7.25 3.20 

Social conformity 

Male 9.18 4.03 
-0.57 485 n.s. 

Female 9.44 3.73 

Availability 
Male 10.23 3.74 

3.51 487 <0.001 
Female 8.77 3.71 

n.s.=non-sigificant 

The independent samples t-test shows that significant difference exists between genders 

only regarding the Availability dimension (Table 38).  

Differences between factor scores across countries were also tested. The mean factor 

scores are presented by Figure 18. 
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Figure 18 Mean factor scores by countries 

Differences between group means were tested with 5 (country) x 3 (motivation) mixed 

model ANOVA on a 5% error level. Because the sample size of the examined groups 

varied to a great extent and according to the Levene-test variances differ significantly 

(p<0.001), the Games-Howell post hoc test was applied. According to the post hoc test, 

which makes comparisons by pairs, most significant differences were found regarding the 

availability factor.   

Concerning quality factor, 3 significant differences were found: ∆HU-ITA= 1.791 

(p<0.001); ∆ITA-UK= -2.772 (p<0.001); ∆PL-UK= -2.713 (p=0.006). 

In case of the social conformity factor, 4 significant differences existed: ∆HU-ITA= 1.638 

(p=0.001); ∆HU-UK= -1.918 (p<0.001); ∆ITA-ESP= -2.354 (p=0.011); ∆ITA-UK= -3.556 

(p<0.001). 

In case of the third, availability factor, however, 7 significant differences were found: 

∆HU-ITA= 4.093 (p<0.001); ∆HU-ESP= 4.513 (p<0.001); ∆HU-UK= -1.135 (p=0.015); ∆ITA-PL= 

-4.644 (p<0.001); ∆PL-ESP= 5.064 (p<0.001); ∆ESP-UK= -5.648 (p<0.001); ∆UK-ITA= 5.228 

(p<0.001). 

Overall, the most and greatest variability across countries were demonstrated by the third 

factor, therefore caution has to be applied when using the scale in different countries.  

Differences and levels of significance is presented in Table 39. 

7.46

5.67 5.73
7.06

8.44 8.59

6.95

9.44 9.31
10.51

9.94

5.85

10.51

5.43

11.08

0

2

4

6

8

10

12

14

HU ITA PL ESP UK HU ITA PL ESP UK HU ITA PL ESP UK

Quality Social conformity Accessibility

Mean factor scores by countries



103 

Table 39 5 (country) x 3 (motivation) mixed model ANOVA 

 Mean Sd Df F P 

Quality 

HU 7.46 3.65 

485 5.07 0.001 

ITA 5.67 0.83 

PL 5.73 2.71 

ESP 7.06 3.37 

UK 8.44 3.61 

Social conformity 

HU 8.59 3.96 

482 7.69 <0.001 

ITA 6.95 1.18 

PL 9.44 5.18 

ESP 9.31 3.12 

UK 10.51 3.83 

Availability 

HU 9.94 3.76 

484 22.08 <0.001 

ITA 5.85 0.73 

PL 10.51 2.79 

ESP 5.43 1.90 

UK 11.08 3.47 

2.2.4.6 Path analysis: motivations and severity of NPS use  

The possible contingency between severity of NPS use and specific motivations for 

choosing NPS over traditional illegal substances was explored by path analysis.  

I created a severity index form the questions listed below:   

1. Have you ever had a significant negative reaction to any legal highs? 

2. Have you ever attended hospital/A&E for reasons linked to your use of legal highs? 

3. Have you ever been in contact with specialist drug treatment services due to your use 

of legal highs? 

4. Have you ever been in contact with mental health services due to your use of legal 

highs? 

5. Do you use other illicit drugs?  

I have recoded the variables for these questions; yes=1, no=0, therefore the severity score 

can fall between 0-5.  

Based on severity scores the sample was divided into two groups; 1, recreational users 
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(0-1 point on severity) and 2, problem users, where problems related to use of NPS have 

appeared (2-5 points on severity). From the sample (N=517) used for this analysis 323 

persons (62.5%) belonged to the group of recreational users and 194 persons (37.5%) 

turned out to be possible problem users. 

The other variables tested in the model were:  

 the three factors revealed by the factor analysis presented in the previous section 

 question17: frequency of NPS use (last 30 days) 

 question20: knowledge of NPS 

Knowledge on NPS was the exogenous, independent variable, the motivational factors 

were mediating variables and the dependent, endogenous variables were the frequency of 

use in last month and severity of NPS use. The model was tested with structural equation 

modeling (SEM), where pathways between variables were estimated with MLR. 

Covariance of the motivations were calculated in both severity groups in order to avoid 

too high crossloadings. For the goodness of fit analysis, the CFI, TLI, RMSEA and SRMR 

indices were used. 

The hypothetic model of the possible effects on the frequency of use and on problematic 

NPS use is depicted by Figure 19.  

We suggest that the actual knowledge on NPS has influence on the frequency of use and 

problematic use via the different motivations for NPS use.  

Factor 2
Social conformity

Knowledge

Frequency of use 
(30 days)

Factor 3
Availability

Factor 1
Quality

Problematic use

 

Figure 19 Model of the severity of NPS use 
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Goodness of fit indices show good fit of the model: χ2=40.476; df=2; CFI=0.982; 

TLI=0.864; RMSEA=0.065 [0.045 – 0.085]; SRMR=0.021 

The standardized effects were the following: 

knowledge → factor1 (estimate=0.808; p<0.001) 

knowledge → factor2 (estimate=0.818; p<0.001) 

knowledge → factor3 (estimate=0.831; p<0.001) 

factor1 → frequency (estimate= 0.161; p=0.05) 

factor3 → frequency (estimate=0.147; p=0.05) 

factor1 → problematic use (estimate=0.178; p<0.001) 

factor2 → problematic use (estimate=0.145; p<0.001) 

factor3 → problematic use (estimate=0.364; p<0.001) 

 

Indirect pathways: 

knowledge → factor1 → frequency (estimate=0.131; p=0.051) 

knowledge → factor3 → frequency (estimate=0.122; p=0.053) 

knowledge → factor1 → problematic use (estimate=0.143 p<0.001) 

knowledge → factor2 → problematic use (estimate=0.119 p<0.001) 

knowledge → factor3 → problematic use (estimate=0.302 p<0.001) 

 

While frequency of use is predicted only by the quality and availability factors, 

problematic use is predicted by all three factors, most of all availability which has the 

strongest effect. 

The strongest path from the indirect pathways is knowledge → availability → 

problematic use. This route means that the better knowledge one has on NPS, the more 

likely they will use for reasons such as value for money or easy access, and this strongly 

predicts whether one will eventually have problematic NPS use.  
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2.2.5 Discussion 

2.2.5.1 Limitations 

Participants for the young sample were recruited online by a purposive convenience 

sampling method. Sampling aimed to reach adolescents and young adults who are 

supposed to know more about NPS than other age groups. The recruited sample was 

unfortunately slightly different in each country, therefore comparison between countries 

was not possible in all cases. International comparisons are unfortunately hindered by the 

different sampling criteria and the high variance in gender across countries.    

This was a purposive sampling method with significant limitations and the author 

acknowledges that caution has to be applied when interpreting results.  

2.2.5.2 Discussion of results 

Only a bit more than one third (35.1%) of the entire sample have ever used any NPS. 

Based on this information, the sample is divided into two groups, that we called ‘users’ 

and ‘non-users’ for the purpose of further analysis. 

When asked about their knowledge on NPS, users reported good knowledge, while non-

users reported having only a poor level of information. This implicates that those who are 

indeed motivated to know more, can find some kind of information, however the quality 

of information is sometimes questionable (CASA, 2008; Forman et al., 2006; Littlejohn 

et al., 2005). 

The most important sources of information on NPS were considered differently by the 

user and the nonuser group. There was a significant difference between the groups with 

respect to the most important sources of information they chose. The far most important 

source, however, for both groups was internet. This was followed by literature and media 

in users and media and school/workplace in the group of nonusers. Therefore, 

expectations that young people prefer online sources when looking for information on 

NPS just as well as on anything else, seems to be met. 

Users rated information on effects, possible risks, brief description and route of 

administration the most important topics they would like to get more information on (in 

order of importance, first is most important). Nonusers rated risks, effects and brief 

description the three most important topics (respectively). The difference between the two 

groups was significant in case of all topics except for outlook and legality of these 
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substances.  

In sum, it is important to notice that those who use new drugs need different information, 

and information is sought on different channels as well. Harm reduction has to plan on 

these differences, it appears it is not enough to use universal prevention messages but 

needs of different target groups should also be considered (Arthur & Blitz, 2000).  

Looking at the data, it becomes clear that 75.29% of the NPS users used only 1-9 days a 

month, therefore three quarters of the sample can be regarded recreational NPS user. This 

confirms that the examined sample is indeed our target group. 

Results of exploring the sites of purchase yielded that friends and websites seem to be the 

most popular sites of purchasing new drugs. This aligns with the trends in other parts of 

Europe and it seems that webshops are actually becoming more popular (Camilleri, 

Johnston, Brennan, Davis, & Caldicott, 2010; Roussel, Perrin, Herard, Chevance, & 

Arpino, 2009). 

According to the participants who have tried NPS, the quality of their overall experiences 

with these drugs was outstanding.  Respondents reported that their overall experiences 

with NPS was above average, however 35 persons (6.3%) reported that they have attended 

hospital/A&E for reasons linked to their use of legal highs. 

23 (4.1%) respondents reported to have been in contact with specialist drug treatment 

services due to NPS use and 37 (6.6%) respondents said to have been in contact with 

mental health services due to their use of NPS. 

These numbers are remarkable and imply that risks of NPS use exist. 

Motivations for the preference of NPS were examined with the help of a scale comprised 

of 15 statements. After the exploratory and confirmatory factor analyses, the following 

factors were established (Table 40). 
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Table 40 Motivational items belonging to specific components 

Item Component 

 1 2 3 

19a. Other drugs were not easily available -0.078 -0.049 0.707 

19b. Legal (no risk of police arrest) 0.107 0.264 0.710 

19c. Easier access (able to buy online) 0.250 0.128 0.772 

19e. Value for money 0.348 0.072 0.586 

19f. Thinking they are better purity than illicit drugs 0.805 -0.020 0.244 

19g. Thinking they are safer than illicit drugs 0.880 0.085 0.095 

19h. Gives a better high than illicit drugs 0.551 0.397 0.156 

19i. Less likely to get side effects than from illicit drugs 0.817 0.258 0.045 

19l. Less easily sniffed by dogs 0.134 0.745 0.212 

19m. Less easily detected by urine screens 0.078 0.752 0.223 

19n. Good “review” (recommended) from other people 0.277 0.510 0.035 

19o. Socially more acceptable 0.223 0.646 -0.093 

19p. Media coverage made me curious -0.071 0.559 0.038 

 

Based on the topics covered by the items of the components, the components were named 

as follows: ‘Quality’ for the first component, ‘Social conformity’ for the second and 

‘Availability’ for the third one.  

Age had no impact on the dimensions, but gender did have an effect on the third factor. 

The possible contingency between severity of NPS use and specific motivations for 

choosing NPS over traditional illegal substances was explored by path analysis.  

While frequency of use is predicted only by the quality and availability factors, 

problematic use is predicted by all three factors, most of all availability which has the 

strongest effect. 

The strongest path from the indirect pathways is knowledge → availability factor → 

problematic use. This route means that the better knowledge one has on NPS, the more 

likely they will use for reasons such as value for money or easy access, and this strongly 

predicts whether one will eventually have problematic NPS use. This association might 

stem from the fact that better knowledge on NPS also means that the person is more aware 

of the risks the unknown or uncertain origin and composition the substance might have 
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(Corazza, Assi, et al., 2013; Kalapos, 2011; Szily & Bitter, 2013; Ujváry, 2013; UNODC, 

2013).  This knowledge, however, is overcome by the easy access to the drug and the urge 

to use. Another possible explanation though is a rather conscious choice of buying a cheap 

and available drug of which the user already knows whether it can replace or substitute 

for a traditional but unavailable or wrong quality illicit substance (EMCDDA, 2011; 

Schneider & Meys, 2011; Sindicich, Cassar, & Burns, 2011) and/or when the availability 

of MDMA decreased (Brunt et al., 2011; EMCDDA, 2010b). 

