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ABSTRACT

A growing body of recent research has identified that “rave” attendees are

at high risk for the use of “club drugs,” such as 3,4-methylenedioxymeth-

amphetamine (MDMA or “ecstasy”). Rave attendees, however, comprise

only one of several club-going populations. In the current study, we explore

the prevalence of ecstasy and other club drug (EOCD) use among a sample of

club attendees in Washington, DC. Data were collected from adult, primarily

homosexual, club attendees during the summer of 2003. Data collection

was scheduled between 11 p.m. and 3 a.m. Participation rates were high. Of
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the 211 club attendees approached, 88% (n = 186) completed the interview.

Drug use prevalence rates were low. With the exception of alcohol and

marijuana, 2-day self-reports were less than 1% for each drug. These findings,

amalgamated with results from other EOCD-related studies involving several

distinct populations, offer considerable insight into the state of ecstasy in

American society. Based on a meta-analysis of this literature, we offer a

community-level prevention intervention for the population at highest risk

for EOCD use—rave attendees.

INTRODUCTION

The rave phenomenon—a culture of loud music, flashing lights, wild flowing

colors, and frenzied all-night dancing—surfaced in Europe and Australia during

the mid-1980s [1, 2]. Raves quickly became associated with large numbers

of youth dancing through the night in arcane social locations, like deserted

warehouses and open fields. By the early 1990s, raves had circled the globe and

entered the milieu of mainstream promotionalism (e.g., nightclubs) as promoters

sought legal venues to accommodate the growing number of interested patrons.

One defining characteristic of the rave culture is the use of illicit drugs,

including lysergic acid diethylamide (LSD), Ketamine hydrochloride (Ketamine),

Flunitrazepam (Rohypnol), Gamma hydroxybutyrate (GHB), and 3,4-methylene-

dioxymethamphetamine (MDMA or “ecstasy”) [2-6]. Leinwand and Fields, for

example, described how easily ecstasy could be smuggled into raves and how

attendees relished the atmosphere of illegal drug acceptance [4]. This attention

has prompted an increasingly healthy body of scholarly literature addressing

illicit drug use among rave attendees [7-31].

Most of these studies have focused on international rave populations. Brown

et al. collected self-report personal drug use information and urine specimens

from 30 rave attendees in Scotland [12]. Urinalysis detected MDMA in 40%

(n = 12) of the 30 specimens. Lenton et al. investigated patterns of drug use

among a sample (n = 83) of rave attendees in Western Australia [27]. Eighty-six

percent of the respondents had used ecstasy in a rave setting in the 12 months

preceding the interview. Wijngaart et al. used a multimethod approach to examine

ecstasy use in the Netherlands between the fall of 1995 and the fall of 1996 [29].

The various methods included observations at 28 “house parties” and 24 clubs

and discotheques, interviews with former ecstasy users, and interviews with

attendees at the beginning and end of 10 house parties. Of 764 partygoers,

64% reported using ecstasy that evening [29].

Studies of rave attendees in the United States are sparse. Arria et al collected

self-report personal drug use information and oral fluid (OF) specimens from

96 rave attendees along the Baltimore-Washington corridor between August and

October 2000 [7]. Forty-nine percent reported 30-day use, and 20% reported

using ecstasy within the two days preceding the interview [7]. Twenty-one percent
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tested positive for MDMA by OF analysis [7]. Yacoubian and Wish explored

the validity of self-reported recent ecstasy use with this same sample of rave

attendees [8]. Seventy-five percent of the sample tested negative for MDMA

via OF analysis and denied ecstasy use in the two days preceding the interview,

while 13% tested positive for MDMA and reported two-day ecstasy use [8].

Concordance was therefore high, with 88% of the two-day self-reports agreeing

with the OF test results.

Palacios and Fenwick used a qualitative approach to explore the culture of

club drugs among rave attendees in Tampa, Florida [14]. Their research focused

primarily on the emotional state of individuals who ingested club drugs, the local

market for such drugs, and the vernacular of the drug culture. Palacios and

Fenwick identified that ecstasy “. . . is affordable, does not have the same

stigma associated with other illegal drugs, and is very much a part of the local

youth culture” [14, p. 283]. In the most comprehensive study of rave attendees

in the United States, Yacoubian et al. collected self-report personal drug use

information and OF specimens from a sample (n = 126) of rave attendees along

the Baltimore-Washington corridor in the fall of 2002 [10]. Twenty-four percent

reported using ecstasy within the two days preceding the interview, and 30%

tested positive for MDMA by OF analysis [10]. Sixteen percent of the sample

reported at least one of three MDMA-specific dependence criteria, suggesting a

relatively high percentage of respondents may need treatment for ecstasy [10].