2.3 The Healthy Nightlife Toolbox project – Planning evidence-based, 

effective nightlife interventions 

2.3.1 Background 

The Healthy Nightlife Toolbox (HNT) project aimed to reduce harm from alcohol and 

drug use among young people in recreational settings. Healthy Nightlife Toolbox 

disseminated information on high quality interventions and literature and stimulated the 

exchange of knowledge on drug and alcohol prevention and harm reduction in nightlife 

settings via an electronic platform. A core instrument in the dissemination of the gathered 

knowledge and experience was a handbook (Healthy Nightlife Handbook1 (HNT, 2010)) 

that provides models of good practice and a structured method to identify problems, plan 

and implement suitable effective interventions and policies in order to reduce drug and 

alcohol related harm in the recreational scene (Mervó, Kun, & Demetrovics, 2010). 

In the project supported by the European Union, five member states (the United Kingdom, 

Belgium, the Netherlands, Hungary and Spain) took part with one institute each. Hungary 

was represented by the National Institute for Drug Prevention. 

The objective of the present study was the monitoring and evaluation of the Handbook 

and the database applied in practice. In the study, nine organizations, party services and 

party aid providers (eight Hungarian and one Italian organization) evaluated the 

Handbook while using it and the databases to design a project in practice in order to 

increase safety in the recreational scene.  

                                                 

1 HNT Handbook is downloadable from this link: 

http://www.emcdda.europa.eu/attachements.cfm/att_231070_EN_INT11_Handbook_printversion%2010080

4_DEF.PDF4  

http://www.emcdda.europa.eu/attachements.cfm/att_231070_EN_INT11_Handbook_printversion%20100804_DEF.PDF4
http://www.emcdda.europa.eu/attachements.cfm/att_231070_EN_INT11_Handbook_printversion%20100804_DEF.PDF4
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2.3.2 Objectives 

The main objectives of the piloting were: 

 to test the prevention structure and interventions as proposed in the handbook; 

 to test the feasibility of the handbook in different cultural contexts 

 to test the feasibility of the handbook regarding programs with diverse 

characteristics and; 

 to provide advice for adaptations. 

The main goal of the pilot study is to examine, to what extent the introduction of the 

Handbook can contribute to a more effective way of functioning of the organizations 

working in nightlife settings. Therefore, the following questions are answered: “Is the 

handbook a feasible and acceptable instrument in the eyes of the target group (the 

prevention professionals)?” and “Does applying the Handbook mean efficient help for 

the organizations in improving and extending their services, in the implementation of 

these at a higher quality, or in the preparation and elaboration of new interventions in the 

given area or organization, selecting adequate interventions and preparing 

implementation?”. 

Both outcome and process evaluation is part of the pilot. In the course of the study, our 

intervention is defined as making the Handbook accessible for the service providers. 

According to this, process and outcome evaluations are defined as follows: 

- In the process evaluation the acceptance and usefulness of the Handbook is 

examined. The process evaluation will also measure to what extent the target 

group is able to put the guidelines into the practice of planning. Analysis will be 

based on interviews with the stakeholders. 

- Regarding the shortness of the pilot-period (6 months), outcome evaluation refers 

not to the implementation of the developments, but to the preparation of a project 

plan on interventions in nightlife settings. Outcome evaluation involves mainly 

the evaluation of project plans elaborated by the contacted organizations with the 

help of the Handbook; focusing on to what extent the stakeholders could develop 

a plan potentially feasible in the given city with its specific characteristics. This 

involves problem-assessment, assessment of local characteristics and adequate 

assessment of resources (both human and financial), and to evaluate to what extent 

do the developed plans fit these circumstances. 
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2.3.3 Methods 

2.3.3.1 Sample – Locations and Organizations 

Organizations from eight Hungarian cities and one Italian city participated in the pilot. 

For the selection of these organizations we have considered two aspects. These aspects 

were the size of the city and the presence of already existing prevention/harm reduction 

projects or plans to set up such a program in the recreation setting. Size criterion is 

explained by the different problems and different interventional needs of cities with 

different extensions and different number of habitants. These differences explain the need 

for analyzing the applicability of the Handbook in various conditions. On the other hand, 

these cities differ greatly according to the presence of a harm reduction initiative in the 

region. For the results of the study, however, it is important to see whether the Handbook 

is equally adaptable in settings where the goal is to create a new intervention program in 

the area and in settings where the improvement and completion of formerly existing 

interventions are targeted. The involvement of an Italian city provides a possibility to see 

whether cultural differences have an influence on the evaluation of the handbook. The 

selected cities and organizations are the following: 

 Budapest, Hungary: Capital of Hungary. Its population is 1.7 million. 29.6% is 

between 15-34 years of age. A study identified 227 clubs and discotheques in 2005 

(13.3 for 100,000 persons) (Demetrovics & Rácz, 2008). Nearly 60% of these 

organize electronic events as well. Recently there is only one active organization 

providing nightlife harm reduction service in the party-scene of Budapest; Blue 

Point Party Service. This is the oldest one in Hungary, functioning since 1999. 

 

 Debrecen, Hungary:  Situated on the North-East of Hungary. Population: 205,000 

habitants. The majority of the 20 clubs (82%) organize electronic parties, but most 

of them do it only occasionally. In Debrecen there is one organization working 

intermittently on harm reduction at parties – Lelkierő Association . 

 

 Eger, Hungary: A city in the north of Hungary, with 56,000 habitants. Half of the 

six clubs in the city organize occasional electronic parties. There is one service 

provider in the city, though inactive for financial reasons at the moment, called 

Agria Party Service. 
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 Siófok, Hungary: its population is 23,000. The situation of this city, lying next to the 

lake Balaton, is special in the aspect, that there are hardly any clubs open in the 

winter period, but from the end of May until the end of August, both for Hungarian 

and foreign tourists it is of a central role regarding nightlife and parties. The majority 

of the 12 clubs and discotheques (83%) of this city offer electronic music on a 

regular basis. The most intense nightlife takes place in these settings with capacities 

for several thousands of persons. The partner organization planning to target this 

area is Tükör Drug Outpatient Center located in Kaposvár, where they have already 

implemented harm reduction interventions in nightlife, but not on a regular basis. 

 

 Pécs, Hungary: One of the biggest cities in Hungary, lying on the southern part of 

the country. It has 158,000 habitants. In two-thirds of the 23 clubs and discotheques 

electronic dance events are held. In Pécs there is also one harm reduction party 

service present since several years called INDIT Party Help. 

 

 Szombathely, Hungary: A city located near the Austrian border with an approximate 

population of 79,300. It has a relatively vivid nightlife, mostly due to its higher 

education institutions, but no nightlife interventions have taken place there yet. The 

organization planning an intervention in Szombathely, is the addiction care center, 

Markusovszky Hospital Drug Outpatient Center. 

 

 Békéscsaba, Hungary: Economical and cultural center of the south-east region of 

Hungary. It has 65,000 habitants. Another approximately 3000 students attend local 

faculties of universities; therefore raise the ratio of youth in the overall population 

of the city. Mi-Értünk Assiciation Békéscsaba is responsible for drug related harm 

reduction services in the region since 2000. Harm reduction in nightlife settings was 

carried out for the first time in 2008. 

 

 Orosháza, Hungary: A relatively small city situated in the same region as 

Békéscsaba with 30,000 habitants. Mi-Értünk Association Orosháza located a 

separate functional unit of harm reduction services (including party service) in the 

city in the beginning of 2008. In the following part of the report we consider this 
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unit as a separate partner organization for the reason they are planning a nightlife 

intervention independent of the one planned in Békéscsaba. 

 

 Milan, Italy: The second biggest city of Italy, with a population of approx 1,300,000. 

It is the capital of Lombardy, the most populated region of Italy (9.6 million). It is 

considered the capital of fashion and design worldwide and it is one of the major 

financial and business centers of Europe. Milan has a strong nightlife offer with more 

than 100 discotheques of a medium size (500/600 persons). In town there are no big 

discotheques. There is a strong differentiation of venues according to the type of 

music and services (i.e. some offer dinner before dancing). During a weekend, the 

discotheques of the town can have approx 370,000 visitors. Epidemiologic surveys 

(ASL) reported that there is a higher mean of drug consumption compared to the rest 

of the country, a high occasional consumption of illegal drugs (especially cannabis 

and cocaine among nightlife-goers) and a 10% LMP of drunkenness episodes. Our 

partner, ALA Milano Onlus, provides harm reduction services in nightlife settings of 

Milan since 1997. 

2.3.3.2 Measures 

Five questionnaires and an information sheet were created for the pilot study. The 

information sheet collected information on the contact information and basic data of 

the organization. The information sheet and the questionnaires can be found in Annex 

I. 

Questionnaires both contain interview and 5-point scale questions (1= not at all; 2= 

slightly; 3= moderately; 4= to a great extent; 5= to a very great extent).  First, interview 

questions were answered in writing and then answers were cleared up by means of 

interviews. The extension of the answers for the opened questions was not limited. 

The first questionnaire assessed overall impressions on the handbook after reading it for 

the first time. Further questionnaires, based on the suggested order of stages of the 

development of a safer nightlife setting by the handbook, assessed the opinion of the 

participants on the handbook regarding the steps of problem analysis, network building, 

choosing interventions and writing the project plan. 
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Information sheet 

At the beginning of the pilot study representatives of the participating organizations 

were asked to fill in an information sheet. Questions on the information sheet 

concerned the length of the operation of the organization, the nature and settings of 

services provided, etc. Our objective was to reveal such differences between the 

organizations that might potentially influence the participants’ feedback on the 

handbook. 

 

Questionnaire on the first (overall) impressions on the handbook 

After reading the handbook, we have asked the participants to fill in a questionnaire 

exploring their first impressions on the handbook. Answering the questionnaire 

happened previous to the real application of the handbook, therefore no ’in vivo’ 

experiences were backing up the evaluation. The questionnaire contained a 33-item 

scale questionnaire besides 9 interview questions. The first interview question asked 

for an overall opinion, while other opened questions were targeting to explore whether 

the partners think any information to be missing or to be superfluous, whether the 

handbook provided any new information for them and to what extent do they consider 

specific parts of the handbook to be clear and easy to understand. 

The 33-item, 5-point scale questionnaire was created in a way that it covers four topics 

under examination. These four aspects are as follows: 

Manageability: items 1., 2., 3., 4., 5., 6., 7., 8., 9., 12. and 13. This topic is about to 

assess to what extent does the handbook provide easy to handle and manageable 

information for the target group. 

Cultural adaptability: items 25., 26., 27., 28., and 29. These items are to reveal to what 

extent prevention professionals think the handbook to be equally adaptable among 

various cultural contexts. 

Clarity/ Unambiguity: items 20., 21., 22., 23., and 24. These questions assess the 

unambiguity of the content of the handbook, the clarity of the appointed objectives and 

the clean-cut description of each phase of project planning. 

Practical usefulness/Feasibility: items 10., 11., 14., 15., 16., 17., 18., 19., 31. and 32. 

Items of this fourth area are created to assess to what extent is the handbook a practical 

and useful tool in the eyes of the target group. 
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Considering though, that at the moment of the evaluation, neither the layout of the 

handbook was in its final form, nor did it contain the final list of literature, item 

7 (In my opinion Handbook has an appealing appearance.) and item 32 (Literature 

database contains useful materials.) had to be left out from the analysis. 

 

Questionnaire on problem analysis 

Questionnaire regarding the work phase of problem analysis contained a 10-item scale 

and 8 interview questions. Five-point scale questions assess practical usefulness of 

the handbook and the clarity of the included information during the implementation 

of problem analysis. Interview questions on one hand target concrete actions carried 

out, while on the other hand they collect information on the usefulness of the handbook 

in this stage of project planning. We have also asked if handbook contains redundant 

information or if there is anything important missing from the relevant chapter. One 

objective of the handbook is to share the experiences and suggestions of service 

providers of different nationalities; therefore, the last interview question offers a 

possibility to share this type of information concerning problem assessment. 

 

Networking questionnaire 

Questionnaire on the phase of networking contains 10 5-point scale questions as well, 

assessing the clarity of the chapter of network building and the help provided by it in 

this step of implementation of a nightlife project. Further 7 questions, in the form of 

interview questions asked about the specific actions of network building carried out by 

the organizations and role of the handbook in this process. For one objective of the 

handbook is to provide suggestions and advices based on the experiences of 

organizations operating in different countries, the last interview question offers an 

opportunity to report on experiences concerning the phase of network building. 

 

Questionnaire on the selection of interventions 

This questionnaire contains 9 items of 5-point scale questions and 7 interview questions. 

With the help of the scale questions participants have rated the practical usefulness 
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and independency of cultural context of the parts of the Handbook concerning 

choosing appropriate interventions. Opened questions reveal the implemented steps of 

choosing the intervention, the applied considerations and the extent and quality of 

help provided by the handbook. Because handbook aims to share suggestions based 

on the experiences of organizations from diverse countries regarding the work phase 

of choosing interventions with its readers, the last interview question leaves a place for 

comments concerning this issue. 

 

Questionnaire on writing the project plan 

10 closed and 8 opened questions target the role of the handbook in writing the project 

plan. Furthermore, we have assessed the partners’ overall opinion on the handbook after 

the process of project planning had been finished and whether they intent to use 

the handbook in the future. Similar to the former questionnaires, participants were 

asked to write down their personal experiences that might be useful for other 

organizations. 

 

Suggested scheme of the project plan – Guide for writing the project plan 

During the work phase of writing the project plan, based on the feedback of our 

partners we have seen uncertainty concerning the specific content and form of the 

project plans and there was a need for a more detailed description of the requirements. 

Taking this need into consideration we have created a scheme that can serve as a 

guide for the partners in writing the plan (Annex II). Based on the opinions and 

feedback acquired from the partners, we think this guide to be a possibly useful 

amendment of the handbook. 

 

Evaluation sheet for the project plans 

In order to operationalize the indicators of process evaluation we have elaborated an 

evaluation sheet (Annex III) that was used for the evaluation of the project plans 

written by the partners. The sheet containing 13 items assessed to what extent could 

the participants create a project plan which fits the requirements and follows the 

instructions of the Handbook. 
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Questions of the evaluation sheet concern all relevant areas that the project plan should 

contain (problem analysis, resources available, methods, etc.). We have also assessed the 

appropriateness and clarity of the appointed aims, reality/adequateness of the 

schedule, the planned method of evaluation and the sustainability of the program and 

also to what extent is the project compatible with the recommendations of the 

handbook. 

The raters, according to the abovementioned criteria, rated the nine project plans on 

5-point scales (1= totally inadequate; 5= excellent) using separate evaluation sheets. 

In order to help the evaluation process we have placed references of the relevant 

chapters of the handbook and the ‘Suggested scheme of the project plan’ next to each 

item. 

2.3.3.3 Procedure 

In the beginning of the study we have contacted the organizations planning or 

implementing interventions in nightlife settings in Hungary and asked them to 

participate in a personal consultation. During the meeting we have presented the 

objectives of the study and asked the organization to take part in our pilot study. All 

contacted organizations agreed to participate in the project, therefore instead of three, 

finally nine programs could be the subjects of evaluation. With the representatives of 

the organizations we have agreed in the procedure of the pilot study and to hold 

monthly team meetings and additional personal consultations if needed. The only 

exception was the Italian partner with whom we could contact only by means of e-

mail and telephone after the first face-to-face agreement has been made. 

Pilot partners were asked to go through the following steps of project planning in order 

to test the contribution of the Handbook to these actions step by step. We had a six 

month interval for the execution of the pilot study, thus one month period was planned 

for each phase. 

 

1. Reading the handbook and its theoretical evaluation 

2. Problem assessment: assessing the problem of alcohol and drug use and related 

harm in nightlife settings in the city and identifying causes if possible 

3. Stakeholder analysis: overview of possible network partners, their interests and 

their possible responsibilities. The analysis also gives tips and tricks for network 
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building at a local level 

4. Selecting (if needed, developing) interventions 

5. Preparation of a project plan or adaptation of a formerly existing project plan. 

 

The order of the formerly listed steps is in accordance with the stages of planning 

suggested by the handbook and we intend to follow the same structure in our report 

for the sake of a clearer structure. 

At the first meeting all participants received the Hungarian version of the handbook. 

Partners received the questionnaires by e-mails and they had one month available for 

the implementation of each work phase and to answer the relevant questionnaires. 

Hungarian version of the handbook was handed to the participants in March 2009. 

According to this, team meetings were held on six occasions, monthly between April 

and September 2009. On meetings besides the elaboration of the recent issues and the 

discussion of the experiences gained during the previous work phase, we have 

discussed the work to be done in the following month and appointed a schedule for 

its execution. Between the meetings we have discussed the emerging questions via e-

mail and phone. 

As we have already mentioned the only exception was ALA Milano Onlus. With the 

representative of ALA Milano Onlus we have contacted in Utrecht, but later on due 

to the geographical distance we have kept in touch only by means of e-mails and phone 

calls. In the procedure and the schedule of the work it meant no differences compared 

to the Hungarian partners’ work. 

Analysis 

Based on the nature of the study and the collected data, descriptive statistics were 

performed with the IBM SPSS program while qualitative data are also presented at certain 

points of the study. 

2.3.4 Results 

2.3.4.1 Main characteristics of the participating organizations 

2.3.4.1.1 Basic characteristics 

The oldest host organizations of our nightlife projects are 13 (Ala Milano Onlus - Milan) 
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and 12 (Kék Pont Party Service - Budapest) years old. Nightlife projects were launched 

1 year after founding the organizations in both cases.  The youngest organizations are 

Mi-Értünk Association – Orosháza and Tükör Drug Outpatient Centre – Kaposvár, with 

one and two years time elapsed since founding respectively. Both organizations 

launched nightlife interventions in the year of founding. 

Most of the organizations provide regular payment for their employees. In Szombathely 

and Pécs, some employees receive salaries per hours, while in Eger intervention was 

carried out on a totally voluntary basis. The organization in Budapest provides 

occasional payments as well for temporary employees. 

There are great variations in the number of employed persons, mostly according to the 

size of the cities where the organizations are located and therefore the activity and  tasks  

of  the nightlife programs (see Table 41). This way in two bigger cities, Budapest and 

Pécs, offering a wider scope of services, there are 50 and 65 employees working, 

while in smaller cities this number is between 7 and 16. Milan and Debrecen are in 

between with their 35 and 30 employees. 

 



120 

Table 41 General data on pilot organizations based on the Information Sheet. 

Name of 

Organization 

Year 

of 

foun

ding 

N. 

empl

oyees 

N. 

paid 

empl

oyees 

N. 

Volunt

eers 

Method of 

payment 

Nightlife 

interven

tio n at 

the 

moment 

Nightlife 

interven

tio n 

started 

Kék Pont Party 

Service 

(Budapest) 

1997 50 30 20 Occasional/Regular Yes 1998 

Lelkierő 

Association 

(Debrecen) 

2003 30 12 18 Regular Yes 2004 

Agria Party 

Service (Eger) 
2004 14 0 14 No payment Inactive 2004 

Tükör Drug 

Outpatient 

Centre 

(Kaposvár) 

2007 7 7 0 Regular Yes 2007 

INDIT Party 

Help (Pécs) 
1999 65 49 16 Regular/Per hours Yes 2000 

Markusovszky 

Hosp. Drug 

Outp. Centre 

(Szombathely) 

2003 7 6 1 Regular/Per hours No  

Mi-Értünk 

Association 

(Békéscsaba) 

2000 16 6 10 Regular Yes 2008 

Mi-Értünk 

Association 

(Orosháza) 

2008 8 3 5 Regular Yes 2008 

Ala Milano 

Onlus (Milan) 
1996 35 25 10 Occasional/Regular Yes 1997 

2.3.4.1.2 Precedents: services provided by the organizations 

Kék Pont Party Service – Budapest 

Kék Pont is a non governmental organization functioning mainly as a drug outpatient 

centre. Besides its direct therapy-oriented services (multidisciplinary treatment, 
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outpatient rehabilitation) the organization provides various prevention and harm 

reduction services; it offers services not only for the clients but their family members 

as well. At  their  three outpatient centers in Budapest there are possibilities for 

consultation, psychiatric counseling, and community based treatment and their outreach 

street work covers several areas of the city. Because Kék Pont deals with drug issues 

as a complex individual and social phenomenon that contains drug addiction as only a 

part of the spectrum, users, who are not addicted (or do not regard themselves to be 

addicted) can utilize the services for free, can benefit from the harm reduction attempts 

and their legal assistance helps the client to get informed about recent laws regarding 

drugs. 

Party Service is a harm reduction service of the outpatient centre present in the 

electronic dance scene since 1998. Its primary aim is to provide safer recreation for 

party-goers and to propagate such ways of substance use and attitudes among substance 

users that can minimize social and health care harms deriving from drug use. Party 

Service offers social and health- related harm reduction (water, ‘sugarpills’, special 

educative materials, vitamins, minerals and condoms), chill out possibilities and 

emergency health care in case of intoxication (physical or mental crisis). All services 

are offered free and anonymous. Trained volunteers are themselves members of the 

17-25-year-old party-goers age group, therefore they are familiar with the habits and 

language of the target group and promotion of a safer party culture is an important 

common mission for them and other members of the party scene. The service is not 

available on a regular basis recently. They are present only at special events, because 

based on the feedbacks of the target group on the changing habits of substance use 

among youth modification of the basic strategy seems to be necessary. 

 

Lelkierő Association  – Debrecen 

Objectives of the Lelkierő Association  in Debrecen include being part of such  a civil 

network that helps youth in forms of private and group counseling in solving their 

problems and to prevent and treat crisis situations. Association offers various services 

in the eastern region of Hungary; community-based treatment for youth with psychiatric 

disorders or  addiction problems between  18 and  35 years of age, support for  disabled 

young people, low-threshold treatment for people with addictive disorders, job 

placement programs, counseling centre in a shopping mall, a website on mental 
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health promotion, they organize movie afternoons and provide education for 

professionals and non- professionals as well. 

 

Mozgó-társ party service (mobile party harm reduction service) provides chill out and 

refreshment possibilities at venues and summer festivals working with professionals  

and trained volunteers. They contact the target group with the help of short 

questionnaires and offer face-to-face counseling. Information sheets are handed to 

the audience and they give information on available services in the city. Harm 

reduction takes place as first aid in a separate room and offering vitamins, water, 

condoms and fruits to visitors. Harm reduction is carried out in 6 hours per week by 3 

colleagues. The service operates since 2004. 

Integrative prevention approach was appointed as the  theoretical  concept  underlying  

their work, which they carry out as outreach and harm reduction activities according 

to the professional standards of low threshold services. There was no research carried 

out on the effectivity of their actions, they only have statistics on the number of 

contacts made as data supporting the need for this type of intervention. 

 

Agria Party Service – Eger 

The service provider in itself is a nightlife intervention project, therefore unlike the 

former two organizations, where party intervention is only one of the programs offered 

by an organization, deals with only this type of intervention. Objective of the project 

is to promote the aims of “Safer Dancing” and “Safer Venues” programs in Eger and 

its region. Further aim of the project is the contribution to such clubbing culture and 

lifestyle that can help to prevent the target group from becoming criminalized and /or 

victimized. The project’s high priority objectives are outreach, low-threshold harm 

reduction for young clubbers in the electronic dance scene using psychoactive 

substances (licit and supposedly illicit) and delegating problem users without 

professional contacts to appropriate treatment centers. Service was operating between 

2004 and 2008, but is inactive at the moment of starting the pilot study. 

 

Tükör Drug Outpatient Center – Kaposvár 

The institution operates since May 2007. Besides traditional outpatient treatment, the 
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organization operates a daytime care center, crisis intervention, individual counseling, 

needle exchange program, harm reduction and prevention services. Above all these, 

team carries out occasional harm reduction interventions in nightlife settings (Party 

Help). Party help aims to promote safer substance use, safer sex and safer dancing by 

means of education with the help of educative materials, individual counseling and 

harm reduction devices. This service was created based on the similar service of the 

INDIT Foundation Drug Outpatient Center (see below), which operates since 

September 2000. Feedback on efficacy of the service is only based on the internal 

reports on the number of clients. 

 

INDIT Foundation – Pécs 

Structure of the health and social care services of the foundation provides a possibility 

for the complex treatment of addiction problems and their consequences. There is 

smooth communication between services for the clients therefore individual needs are 

considered and satisfied in an easy manner. The organization offers outpatient and 

inpatient treatments and outreach harm reduction services as well. 

Objectives of the „Party Help” service operating since 2000 are (1) offering objective 

information on licit and illicit drug use and safer sex (free condoms), (2) delegation 

to the proper institution if needed, (3) tackling acute mental and health symptoms in 

connection with drug use (vitamins, water, sugar provided if necessary). Intervention 

in Pécs is available with an alternating frequency, usually 3-4 times a month. 

Theoretical background of the service is the concept of harm reduction, but no effect 

evaluation has taken place on this intervention yet. 

 

Vas Megyei Markusovszky Lajos Hospital, Drug Outpatient Centre – Szombathely 

Treatment and medication of the clients with addiction problems in this centre started 

in July 2003. While the drug outpatient centre operates inside the walls of the psychiatry 

department of the hospital, clients are offered inpatient treatment if needed as well. 