While ecstasy is generally considered to be the most popular club drug

[10, 27], a variety of other drugs—including LSD [32], PCP [32], Ketamine

[33-36], Rohypnol [37-39], and GHB [40-41]—have also become popular among

rave attendees. Dotson et al., for example, identified that “the social-recreational

use of Ketamine has reemerged in the context of a recent subcultural music

phenomenon known as ‘acid house’ music” [35, p. 751]. Curran and Morgan

observed that, since the mid-1980s, there has been increased Ketamine use linked

with the growth of the culture of techno clubs, parties, and raves [33]. O’Connell

et al. noted that GHB has recently become popular as a drug of abuse and that

“. . . persons who attend nightclubs and parties (such as all-night ‘raves’) use it

as a euphoriant” [40, p. 2478]. These findings, taken collectively with the results

from Arria et al. [7] and Yacoubian et al. [9, 10], suggest that any interventions

tailored to rave attendees should address the use of all club drugs.

Given the high prevalence of EOCD use among rave attendees in the United

States [7, 9, 10], the current study focuses on members of a primarily homosexual

club attendee population. While not a study of rave attendees, we build on our

earlier work by exploring whether high EOCD use rates extend to members of a

different “club attendee” population. Three primary questions are addressed:

• What is the prevalence of EOCD use and dependence among club attendees?

• What is the relationship between EOCD use and other drug use among club

attendees?
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• What is the relationship between EOCD use and the perceived harm of alcohol

and other drugs among club attendees?

METHODS

Data were collected over the course of six Saturday nights at one club in

Washington, DC, between June 29 and August 2, 2003. Two undergraduate

students and two graduate students in the Department of Criminology and

Criminal Justice at the University of Maryland were recruited and trained as

interviewers. The lead author conducted the training prior to the start of data

collection. The data collection protocol and consent form was approved by the

Institutional Review Board for the Protection of Human Subjects at the University

of Maryland in the spring of 2003. The protocol was identical to that used in

our earlier studies of rave attendees [7, 9, 10].

The club was open between 9 p.m. and 3 a.m. Operating under the assumption

that most attendees would likely spend at least two hours at the club, data

collection was scheduled between 11 p.m. and 3 a.m. Potential respondents were

conveniently sampled as they exited the clubs. We elected not to approach

potential respondents before they entered the club because any illicit drug use that

took place inside the venue would have been missed by the survey. Moreover,

interviewing subjects inside the club would have been difficult because a club

atmosphere is not conducive to survey administration.

The introduction included the purpose and sponsorship of the study and

informed consent provisions. Potential respondents were told that researchers

from the Department of Criminology and Criminal Justice at the University of

Maryland were conducting a personal drug use study. Respondents were assured

that their participation was voluntary, that their responses were anonymous, and

that they would receive bottled water as an incentive for participation. Interviews

lasted approximately 15 minutes and were conducted out of hearing range of

club security or other club attendees.

Demographic information was collected on gender, age, race, sexual orien-

tation, education, and employment status. Respondents were then asked to report

whether they had ever used any of the following drugs: alcohol, marijuana, powder

cocaine, crack cocaine, crystal methamphetamine, heroin, phencyclidine (PCP),

LSD/acid, ecstasy, Ketamine, GHB, Rohypnol, Tryptamine (“Foxy”),1 Ya Ba,2

and Viagra. For those drugs respondents reported having ever tried, they were

asked to indicate age of first use, whether they had used the drug within the past

12 months, the number of days used within the past 30 days, whether they had
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used the drug within the past two days, and whether they had used the drug in

the club that evening. Respondents who reported 12-month drug use were asked

whether or not they felt dependent on that particular drug.

A module of questions also focused on the perceived harm of illicit drug use.

Respondents were asked the extent to which they thought people risked harming

themselves (physically or in other ways) if they used each of the drugs once or

twice and regularly. Respondents were coded on a Likert scale: no risk (1);

slight risk (2); moderate risk (3); and great risk (4). Respondents were then asked

their opinions regarding the short- and long-term physical and psychological

effects of ecstasy and the positive physical and psychological effects associated

with ecstasy ingestion. Responses were coded as: strongly disagree (1); disagree

(2); agree (3); and strongly agree (4).

We are aware of only two studies that have explored the potential depen-

dence liability of ecstasy [10, 44]. Yacoubian et al. used the Center for Substance

Abuse Research (CESAR) Arrestee Drug Screener (CADS) [10], a short

scale—based on Diagnostic and Statistical Manual of Mental Disorders, third

edition-revised (DSM-III-R) criteria—that was originally developed to estimate

cocaine dependence among arrestees.3 The three CADS items modified to the

current study were:

• Have you ever spent a great deal of time getting, using, or getting over the

effects of ecstasy?