The organization implements no harm reduction activities in the recreation field, but 

they are planning to extend their services with such a program from September 2009. 
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Mi-Értünk Békéscsaba Prevention and Harm Reduction Association 

Organization was founded in 2000 and operates as a public benefit organization. It offers 

services in the framework of the model and methods of harm reduction approach 

primarily in the area of Békés County. They provide individual and group counseling 

and help for the target groups, operate outreach street services and harm reduction in 

nightlife settings. Prevention programs also belong to the scope of their activities; 

complex health promotion programs are being held in schools and dormitories. 

“Party Help Program” was started in February 2008. Professionals visit venues (2 

discotheques and 2 pubs) in Békéscsaba 2 times per month where they hand out water, 

vitamins and condoms for the visitors. In order to promote safer recreation educative 

information is provided by means of individual counseling and educative materials. 

Harm reduction was stated to give the theoretical concept of their services. No effect-

evaluation was carried out so far regarding this intervention. 

 

Mi-Értünk Orosháza 

The unit of Mi-Értünk Association located at Orosháza started to operate in January 

2008. As operators of low-threshold services they provide services in the framework 

of harm reduction. Needle exchange is available in Orosháza as well and vitamins and 

condoms are  also provided for the clients of the organization. 

“Party Help Program” is present at venues of Orosháza regularly since February 2008. 

Besides providing information for the target group distribution of condoms, water, 

vitamins, candies also takes place to reduce harm when considered necessary. Team 

works at two venues. There is no effect-evaluation on the intervention. 

 

Ala Milano Onlus 

The organization is an NGO working in the city of Milan. This organization provides 

outreach and harm reduction activities, works for the prevention of sexually 

transmitted diseases (STD) and carries out services and research related to these actions. 

The intervention program operating in the recreation scene is called PrimaEpoi.it. 

Program is implemented in discotheques, pubs and occasionally concerts in the city 

of Milan. Its three components are the “Designated Driver” program, drugs and STD 
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prevention/ promotion of safer sex. At the venue a stand is built up from where the team  

distributes  information materials. Main aim is to create contact between the visitors 

and the social workers. The service operates since 1997 with a frequency of one stand 

per week during last year. Definition of harm reduction by the WHO gives the 

theoretical concept of the intervention. A comparative study has been carried out only 

on the designated driver program, whose results show relatively low effectiveness. 

For this reason restructuring of the intervention and re- evaluation is planned at the 

moment. 

 

Summarizing the information on previous experiences of the organizations, eight of 

the nine partners have several years of former experiences regarding nightlife 

interventions. Seven organizations, though with various forms and to various extents, 

operates an active nightlife intervention at the moment. For different reasons and in 

various ways but in cases of all organizations the need for changes has evolved; the 

need for refreshment, reconceptualization or expansion of services. Markusovszky 

Drug Outpatient Centre (Szombathely) is the only partner who has no intervention 

in the recreational scene at the moment and is planning a program with the intention 

to broaden their services in Szombathely. At the same time, the project planned by 

Kék Pont Party Service (Budapest) is considered to be a new intervention as well in 

the scope of their activities, because this project is radically different from their 

former interventions in nightlife settings carried out since 1997. Regarding Milan the 

situation is alike; the novelty of the intervention is supported by the fact that no similar 

intervention has been carried out in Italy so far. The project planned in Siófok is 

also a pioneer attempt, though Tükör Drogambulancia has two years of experience of 

implementing a safer nightlife project in Kaposvár, the new setting with its specific 

conditions requires a new approach as well. 

Systematic evaluation of the effectiveness of interventions has a precedent only in 

Milan yet only one specific type of intervention has been studied here as well. Home 

statistics are available at three organizations regarding the number of clients involved 

(Debrecen, Kaposvár and Eger). 

2.3.4.1.3 Identified needs of the organizations 

For the question if the partner has ever been considering, that additional information or 
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tools would be needed for the planning/implementation of his interventions 

(Information Sheet 4.1.), only two out of the nine partners had a negative answer 

(Budapest and Eger). The biggest need arose for such a comprehensive material or 

information forum that includes other organizations’ experiences; communicates norms, 

best practices, successful solutions for service providers (Table 42) 

Table 42 Information requested by the organizations. 

 

4.1. Have you ever been considering that additional information or 

tools would be needed for the planning/implementation of your 

interventions? If yes, what type? 

Kék Pont Party 

Service (Budapest) 
No. 

Lelkierő Association 

(Debrecen) 

Handbook on professional methodological and ethical norms and material 

concerning experiences, know-hows and international best practices. 

Agria Party Service 

(Eger) 
No. 

Tükör Drug Outp. C. 

(Kaposvár) 

Yes, because the team had no experiences regarding these types of 

interventions at the beginning. 

INDIT Party Help 

(Pécs) 
Yes, but I don’t know what exactly. 

Markusovszky Drug 

Outp. C. 

(Szombathely) 

Yes. We would need professional information for the implementation of 

preventive education programs and interventions in nightlife settings. 

Mi-Értünk Association 

(Békéscsaba) 

Yes, for such an information forum, where practical problems are 

summarized and their solutions can be learnt from other organizations. 

Mi-Értünk Association 

(Orosháza) 

Yes, for such an information forum, where practical problems are 

summarized and their solutions can be learnt from other organizations. 

Ala Milano Onlus 

(Milan) 

Information on how to use and improve our communication with 

customers. 

 

Question 4.2 of the Information sheet collects information on the intentions of the 

target group of using the handbook for a development of services in the near future. 

Three organizations answered that in their opinion, using the handbook will not 

contribute significantly to the success of their professional work. It is important to 

mention though, that these organizations have great experience regarding harm 

reduction in nightlife settings. Programs of Budapest and Pécs were the first programs 
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implemented in Hungary and in direct and indirect ways they had an impact on all 

later projects in Hungary. In case of the third program (Eger) it is a similar situation; 

the coordinator of the program had several years of experience, because formerly he 

was involved in the coordination of the program of Budapest. The other six 

organizations were definitely positive towards using the handbook for the improvement 

of their interventions or for the creation of a new intervention program in the city 

(Szombathely) (Table 43). 

Table 43 The intention to extend or improve services with the help of the handbook. 

 

4.2. Are you planning to extend or improve your services in the 

near future, for which you would use the HNT handbook? If 

yes, what type? 

Kék Pont Party Service 

(Budapest) 
No. 

Lelkierő Association 

(Debrecen) 

Yes, we are planning a mobile “Rolling Room” service in 

Debrecen; outreach and harm reduction service near the entrance of 

venues in Debrecen. 

Agria Party Service (Eger) 
There are some important things missing for the revival of the 

“sleeping” service, but it is not the handbook. 

Tükör Drug Outp. C. 

(Kaposvár) 

Participation at bigger events, e.g. Ozora festival. Last year we 

were invited, but could not attend (we had no financial resources). 

INDIT Party Help (Pécs) 
Yes, we are planning improvements, but we don’t think that we 

need the handbook for this work. 

Markusovszky Drug Outp. C. 

(Szombathely) 

Yes, definitely. We are planning to implement nightlife 

interventions in Vas county. 

Mi-Értünk Association 

(Békéscsaba) 
Yes, we are planning to improve our present services. 

Mi-Értünk Association 

(Orosháza) 

Yes, we are looking forward to change the venue of our program in 

Orosháza together with basic changes concerning our Party Help 

service and to precipitate the fulfillment of the criteria of a safer 

venue at the scene. 

Ala Milano Onlus (Milan) 
Yes, we would like to implement environmental prevention and 

develop our work within evidence based theories. 

2.3.4.2 Overall evaluation of the handbook 

In the course of the overall evaluation of the handbook 5-point scale questions assessed 

four dimensions: Manageability, Cultural adaptability, Clarity/Unambiguity and 
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Practical usefulness/ Feasibility. 

Except for Adaptability, scores in all dimensions were high, average values are around 

4.5. The most favorable results were born regarding the dimension of 

Clarity/Unambiguity. These questions assessed the clarity of the handbook and the 

clarity of assigning aims and the description of each work phase. The dimension 

Manageability received similarly favorable ratings that indicate logical and well-

organized structure of the handbook. The dimension of  practical usefulness was rated 

high as well highlighting that most of the participants considered the handbook a 

profitable tool regarding planning  interventions.  Cultural adaptability got the least 

favorable ratings, 1 point below the other dimensions’ scores on average. The majority 

of the respondents shared the opinion that validity of the handbook; the applicability of 

the suggested aims, guidelines and steps can be influenced or hindered by specific 

cultural factors (Table 4). 

Table 44 Overall evaluation of the handbook regarding the four studied dimensions. Minimum and 

maximum values refer to the mean values of items in each scale. 

 Manageability Adaptability Clarity/Unambiguity 
Practical 

usefulness/Feasibility 

Mean (Sd) 4.40 (0.34) 3.51 (0.86) 4.47 (0.55) 4.32 (0.35) 

Minimum 3.80 2.40 3.40 3.82 

Maximum 5.00 4.80 5.00 4.82 

 

Answers to the opened questions reflected very similar opinions as compared to the 

abovementioned results. In answers to the first question (“Please, give us your overall 

opinion on the handbook in a few lines. What are your first impressions?”) the four 

dimensions appeared as follows. 6 partners out of the 9 have mentioned the 

practicability of the handbook as a positive characteristic. 5 organizations have 

underlined the good organization and well-built structure of the handbook that results 

excellent manageability. The clear and well-defined aims and steps of implementation 

were mentioned by three partners. With respect to the dimension of adaptability 

however, three partners had the opinion that some of the interventions, or specific 

types of interventions are hardly applicable or impossible to implement in Hungarian 

circumstances (Table 45). 
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Table 45 Overall opinions on the Handbook with regards to the four dimensions. 

 Manageability Adaptability 
Clarity / 

Unambiguity 

Practical 

usefulness / 

Feasibility 

Kék Pont Party Service 

(Budapest) 
+ -  + 

Lelkierő Association 

(Debrecen) 
+ -  + 

Agria Party Service (Eger)   + + 

Tükör Drug Outpatient 

Center (Kaposvár) 
 -  + 

Markusovszky H Drug 

Outpatient Center 

(Szombathely) 

  + + 

Mi-Értünk Association 

(Békéscsaba) 
+   + 

Mi-Értünk Association 

(Orosháza) 
+    

ALA Milano Onlus 

(Milan) 
+  +  

 

To the question what have the partners found the most useful in the Handbook 

(Question 2), in most cases (4) the answer was its systematizing nature, and also 

(4) the description of trends based on the literature and evidence-based approaches. 

Three partners highlighted the usefulness and inspirative nature of the ‘tips’ included 

in the handbook. Two partners emphasized the importance of the intervention 

database, while two partners emphasized the help provided by the handbook in creating 

cooperation with relevant stakeholders (Table 46). 
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Table 46 What partners found the most helpful in the Handbook. 

 2. What did you find the most helpful in the handbook? 

Kék Pont Party Service 

(Budapest) 

“Clean, compact, factual and has an ‘American style’. It is positive 

that does not follow the traditional legal-illegal division of 

substance use. 

Lelkierő Association 

(Debrecen) 

“Systematization of stakeholders and the description of network 

building. Describes the steps of project planning and network 

building in a comprehensive way. Contains much useful 

information and suggests useful links and literature.” 

Agria Party Service (Eger) 

“I regard chapters 3 and 4 to be the most useful parts of the 

Handbook. In planning interventions, literature, research results and 

references are very important… You can especially rely on these 

information when involving and convincing stakeholders. I 

appreciated most the objectivity and systematizing approach of the 

4th chapter.” 

Tükör Drug Outpatient 

Center (Kaposvár) 

“Those interventions beyond my services, which seem to be 

suitable for implementation in Hungarian circumstances. I think 

about, for example, those interventions that target trainings for the 

owners of the venues and trainings for staff in nightlife settings.” 

Markusovszky H Drug 

Outpatient Center 

(Szombathely) 

“Chapter 2, 3 and 4 are very useful. I consider very good that these 

chapters are built upon each other and very well-organized. I also 

consider useful the indication of research results, trends and tips 

regarding nightlife projects. The Annex (intervention database) is 

just as important as the Handbook. One can learn much from other 

countries’ initiatives and mistakes.” 

Mi-Értünk Association 

(Békéscsaba) 

“The thematic is well structured and I consider tips and highlighted 

parts because they inspired new ideas.” 

Mi-Értünk Association 

(Orosháza) 

“The thematic is well structured and I consider tips and highlighted 

parts because they inspired new ideas.” 

ALA Milano Onlus 

(Milan) 
“The definition of what sort of approaches work and which don’t.” 

 

Answering to the question ‘What is that you find superfluous in the handbook?’ 

(Question 3) two participants regarded redundant to describe the specific effects and 

risks of different types of drugs. We have also assessed if there is something missing 

from the handbook, or the partners would appreciate putting more emphasis on 

something. For these questions we got the following answers (Table 47): 
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Table 47 List of missing information according to the opinion of the partners. 

It would be nice to have more information on the role of criminal organizations in nightlife settings. 

What interests are present? Where do these interests crash between venue owners and harm reduction 

interventions and how can we find a solution for these things? 

Practices regarding the cooperation with stakeholders, professional approaches of creating contact 

and communication with the clients. This need was indicated by the organization of Milan as well at 

another question (see chapter 4.1.3.). 

More practical advices and more guidance in the creation of the cooperation network. 

Key responsibilities/activities of venue owners and the leaders of bar staff in assuring the well-being of 

clubbers under the influence of drugs. 

Criteria of the most appropriate professionals and volunteers. 

Completion of the databases. 

Description of ineffective interventions together with the reasons for their ineffectiveness. 

Description of the traditional nightlife intervention (dissemination of educative materials, water, 

vitamins, candies) operated by us. 

It would be important to differentiate between those interventions that might be feasible in Hungarian 

circumstances and those that are not suitable for these conditions. 

 

Further three organizations missed the description of specifically Hungarian data and 

experiences. For the question, whether he handbook provided  such  new  information  

with which the partner have not met in other sources yet, most of the partners (6) 

answered yes. Two organizations indicated that although the handbook did not 

necessarily provide new information, they have never seen this information in such 

a structured and organized way before. 

Clarity of the aims and the steps of implementation based on the handbook was 

evaluated to be excellent by all partners except for one who thought that the 

description of the steps of implementation seems to be a little rough and it would 

worth to go into more details. 

Summarizing the experiences of the overall impressions’ evaluation, participating 

organizations found the content of the handbook clear and unambiguous, its structure 

logical and well-organized and considered much of the included information to be 

useful and practical. Feedback has shown however that cultural adaptability of the 

handbook is a problematic question; several interventions or types of interventions 
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are not feasible in all circumstances. Regarding the usefulness of the handbook its 

global and systematizing nature and the parts collecting practical tips and suggestions 

must be underlined. These latter parts are also important because several organizations 

missed a more detailed list and description of these tips and recommendations, 

especially the topic of communication techniques. This topic could not only mean help 

regarding communication strategies between partners of common interests, but 

partners with counter interests as well. Besides these, partners opine that detailed 

description of the criteria of effective and ineffective interventions would also be 

profitable. 

2.3.4.3 Process evaluation 

In the course of process evaluation, following the order of the steps of project 

planning, we map the role of the handbook in planning a nightlife intervention step-

by-step with questionnaires referring to the separate work phases. 

2.3.4.3.1 Problem assessment 

The questionnaire referring to the step of problem assessment contained 10 5-point scale 

questions. It is characteristic of the results that mean values for none of the questions 

fell below 4.3 and rating 3 was given only in cases of two questions. Results reveal that 

according to the majority of the partners the handbook makes totally clear the 

importance of executing a problem analysis. Even more, information provided in the 

relevant chapters proved to be an effective help in finding the problems to tackle 

and in network building with stakeholders involved in problem analysis. Partners 

also reported that they relied much on the suggested scheme of problem analysis and 

found useful the tips and advices in practice. Participants were satisfied with the 

areas covered by the handbook concerning problem analysis, only one partner missed 

mentioning the role of criminal organizations in the process of problem analysis. 

Average values of the answers for the problem analysis questionnaire are listed i n  

Table 48. 
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Table 48 Mean values of items of problem analysis questionnaire. 

Question N Minimum Maximum Mean Sd 

Is it clearly presented in the Handbook, why the 

execution of the problem analysis is important? 
9 4 5 4.78 0.441 

Do the questions mentioned in the Handbook 

cover the areas necessary? 
9 3 5 4.33 0.707 

Do the questions regarding the assessment of 

problems give useful hints for the analysis? 
9 4 5 4.33 0.500 

Do the questions regarding the nature of 

problems give useful hints for the analysis? 
9 4 5 4.33 0.500 

Does the Handbook provide helpful tips and 

advice for creating cooperation with the parties 

involved in the problem analysis? 

9 4 5 4.44 0.527 

Does Chapter 4.2. provide help for mapping 

problems in the given region? 
9 4 5 4.44 0.527 

Does this chapter help the process of problem 

analysis? 
9 4 5 4.33 0.500 

Does information presented in chapter 2 and 3 

seem to be helpful concerning problem 

assessment? 

9 4 5 4.44 0.527 

Did you rely on the handbook in the course of 

problem assessment? 
9 3 5 4.33 0.707 

Did the handbook convince you of the need for 

problem assessment? 
9 5 5 5.00 0.000 

Mean of the 10 items    4.48  

 

As a conclusion of summarizing the answers for the interview questions, in this work 

phase systematic considerations of the handbook served as effective tools in building 

up problem analysis. Information regarding the involvement of stakeholders helped 

the process of network building. Handbook also gave new ideas and problem solving 

concepts to the hands of the partners; therefore it changed the action of problem 

assessment from the very beginning. 

Though organizations found Chapter 4 outstandingly useful, Chapter 3 was considered 

redundant by the partners with more experiences. For organizations with fewer 

experiences however, these parts could mean similarly useful information. From 
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Chapter 4.2. partners missed the information concerning  criminal  organizations  as  

possible  hindering  factors  of success and possible solutions for this problem. It was 

also mentioned that in the chapter of problem assessment it could be beneficial to 

involve the topic of the evaluation of needs of the clients and their families. Another 

aspect to be mentioned might be the importance of creating contacts with the local 

institutions responsible for the treatment of addictions. According to the opinion of one 

partner the issue of drug abuse is not discussed in the handbook or at least its definition 

is not clear enough. Other partners would find it useful if examples from countries 

with similar social, economic, legal and moral conditions as the Hungarian conditions 

were also presented. 

Conclusively, the handbook is undoubtedly a useful and applicable tool regarding 

the work phase of problem analysis, while on the other hand organizations identified 

several points which could serve as the starting points of further developments of the 

handbook. 

2.3.4.3.2 Networking 

Mean values of the 5-point scale questions of the networking questionnaire show a 

greater variability than those of the former questionnaires; means spread from 3.1 to 

4.9. Besides the clear explanation of the importance of network building clarity and 

unambiguity of tips presented in chapter 4.3. received the highest scores. In line 

with the formerly mentioned results, this indicates that aims and messages of the 

handbook are clear, can be easily identified and easily understood by its target group. 

Somewhat lower scores, though still high regarding their absolute values, were given 

to the dimensions measuring the practical applicability of the handbook. A similarly 

good rating (4.3) was given related to the usability of tips and advices of this chapter 

in planning network building and in creating contacts with the stakeholders. Majority 

of the participants stated that handbook contributed to a better and more systematic 

problem analysis, though not all of them have applied such new activities reinforced 

by the handbook that he/ she would not have used without reading it (Table 49). One 

reason for this is that several organizations are already in continuous contact with 

the relevant stakeholders and organizations for years now. 
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Table 49 Mean values of items of the networking questionnaire. 

Question N Minimum Maximum Mean Sd 

Did the Handbook make the process of networking 

easier? 
9 3 5 3.89 0.782 

Did the topics mentioned in the Handbook cover 

all areas needed concerning network building? 
9 4 5 4.22 0.441 

Did the Handbook provide useful ideas and tips for 

the planning of networking? 
9 3 5 4.33 0.866 

Does the Handbook present clearly the importance 

of network building? 
9 4 5 4.89 0.333 

Does the Handbook give useful hints and tips for 

getting into touch with the persons involved in the 

planning and implementation of the intervention? 

9 3 5 4.33 0.866 

Does Chapter 4.3. provide an efficient help for the 

networking process in the given area? 
9 3 5 4.00 0.866 

Does this chapter support the process of project 

planning? 
9 4 5 4.33 0.500 

Has the Handbook contributed to systematic 

network building? 
9 3 5 4.11 0.928 

Have you applied activities in the course of 

network building that you would not have used 

without knowing the Handbook? 

9 1 4 3.11 1.364 

Are all advices mentioned in chapter 4.3. clear and 

unambiguous? 
9 4 5 4.89 0.333 

Mean of the 10 items    4.21  

 

In answers to our interview questions, more partners have emphasized the usefulness 

of the systematical structuring of information on project planning, and the 

conduciveness of putting the applied techniques of involving stakeholders in a more 

precise and more conscious way. Drawing the conclusions of the interview questions 

show however, that although partners find the table of ‘difficulties foreseen’ extremely 

helpful, they miss its extension and completion. From the table of difficulties foreseen 

(and from the chapter in general) the role of mafia and information on the possible 

solutions regarding difficulties caused by criminal organizations and organizations 

with strong counter-interests are missing. 
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The thorough explanation of difficulties regarding the involvement of venues and 

presenting good examples would also be useful according to the opinion of the 

target group. Another topic requested to be exposed was the attitude of communication 

with stakeholders; the analysis of how to communicate with our cooperation partners 

to win them for our aims. 

In question 7 (Annex I) we have asked whether the partner can give an example (even 

if it is specific of the given country) to be added to the handbook. One partner 

emphasized the importance of the involvement of the local government, because on 

one hand it can easily mobilize the professionals of the field due to its role in the 

local coordination of drug affairs while on the other hand can have an influence on the 

venue owners and help to convince them to participate in the projects due to its 

licensing function. Another partner suggested that following a specific order 

(depending on the context) when contacting stakeholders can be useful, because some 

can influence others in order to participate in the project. 

Summarizing the results concerning network building, organizations considered the 

handbook useful and well applicable in the aspect of this work phase as well, however, 

they have expressed further suggestions and recommendations for its improvement. 

According to these comments more tips, more examples of best practice and more 

emphasis put on the abovementioned communication techniques would be necessary. 

This latter issue would especially be important in convincing stakeholders with counter-

interests. 

2.3.4.3.3 Selection of intervention 

Based on the ratings for the scale questions we can state that according to the partners 

interventions listed in the handbook serve with useful new ideas for choosing 

interventions and handbook provides useful tips for the coordinators in implementing 

interventions as well. However, regarding the help offered in selecting interventions, 

ratings of the partners spread more, just as we can seen in the case of cultural 

adaptability of the handbook (see Table 50). 
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Table 50 Mean values of items of the selection of intervention questionnaire. 

Question N Minimum Maximum Mean Sd 

Information given in the Handbook is useful 

regarding the selection of interventions. 
9 2 5 3.89 0.928 

Interventions discussed in the Handbook cover all 

areas needed. 
9 1 5 4.11 1.269 

Handbook provides useful points for the selection 

of interventions. 
9 3 5 4.22 0.667 

Handbook provides useful advice concerning the 

implementation of interventions. 
9 4 5 4.56 0.527 

Handbook offers new aspects for the selection or 

implementation of interventions. 
9 3 5 4.22 0.833 

Descriptions of interventions in the 5th Chapter 

contain sufficient information for the selection of 

relevant types of interventions. 

9 1 5 4.11 1.364 

Interventions presented in the Handbook contain 

useful, new ideas. 
9 4 5 4.78 0.441 

The Handbook emphasizes the appropriate aspects 

for selecting an intervention. 
9 2 5 4.00 1.000 

Most of the mentioned interventions seem to be 

feasible in your country. 
9 3 4 3.44 0.527 

Mean of the 9 items    4.15  

 

Considering the answers for the interview questions as well, it seems that similarly 

to the chapter on network building, partners regarded the systematic approach of the 

handbook important and useful, since it prevents leaving out important aspects and 

processes from this work phase. Besides this guideline function however, handbook 

highlighted new aspects and defined new ways of selecting interventions for the 

organizations. 

Nevertheless, as implementations for the handbook, these points have been defined 

by the partners: 

- Mixing prevention and harm reduction is not favorable; just the opposite, these 

should be definitely separated. Prevention need not necessarily be mentioned 

in this handbook, it might lead to confusion. 

- Another thing to be considered is, though we know that intervention database is 
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still under construction, that list of interventions is deficient, especially new and 

mainstream interventions are missing. For example information on launching 

countrywide campaigns, description of internet-based programs and suggested 

solutions for problems caused by the mafia should be included. A further request 

was the more precise description of the creation of trainings for the staff and of 

the standardization of such trainings. 

- Another frequently mentioned feedback of the target group was that some of the 

interventions seem to be impossible to implement. In Hungary, for example the 

regulation of opening hours of bars and bans on selling alcohol would hurt so 

many interests that fulfillment of such interventions would be more than 

questionable. Not only in Hungary, but in Milan as well there are some 

economically strong groups of interest that can make the implementation of 

programs impossible. 

- Several organizations opined that Handbook should give more concrete guidelines 

for the selection of the most appropriate interventions and that besides listing the 

types of interventions it would worth to give a short description of them as well 

in chapter 5. 

- According to some partners a list of not effective interventions (together with the 

reasons for it) and the description of most common mistakes committed could be 

a useful amendment to the handbook. 

 

Conclusively, we can say that according to the participating organizations Handbook 

needs further contentual developments regarding the description of interventions. On 

one hand completion and more detailed description of the list of interventions was 

proposed, while on the other hand suggestions were expressed regarding the 

adaptation of the content; e.g. in order to promote more effective implementation in 

different cultural contexts (cultural adaptability). 

2.3.4.3.4 Project plan 

Mean values of the scale questions of the questionnaire on writing the project plan 

remained above 4 in all cases. Best ratings given show that handbook is a useful tool 

to rely on when creating a project plan and the text emphasizes the important steps 

and information from the aspect of project planning. Most organizations agree that 

handbook provides useful hints and advices both for project planning and implementing 
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programs. Also good ratings (appr. 4.5) indicated that Chapter 4 of the handbook 

discusses the steps required for writing a project plan in a logical order (Table 51). 

Concerning the questions assessing the novelty of the ideas and information included, 

the general conclusion is that (not surprisingly) partners having more experience in 

nightlife interventions found less novel information, while other partners opined that 

handbook is not only a useful guide but a good source of new ideas as well. 

Table 51 Mean values of items regarding writing the project plan. 

Question N Minimum Maximum Mean Sd 

Handbook made it easier to write the project plan. 9 3 5 4.11 0.601 

Handbook discusses the steps required for writing 

a project plan in a logical order. 
9 3 5 4.44 0.726 

The handbook provides useful hints for the 

development of a project plan. 
9 4 5 4.56 0.527 

The handbook provides useful advice for the 

implementation of the project. 
9 4 5 4.44 0.527 

The handbook provides useful advice concerning 

the development of the project plan. 
9 4 5 4.44 0.527 

The handbook serves me with new aspects in the 

development of a project plan. 
9 2 5 4.00 1.118 

Steps described in the 4th Chapter provide 

sufficient information for project planning. 
9 4 5 4.33 0.500 

Useful. new ideas are included in the handbook. 9 3 5 4.22 0.833 

The handbook emphasizes the important steps and 

information concerning planning a project. 
9 4 5 4.56 0.527 

Most of the mentioned aspects equally apply in 

your country when planning a project. 
9 3 5 4.11 0.601 

Mean of the 10 items    4.32  

 

Based on the interview questions the opinion of the partners on this chapter became 

even clearer. More than half of the participants emphasized that clear definition of the 

structure of the project plan and the logical order of steps of planning helped to a great 

extent and served them as a guide in planning their own projects. Besides the logical 

order of the work phases nearly half of the partners highlighted the usefulness of the 

hints and suggestions referring to the involvement of stakeholders. Besides parts 
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concerning problem analysis helped the clear analysis of the problem to be tackled, 

the handbook signed the way towards the appropriate execution of problem 

assessment. 

Although knowing the handbook did not change much on the usual way of project 

planning of some partners with more experience, almost all participants (the more 

experienced as well) shared the opinion that following the steps suggested by the 

handbook made the work faster and easier and its result more successful; thus more 

organized, more clear and more logical project plans were born. 

Majority of the partners considered the chapters concerning network building to be the 

most profitable part of the handbook, but many of them mentioned the parts 

concerning problem analysis, evaluation and sustainability as well, just like the 

description of interventions or the applicability of the tips in the boxes, and the 

complementary guide titled ‘Suggested scheme of the project plan’ (Annex II). 

Further possible modifications suggested by the partners are listed in Table 12. 

Table 52 What changes could make the handbook even more conducive? 

Mentioning and description of the role of mafia in nightlife settings. 

Presenting new interventions. New, media-based interventions could necessarily be included.  

Description of recently launched projects and new trends are missing. 

Complementary amendments should give information on local laws /measures and possibilities. 

More of best practices should be described together with a more detailed description of interventions. 

Presentation of the experiences of organizations already working in Hungary. 

Usability would be better in the form of a regularly refreshing website. 

The final, complete intervention database will probably provide even more useful information. 

 

As a conclusion, all professionals thought that handbook is a usable tool in planning 

harm reduction projects. Some of them also think that besides planning handbook will 

be a practical help in the implementation phase as well. Handbook can especially be  

conducive  in  the creation of new, local intervention and for newcomer organizations 

in the field of harm reduction. Apparently, more experienced projects are also opened 

towards using such a tool and are able to find useful parts in it, however, in their 

case – naturally – less profit derives from applying the handbook. At the same time 

though, with regards to the further development, completion and improvement of the 
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handbook and in order to integrate new experiences, involvement of such 

organizations seems to be the most important. With one exception all partners said 

that he would use the handbook for planning another project in the future. Only one 

partner had the opinion that he had sufficient experience regarding project planning, 

therefore he would not apply the handbook in planning other projects. On the other 

hand, the rest of the organizations with several years of experience plan to rely  on  the 

handbook in the future as well. 

2.3.4.4 Outcome evaluation: Theoretical evaluation of the project plans 

As we have already stated above, for the shortness of the pilot period (6 month), outcome 

evaluation refers not to the implementation of the developments, but to the preparation 

of a project plan on interventions in nightlife settings. Outcome evaluation involves 

mainly the evaluation of project plans elaborated by the contacted organizations with 

the help of the Handbook; focusing on to what extent could the stakeholders carry out 

an adequate problem analysis and to develop a plan potentially feasible in the given city 

with its specific characteristics. The evaluation involves adequacy of problem 

assessment, assessment of local characteristics, resources available (human and 

financial) and adequate assessment of resources (both human and financial), and to 

evaluate to what extent do the developed plans fit these circumstances (Annex III). 

Furthermore, adequacy and accuracy of defining aims, adequacy of the schedule, and 

the method of evaluation and sustainability of the planned projects were also evaluated. 

Three independent raters, experienced in the evaluation of prevention programs, were 

asked to rate each project plan by means of the evaluation sheets (Annex III) created 

for outcome evaluation. Raters evaluated the compatibility of the abovementioned 

parts of the 9 project plans with the criteria suggested by the handbook on 5-point 

scales (1= totally inadequate; 5= excellent). In order to help this task we have put 

references to the relevant chapters of the handbook and to the relevant points of the 

‘Suggested scheme of the project plan’ next to each item of the sheet. 

There was high consistency between the raters; only in case of one item of one project 

plan was the gap bigger than two, but this divergence has as well been dissolved 

by means of reconciliation between the raters. 

Summary of the results show that means of the items fell between 3.7 and 4.5 meaning 

that programs elaborated by the partners reflected the considerations suggested by the 
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handbook to a sufficient and eligible extent in general (Table 53). For the overall 

evaluation of the project plans, raters gave an average of 4 points and for none of 

the project plans was this value below 3. 

Conclusively, the clear way of defining general aims of the project (4.3), adequacy 

of the determination of the target problem with regards to problem analysis (4.4), 

clarity of the definition and adequacy of the target group (4.5), and the congruency 

of the selected interventions with the problem analysis and aims (4.4) received the 

most favorable ratings. Programmed schedules were also rated high by the experts 

(4.2). Somewhat lower scores were given regarding problem analysis (4.0) and the 

definition and adequacy of the specific aims (4.0). 

The criteria concerning the involvement of stakeholders, however, spread more and 

received a relatively low mean score (3.8) in spite of that during the process evaluation 

partners reported the handbook to be an efficient help for them at this point. Besides 

these, evaluation has shown that partners had the most problems with the adequate 

analysis of available resources (3.8) and with planning an adequate method for effect-

evaluation and monitoring (3.7). 
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Table 53 Evaluation sheet results for outcome evaluation 

 Minimum* Maximum** Mean Sd 

How clear (unambiguous) is the general aim of the 

project? (2.) [k.4.4]* 
3.00 5.00 4.30 0.65 

How adequate is the problem analysis? Did the 

coordinator of the project use the appropriate 

sources of information? 

(3.) [k.4.2] 

2.00 5.00 4.03 0.98 

How adequate is the problem targeted concerning the 

problem analysis? (3.) [k.4.2] 
2.00 5.00 4.37 0.93 

How adequately did the proj ect choose the circle of 

stakeholders involved (ortried to involve) considering 

the problem analysis? (4.) [k.4.3] 

1.00 5.00 3.78 1.26 

How clear (unambiguous) are the specific aims of the 

project? (5.) [k. 4.4] 
2.67  4.04 0.87 

How adequate are the specific aims concerning the 

analyzed problems, the involved stakeholders and 

the general aims? (5.) [k. 4.4] 

2.67 5.00 4.04 0.68 

How clear and adequate is the definition of the target 

group in the light of the tackled problems and aims 

of the project? (7.) [k.4.4] 

4.00 5.00 4.52 0.34 

How adequate is the selected intervention considering 

the results of the problem analysis and the targeted 

aims? (8) [k.4.5] 

3.33 5.00 4.37 0.48 

How clear and realistic is the schedule of the project? 

(9) 
2.67 5.00 4.22 0.76 

How adequate is the analysis of the availability of 

resources? (10) 
1.00 5.00 3.81 1.27 

How adequate is the planned method of evaluation of 

the project? (11) [k.4.7] 
2.00 5.00 3.74 0.85 

How adequate is the analysis of the sustainability of 

the project? (12) [k.4.8] 
3.00 4.67 4.11 0.58 

Overall evaluation of the project. 3.33 5.00 4.00 0.50 

Mean of the 13 items deriving from the means of 

ratings regarding each project plan 
3.49 4.92 4.10 0.44 

* Minimum of means derived from averaging the ratings of the three raters. 
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** Maximum of means derived from averaging the ratings of the three raters. 

*** Numbers in round brackets are references for the relevant parts of the ‘Suggested 

scheme of the project plan’, while numbers in square brackets are references for the 

relevant chapters of the Handbook. 

Summarizing the feedback received from our raters we can conclude that compared 

to their former experiences regarding the theoretical evaluation of prevention programs, 

these project plans – apart from minor shortcomings – are very well organized and 

fit high professional standards; most common deficiencies were rather technical, 

namely, information were specified at the wrong place. It is important to highlight 

however, that although we did not give direct advices from program coordinators in 

the work phase of writing the project plan, based on their feedback it seems that 

consultations and especially the scheme of the project plan (Annex II) created on 

the basis of emerged questions meant significant help for the organizations. 

2.3.5 Discussion 

Summarizing the results, we can see that Healthy Nightlife Toolbox fills a gap 

according to the identified needs of the organizations. The majority of the interviewed 

partners have already conceived the need for such a summarizing material or 

information forum which collects other organizations’ practical experiences regarding 

nightlife interventions and transfers norms, best practices and successful solutions for 

the service providers. 

In the course of the overall evaluation of the handbook, the assessed four dimensions 

(Manageability, Cultural adaptability, Clarity/Unambiguity and Practical usefulness/ 

Feasibility), except for cultural adaptability, received very favorable ratings. The 

Handbook, according to the measured criteria, proved to be well structured, clear, 

practical and easy to handle tool, while at the same time it turned out that 

adaptability of the handbook is not perfectly independent of the cultural context.   

Adaptability of specific interventions or types of interventions significantly depends 

on laws, policies and economical situation of the given country. Because present study 

involved only two countries, our results cannot be generalized, however, in the 

course of the further development of the handbook it is undoubtedly reasonable to pay 

attention to cultural differences. 
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Organizations highlighted the overall, systematizing perspective of the handbook, 

the definition of evidence based effective approaches and concrete tips and practical 

advices as factors that can highly contribute to more effective work of professionals. 

Besides these, however, need arose for a more detailed description of suggestions 

regarding the involvement of stakeholders, specifically the presentation of 

communication strategies which could ease not only the communication with 

stakeholders of the same interests but stakeholders with counter interests as well. 

Also there was a specific need for the description of effective communication techniques 

between professionals and the final target group. Furthermore, partners would also find 

it useful to see the criteria of effective and ineffective interventions. 

Regarding the work phase of problem analysis, handbook proved to be an undoubtedly 

useful information source and a well applicable tool, while at the same time partners 

missed mentioning the roles of criminal organizations, information on the needs 

assessment of the clients and their relatives, the importance of contacting local 

treatment institutions and the more precise definition of substance abuse from the 

relevant chapters. 

Results concerning network building show that organizations considered the handbook 

a practical and adaptable tool in this work phase as well, however, in their opinion, 

more tips and hints, presentation of best practices and detailed inclusion of the 

formerly mentioned communication heuristics would greatly enhance usability of the 

handbook. 

In spite of the incomplete intervention database at the time of the pilot study, according 

to the participants interventions included in the handbook provide profitable ideas 

concerning selection of interventions and handbook serves with useful advices for the 

organizations regarding the implementation phase as well. There is a need, however, 

for more directive information and several participants missed a more detailed 

description of the types of interventions listed in Chapter 5. In addition, some partners 

criticized that many interventions seem to be inadaptable in the given circumstances; 

cultural barriers concerning the handbook became clear at this point. 

Nearly all organizations stated that following the steps suggested by the handbook made 

work phase of creating a project plan faster and easier and had a positive influence on 

the quality of the outcome; thus project plan became more organized, clear and its 

structure more logical. However, based on the feedbacks of the organizations reflecting 
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uncertainty, we felt the need for creating a more detailed scheme of the structure of 

project plans that was handed to the partners in this final step of project planning. 

Based on the comments of the participants it seems that this guide contributed to the 

birth of project plans with more organized structures, therefore this document might as 

well be a useful amendment of the handbook 

As a conclusion it can be stated that there were no systematic differences according 

to the sizes of the city in the evaluation of the handbook between the organizations, 

therefore differing interventional needs I connection with these differences  did  not  

influence significantly the validity and usability of the handbook. There were 

differences between judgments of organizations however, in connection with their 

former experiences in implementing nightlife interventions. Handbook proved to be 

especially effective for the planning of new, local interventions and for organizations 

who are newcomers in harm reduction services. Although more experienced 

organizations are also opened towards such a tool and are able to find applicable 

parts in it, in their case – unsurprisingly – less profit derives from applying the 

handbook. At the same time however, in further improvement, and maintenance – 

especially the refreshment of the content – of the present and future (web based) 

form of the Healthy Nightlife Toolbox, involvement of these more experienced 

organizations might prove to be the most fruitful. 

According to this research, the service providers thought that the Healthy Nightlife 

Toolbox is filling an important gap. It turned out during the program, that service 

providers believe cultural differences and communication should be given more attention 

while planning new interventions. 

Experience from the evaluation of results suggests that the Handbook speeded up and 

eased the process of project planning and project plans designed with the guidance of the 

book finally became more organized and logical than interventions planned without its 

help. 
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3 CONCLUSIONS 

3.1 Limitations 

Limitations of the three empirical studies have been discussed separately at the end of each 

study. Now I would like to briefly summarize the main limitations of all our studies, and 

more broadly, of the methodological approach we used. 

All our studies were self-administered, survey-type, questionnaire studies, collecting 

cross-sectional data from participants, and as such have several limitations. Self-

reported data is sensible to short-term recall biases and also to social desirability bias, 

especially in the case of sensitive topics such as addiction. Survey-type, questionnaire 

studies are adequate to test broad and general hypothesis, but are not suitable to 

explore deep underlying mechanisms behind a problem behavior. The cross-sectional 

nature of the data unfortunately makes it impossible to infer causality regarding the 

variables tested. Additionally, two of the studies used self-selected online samples that 

affect the samples’ representativeness (Khazaal et al., 2014) and therefore the 

generalizability of the results as well. 

3.2 Conclusions of the dissertation 

To date, there is no reliable data on the prevalence of use of NPS in Hungary. Patterns of 

use were also investigated only in special populations, namely clients of opiate 

substitution therapy and clients of a needle exchange program in Budapest (Rácz et al., 

2011). Therefore, it is clear that information on the use of these drugs, especially from a 

recreational drug use perspective would be useful in order to have insight to the possible 

harms and public health threat caused by these drugs. Since these drugs are widely used 

in the recreational scenes of other European countries and there is evidence on specific 

risks related to their recreational usage, Study 1 and Study 2 of this thesis collected data 

regarding this type of use of these substances in target groups of Hungarian young adults. 

An alarming phenomenon, as we can see in Study 1, is the use of NPS with unknown 

compostions, however, in a recent survey for example, of those who reported no lifetime 

use of “bath salts”, stimulant NPS, or unknown pills or powders, or substances also called 

as ‘molly’, about four out of ten tested positive for butylone, methylone, alpha-PVP, 5/6-

APB, or 4-FA. Therefore this situation can be even bigger than thought before and results 

suggest that many ecstasy-using nightclub/festival attendees may be unintentionally using 

“bath salts” or other NPS. Prevention and harm reduction education is needed for this 
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population and “drug checking” (e.g., pill testing) may be beneficial for those rejecting 

abstinence (Palamar et al., 2016). 

In last year prevalence data of GDS a few interesting phenomena can be observed. One 

is the appearance of NPS on the list with 5%. This category does not comprise synthetic 

cannabis and refers to such substances that the user does not really know at the time of 

administration. The risk behavior of taking unknown drugs gives reason to worry and 

interventions might better focus on this phenomenon.  

Summarizingly, the three studies not only introduce the specific projects and present 

certain phases of interventions, but provide information, data, contingencies and 

experiences always keeping a practical focus. Data resulting from the Global Drug Survey 

on potential substance users fill a large gap in empirical data concerning characteristics 

of Hungarian recreational drug users, new drug trends and harm reduction techniques that 

are known and liked by conscious drug users. The results of the ReDNet survey also 

reveal important data, which is not available from other sources at present, and takes us 

closer to the understanding of the NPS phenomenon, the reasons for using these drugs 

and the needs of young people concerning safer use of these possibly high risk substances.  

The presented findings offer the possibility of creating new responses reflecting on trends 

in a timely manner and keeping in mind the aspects of efficiency, cost-effectiveness and 

the importance of monitoring and evaluation.    

3.3 Future directions 

Online fora and applications are still a neglected area in the evaluation of interventions 

targeting recreational drug use. Based on our results, more attention should be turned 

towards these types of interventions, as ICT tools are the preferred channel of the 

dissemination of drug and harm reduction related knowledge in young people. 

Application of ‘Trendspotter’ methods in the research on the fast changing world of NPS 

seems to be a promising approach. Monitoring existing harm reduction and informational 

websites or making use of marketing applications monitoring the web for specific types 

of information can serve with valuable data, which is best approached by a mixed, 

quantitative and qualitative method. In a new project we have collected promising amount 

of information on NPS with a “Netnography” study, that is a combination of ethnographic 

approach and research in virtual settings.  

Future studies might approach the possible roles of online and electronic interventions in 
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reducing drug related harm in young people, as studies point out, that electronic media is 

the easiest and more effective route of getting in contact with this target group and 

dissemination of harm reduction techniques might also consider improving the 

communication on possible pleasurable effects of these harm reduction strategies. 
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5  APPENDICES 

5.1 Annex I 

Information Sheet 

The Healthy Nightlife Toolbox Project 

 

The goal of the Healthy Nightlife Toolbox (HNT) project is to reduce harm from alcohol 

and drug use among young people in the recreational setting. The healthy nightlife 

toolbox disseminates information on high quality interventions and literature and 

stimulates the exchange of knowledge on drugs and alcohol prevention in nightlife 

settings via an e-platform. A core instrument in the dissemination of the gathered 

knowledge and experience is a handbook that provides a model of good practice including 

a structured method to identify and implement suitable effective interventions and 

policies in order to reduce drug and alcohol related harm in the recreational setting. 

 

Objectives of Pilot Study 

 

The objective of the pilot study is to examine, to what extent can the Handbook contribute 

to a more effective way of functioning of the organizations working in nightlife settings. 

Our question is, whether applying the Handbook provides an efficient help for the 

organizations  

- in improving and extending their services,  

- in the implementation of these at a higher quality, or  

- in the preparation and elaboration of new interventions in the given area or organization, 

selecting adequate interventions and preparing implementation.  

 

Thank you for your cooperation! 
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Information Sheet 

 

1. The name of your organization: 

 

 

2. Name and contact details of the coordinator: 

 

 

3. Please give a brief description of the activities carried out by the organization: 

 

 

 

3.1. How long have the organization been operating? 

 

 

3.2. How many employees have the organization? 

 

 

3.2.1. How many paid employees have the organization? 

 

 

3.2.2. How many of the employees are volunteers? 

 

 

3.2.3. What is the method of payment for the employees (e.g. per hours, 

occasionally, as regular employment)? 
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3.3. What kind of interventions does the organization provide? What is the 

proportion of harm reduction amongst the interventions? Please, give a detailed 

description! 

 

 

3.4. What is the geographical area of the interventions? Where have the 

interventions been implemented during the last year? 

 

 

3.5. What are the settings of the intervention(s)? 

 

 

3.6. What is the frequency of the intervention(s)? 

 

 

4. Additional material for the harm-reduction intervention(s). 

 

4.1. Have you ever been considering, that additional information or tools would 

be needed for the planning/implementation of your interventions? If yes, what 

type? 

 

 

4.2. Are you planning to extend or improve your services in the near future, for 

which you would use the HNT handbook? If yes, what type? 

 

 

5. Is the organization at this moment responsible for an intervention program that 

contributes to the creation of a healthier/safer nightlife? 

If yes, please answer the following questions: 
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5.1. Name of the intervention: 

 

 

5.2. Please give a brief description of the intervention and its overall objectives. 

 

 

5.3. Dates of operation: 

– When did you launch the service (date)? 

– On what frequency is it operating? 

 

 

 

5.4. Where has the intervention been implemented (region, city, country)? 

 

 

5.5. In what settings has the intervention been implemented? 

 

 

5.6. What is the target population of the intervention?  

Give a short description of the target population, including age group and sex, and 

the strategic target group (those social agents acting as intermediaries between the 

intervention and the target population; e.g. social workers, educators, nightlife 

professionals, ...). 

– Target population: 

 

 

– Strategic target population: 
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5.7. What theoretical concept gives the basis of your activity? 

 

 

5.8. Is the effectiveness of your intervention supported by evidence/research data? 

If yes, what are these? 

 

 

 

5.9. How have you been monitoring the intervention? Has the effectiveness of the 

intervention been shown? 
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Questionnaire 

First (Overall) Impressions on the Handbook 

 

1. Please, give us your overall opinion on the handbook in a few lines. What are your 

first impressions? 

 

 

2. What did you find the most helpful in the handbook? 

 

 

3. What is that you find superfluous in the handbook? 

 

 

4. What is that you would emphasize more in the handbook? 

 

 

5. What is that you think to be missing from the handbook? 

 

 

6. What kind of information would you find useful to further include in the handbook? 

Please specify as much as possible. 

 

7. Does the handbook present such new information, that you have not met in other 

scientific sources/literature? If yes, what? 

  

 

8. How clearly does the handbook state the objectives targeted?   
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9. How clearly does the handbook state the steps of implementation?  

 

 

10. Please rate the following statements from 1 to 5 regarding the handbook. Where: 

1= not at all 

2= slightly 

3= moderately 

4= to a great extent 

5= to a very great extent 

Put a sign to the sixth row only if you cannot decide or you feel like there is no 

appropriate information available.  

 

In my opinion the handbook... 1 2 3 4 5 N.A. 

…is easy to read.       

…has a clear structure.       

…is easy to handle.       

…is easy to follow.       

…is based on a logical structure.       

…is interesting.        

…has an appealing appearance.       

…has a logical/practical sequence.       

…has an appropriate language/style.       

…is informative.       

…contains much practical information.       
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…presents the steps of project planning in details to an 

appropriate extent.   

      

…presents the steps of implementation in details to an 

appropriate extent. 

      

…provides useful tips for practice.       

…presents the steps of planning in a concise way.       

…provides an adequate help in choosing the appropriate 

intervention. 

      

…presents the steps of implementation in a concise way.       

…could be useful in the planning of a future intervention 

project. 

      

…could be useful for the implementation of a future 

intervention. 

      

…presents the objectives clearly and unambiguously.       

…presents the steps of implementation in a clear and easy to 

follow way. 

      

…presents the objectives of each work phase clearly.       

…presents each work phase in an easy to follow way.       

Practical information presented in the fourth chapter is clear 

and unambiguous. 

      

Do you find the prevention policy presented in the handbook 

consistent with those of your own country? 

      

Do you find the steps advised by the handbook feasible in the 

Hungarian/Italian environment?   

      

The handbook contains much conducive information 

independent of cultural context. 

      

Validity of handbook is independent of cultural context.       

Objectives presented in the handbook apply in your own       
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country 

How likely is it you would use the handbook while planning a 

project? 

      

Information presented in the handbook is conducive for 

planning a project. 

      

Literature database contains useful materials.       

It is probable that I will use the handbook for planning an 

intervention. 

If not, why? Please describe briefly below. 
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Questionnaire  

on Problem Assessment/ Problem Analysis  

 

Please, answer the following questions regarding the handbook and the process of 

problem analysis, where 1= not at all, 2= slightly, 3= moderately, 4= yes, to a great 

extent, 5=yes, to a very great extent.  

Put a sign to the sixth row only if you can not decide between the answers or you feel like 

there is no appropriate information available.  

 

 1 2 3 4 5 N.A. 

1. Is it clearly presented in the Handbook, why the execution of 

the problem analysis is important? 

      

2. Do the questions mentioned in the Handbook cover the areas 

necessary? 

      

3. Do the questions regarding the assessment of problems give 

useful hints for the analysis? 

      

4. Do the questions regarding the nature of problems give useful 

hints for the analysis? 

      

5. Does the Handbook provide helpful tips and advice for 

creating cooperation with the parties involved in the problem 

analysis? 

      

6. Does Chapter 4.2. provide help for mapping problems in the 

given region? 

      

7. Does this chapter help the process of problem analysis?       

8. Does information presented in chapter 2 and 3 seem to be 

helpful concerning problem assessment? 
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9. Did you rely on the handbook in the course of problem 

assessment? 

      

10. Did the handbook convince you of the need for problem 

assessment?  

      

 

Interview questions: 

 

1. Please describe briefly; what activities have you done during the process of 

problem assessment. What actions have been executed?  

 

2. What kind of sources have been used during this work phase? With whom did 

you contact?  

 

3. How have you summarized the obtained information? Who did participate in 

summarizing the data?  

 

4. In your opinion, is there anything missing from chapter 4.2 of the handbook. If 

yes, what? 

 

5. Is there anything superfluous or redundant in the chapter of problem analysis? If 

yes, what? 

 

6. What information provided by the handbook have you used during the problem 

analysis? Howthe handbook has contributed to your activities of problem 

assessment? 

 

7. Have any unexpected obstacles turned up during the problem analysis? Did the 

handbook provide any help in solving these problems? 



177 

 

8. In the final version of the Handbook we would like to add examples from different 

countries, both succesfull and less succesfull. From your experience, could you 

describe an instructive example in the field of problemassessment or give an advise 

that might be helpful for others? 

 

Note: 

If any rating happens to be below 3, ask about the reason.  
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Networking Questionnaire 

 

Please answer the following questions regarding the networking process by signing a 

square from 1 to 5, where 

1= Not at all, 2= slightly, 3= moderately, 4= to a great extent, 5= to a very great extent. 

Put a sign to the sixth row only if you can not bring a decision or you feel like there is no 

appropriate information available. 

 

 1 2 3 4 5 N.A. 

1. Did the Handbook make the process 

of networking easier? 

      

2. Did the topics mentioned in the 

Handbook cover all areas needed 

concerning network building? 

      

3. Did the Handbook provide useful 

ideas and tips for the planning of 

networking? 

      

4. Does the Handbook present clearly 

the importance of network building? 

      

5 Does the Handbook give useful hints 

and tips for getting into touch with the 

persons involved in the planning and 

implementation of the intervention? 

      

6. Does Chapter 4.3. provide an 

efficient help for the networking 

process in the given area? 

      

7. Does this chapter support the       
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process of project planning? 

8. Has the Handbook contributed to 

systematic network building? 

      

9. Have you applied activities in the 

course of network building that you 

would not have used without knowing 

the Handbook?   

      

10. Are all advices mentioned in 

chapter 4.3. clear and unambiguous? 

      

 

Interview questions: 

 

1. Please describe briefly; what activities have you done during the process of network 

building. What actions have been executed? With whom did you get into contact?  

 

2. Did knowing the Handbook mean any help in network building? How?  

 

3. Which parts of the Handbook proved to be useful? 

 

4. What is missing from the Handbook regarding network building that would be useful 

if included? 

 

5. Have any unexpected obstacles turned up when applying the tips and advices of the 

Handbook? 

 

6. Have any unexpected success turned up when applying the tips and advices of the 

Handbook? 
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7. In the final version of the Handbook we would like to add examples from different 

countries, both succesfull and less succesfull. From your experience, could you 

describe an instructive example in the field of networking or give a usefull advise that 

might be helpful for others? 

 

NOTE: 

Where rating on the scale falls between 1 and 3, ask for a specific reason!  
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Selection of Interventions 

 

Please rate how much do you agree with the following statements concerning the 

Handbook and the selection of appropriate intervention(s)!  

1= Not at all, 2= slightly, 3= moderately, 4= to a great extent, 5= to a very great extent 

Put a sign to the sixth row only if you can not bring a decision or you feel like there is no 

appropriate information available. 

 

 

 1 2 3 4 5 N.A. 

1. Information given in the Handbook 

is useful regarding the selection of 

interventions. 

      

2. Interventions discussed in the 

Handbook cover all areas needed. 

      

3. Handbook provides useful points 

for the selection of interventions. 

      

4. Handbook provides useful advice 

concerning the implementation of 

interventions. 

      

5. Handbook offers new aspects for the 

selection or implementation of 

interventions.  

      

6. Descriptions of interventions in the 

5th Chapter contain sufficient 

information for the selection of 

relevant types of interventions. 
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7. Interventions presented in the 

Handbook contain useful, new ideas.  

      

8. The Handbook emphasizes the 

appropriate aspects for selecting an 

intervention.  

      

9. Most of the mentioned interventions 

seem to be feasible in your country.  

      

 

Interview 

 

1. Please describe briefly; what activities have you done during the selection of 

interventions. What actions have been executed? 

 

2. Who did participate in making a decision? 

 

3. How much time have you spent on making the decisions and how did you do it?  

 

4. Is the chosen intervention new amongst your services, or is your project focusing on 

the improvement of an intervention applied already? 

 

5. How, on what basis have you chosen the appropriate intervention?  

 

6. How did the Handbook provide help in choosing/improving the intervention? 

 

7. Is there anything – either a specific (type of) intervention, or any other related 

information – that you have been missing from the handbook?  
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8. In the final version of the Handbook we would like to add examples from different 

countries, both succesfull and less succesfull. From your experience, could you 

describe an instructive example in the field of choosing interventions or give an advise 

that might be helpful for others? 

 

 

 

NOTE: 

Where rating on the scale falls between 1 and 3, ask for a specific reason! 
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Questionnaire  

on Writing the Project Plan 

 

Please rate how much do you agree with the following statements concerning the 

handbook and writing the project plan!  

1= Not at all, 2= slightly, 3= moderately, 4= to a great extent, 5= to a very great extent 

Put a sign to the sixth row only if you can not bring a decision or you feel like there is no 

appropriate information available. 

 

 1 2 3 4 5 N.A. 

1. Handbook made it easier to write the 

project plan. 

      

2. Handbook discusses the steps 

required for writing a project plan in a 

logical order. 

      

3. The handbook provides useful hints 

for the development of a project plan.  

      

4. The handbook provides useful 

advice for the implementation of the 

project.  

      

5. The handbook provides useful 

advice concerning the development of 

the project plan.  

      

6. The handbook serves me with new 

aspects in the development of a project 

plan.  

      

7. Steps described in the 4th Chapter       
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provide sufficient information for 

project planning.  

8. Useful, new ideas are included in the 

handbook.  

      

9. The handbook emphasizes the 

important steps and information 

concerning planning a project.  

      

10. Most of the mentioned aspects 

equally apply in your country when 

planning a project.  

      

 

Interview: 

 

1. Describe briefly the process of writing the project plan. How many persons were 

working on it? How did you divide the work? What were the meetings like? What was 

the method for getting on common terms?  

 

2. How and to what extent have the handbook contributed to planning the project and 

writing the project plan.  

 

3. Has the utilization of the handbook changed the usual process of planning a project? 

How?  

 

4. Which parts of the handbook proved to be the most helpful? 

 

5. What changes could make the handbook even more conducive?  

 

6. What is your overall opinion on the handbook? Do you find it a useful tool for the 
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development of new alcohol- and drugprevention projects in nightlife settings?   

 

7. Would you use the handbook in planning and organizing future projects? Why (not)? 

Do you prefer the use of other  handbooks/manual/guides for 

projectplanning/implementation? Which? Why? 

 

8. In the final version of the Handbook we would like to add examples from different 

countries, both succesfull and less succesfull. From your experience, could you 

describe an instructive example in the field of writing the projectplan or give an advice 

that might be helpful for others? 

 

 

NOTE: 

Where rating on the scale falls between 1 and 3, ask for a specific reason! 
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5.2 Annex II 

 

SUGGESTED SCHEME OF THE  PROJECT PLAN  

(GUIDE FOR WRITING THE PROJECT PLAN)  

 

1. Title of the planned project 

2. Main goals of the project 

In this part, you should summarize in a few sentences – maximum one 

paragraph – the main objectives of the project. This should include the main 

elements of the project regarding the geographical setting, the target 

population and the type of intervention in a few words. 

3. Problem analysis 

(1-3 pages) Describes the problem identified, but also mentions the method 

for the identification of the problem. How did you gain information on the 

situation?(What kinds of information sources were used? Whom did you 

ask? What kind of figures/data have you found?)What were your conclusions 

based on these information?   All the relevant and significant figures should 

be summarized here. Where have you found significant problems? What are 

those problems? The chapter should include the exact focus of the planned 

project out of the set of problems identified. The following two points are 

suggested:  

3.1. Problem analysis of the present situation 

3.2. Target areas based on the problem analysis  

4. Networking 

This chapter describes which professionals, what stakeholders might be 

needed for solving the target problems. This chapter also describes the 
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process of searching for potential network partners and its results. Chapter 

analyses the human resources available with regards to the problems 

identified. Which necessary partners could you involve in your project? 

Whom could you not involve, though it was important? Etc. (1-3 pages) 

5. Objectives  

Short (maximum 2 paragraphs) chapter specifying and describing the 

objectives of the project in details in the light of problems identified and 

stakeholders involved.  

6. Precedents 

Does the planned project have any precedents? If yes, what are these? What 

activities had the organization done before that can be regarded as 

precedents of the recent objectives. How are they connected to the new 

efforts? Is the present project plan based on these precedents? How?  

7. Target group 

This short chapter defines the target population of the project in one or two 

paragraphs.  

8. Description of the intervention 

This chapter of 1-3 pages specifies the planned intervention in the light of 

problems identified, stakeholders involved, available financial resources 

and the objectives of the project.  The chapter describes the plan, methods, 

steps and means of implementation of the project and also implies the 

reasoning for the selection of the given intervention (Why this intervention 

is selected? Why is this intervention the best choice?). The following two 

(sub)chapters are suggested, but of course more can be added. 

8.1. Description of the selected intervention 

8.2. Reasons for the selected intervention 

9. Schedules and deadlines  
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The detailed schedule of the project. Description of the main steps of the 

project and their corresponding deadlines. Describing a one-year interval is 

suggested, but any other solution is possible.  

10.  Budget 

Calculation of the needed financial sources and the review of their 

availability. Where is the financial supply coming from and with what 

possibility? So the chapter not only describes the costs but includes the 

analysis of the availability of financial supply as well.   

11. Evaluation 

What are the planned evaluation methods for the project? By what means 

will the implementation of the project be evaluated? Who will implement the 

evaluation of the project and from what sources?  

12. Sustainability 

The analysis of the sustainability of the project covers the question; what is 

the possibility that the project can be maintained on the long-term (for the 

needed interval).  How are the financial supplies, the workforce and the co-

operations assured for the given period?  Is it likely that the project will be 

operating continuously after it had been launched or just the opposite; the 

exertion of the actually present resources will mean the end of the project? 
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5.3 Annex III: Evaluation sheet for outcome evaluation 

 

 

 Identification number 

1. How clear (unambiguous) is the general aim of the project? (2.) [k.4.4]*  

2/a. How adequate is the problem analysis? Did the coordinator of the project 

use the appropriate sources of information? (3.)[k.4.2] 
 

2/b. How adequate is the problem targeted concerning the problem analysis? 

(3.)[k.4.2] 
 

3. How adequately did the project choose the circle of stakeholders involved 

(or tried to involve) considering the problem analysis? (4.) [k.4.3] 
 

4a. How clear (unambiguous ) are the specific aims of the project? (5. ) [k. 4.4. ]  

4b. How adequate are the specific aims concerning the analyzed problems, the 

involved stakeholders and the general aims? (5. ) [k.4.4. ] 
 

5. How clear and adequate is the definition of the target group in the light of 

the tackled problems and aims of the project? (7. ) [k.4.4. ] 
 

6. How adequate is the selected intervention considering the results of the 

problem analysis and the targeted aims? (8) [k.4.5] 
 

7. How clear and realistic is the schedule of the project? (9)  

8. How adequate is the analysis of the availability of resources? (10)  

9. How adequate is the planned method of evaluation of the project? (11) 

[k.4.7] 
 

10. How adequate is the analysis of the sustainability of the project? (12) [k.4.8]  

11. Overall evaluation of the project.  

 

RATING: from 1 (absolutely inadequate) to 5 

(excellent), and X = data not available 