• Have you often wanted to cut down on ecstasy, or ever tried to cut down,

but couldn’t?

• Did you continue to use ecstasy after you realized it was causing problems

with your family, friends, on the job, at school, or with police?

Club attendees who reported 12-month ecstasy use were asked the three CADS

items. An affirmative response to any of the three questions resulted in a probable

diagnosis of ecstasy dependence [45].

DATA ANALYSIS AND FINDINGS

Data analysis was accomplished in six phases. First, participation rates were

calculated. Second, descriptive statistics were computed. Third, estimates of

EOCD use—defined as the use of ecstasy, Foxy, GHB, Ketamine, LSD, PCP,

Rohypnol, Viagra, and Ya Ba [32, 46]—were calculated. Fourth, estimates of

ecstasy dependence were generated. Fifth, the sample was divided into non-EOCD

users, 12-month EOCD users, and non-recent EOCD users (those attendees who

reported lifetime EOCD use but no use in the past 12 months). Chi-square statistics
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were used to compare the three subgroups with respect to demographic charac-

teristic and AOD use. Sixth, t-tests were used to compare the three subgroups

with respect to perceived harm caused by EOCD use.

Participation Rates

A total of 211 club attendees were approached for interviewing. Of these,

88% (n = 186) completed the interview. These high rates of participation are

comparable to our three studies of rave attendees [7, 9, 10].

Descriptive Statistics

As shown in Table 1, a majority of the sample (79%) was female and white

(75%). The mean age of the sample was approximately 26 years old. Eighty-six

percent were employed at least part-time, while 97% had completed at least

the 12th grade. A majority of our sample (87%) reported being either homosexual

or bisexual.

Alcohol and Other Drug Use

Table 2 provides 12-month and two-day prevalence rates for our panel of drugs.

As shown, a high majority of the respondents reported 12-month (93%) and

two-day (80%) alcohol use. Twelve-month and two-day marijuana use rates were

39% and 16%, respectively. Ten percent of the respondents reported 12-month

MDMA use, while 9% reported 12-month powder cocaine use. Two-day preval-

ence rates for all drugs other than alcohol and marijuana were less than 1%.

As discussed earlier, Foxy, GHB, Ketamine, LSD, PCP, Rohypnol, Viagra, and

Ya Ba prevalence rates were recoded into an all-inclusive EOCD variable. As

shown, 41% of the respondents reported lifetime EOCD use, 15% during the

12 months preceding the interview, and 2% during the past two days.

Dependence Symptoms

As indicated previously, the CADS is composed to three diagnostic questions

and was asked of respondents who reported having used ecstasy in the 12 months

preceding the interview. Table 3 illustrates the percentage of club attendees

who responded affirmatively to each of the three items. Three percent of the

sample responded that they had spent a great deal of time getting, using, or getting

over the effects of ecstasy, while 2% continued to use ecstasy after they realized

it was causing problems with their family, friends, on the job, at school, or

with police. Five percent of the sample responded affirmatively to at least one

of the three dependence items, suggesting that 5% of the sample may be depen-

dent on ecstasy.
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Comparison Between Non-EOCD Users,

12-Month EOCD Users, and Non-Recent EOCD Users

Table 4 presents a comparison between non-EOCD users (n = 110), 12-month

EOCD users (n = 27), and non-recent EOCD users (n = 49). As shown, 12-month

EOCD users were significantly less likely than the non-EOCD users and the

non-recent EOCD users to be female (59% v. 85% and 78%, p < 0.05). In addition,

12-month EOCD users were significantly more likely than the non-users and

the non-recent users to be younger (85% v. 58% and 51%, p < 0.01) and to have

used marijuana (67% v. 26% and 55%, p < 0.001), powder cocaine (52% v. 2%

and 4%, p < 0.001), and methamphetamine (19% v. 0%, p < 0.01) during the

12 months preceding the interview.
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Table 1. Demographic Characteristics

(n = 186)

Variable Distribution

Sex

Female

Race/ethnicity

White

Asian

Hispanic

African-American

Other

Age

25 and under

Mean age (in years)

Employment status

Employed full-time

Employed part-time

Unemployed

Educational level

Completed at least 12th grade

Sexual orientation

Homosexual

Bisexual

Heterosexual

79%

75%

5%

5%

8%

8%

60%

25.7

73%

13%
}86%

15%

97%

64%

23%
}87%

13%
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Table 2. Drug Use Prevalence Rates

(n = 186)

Time frame Percentage

12-month use of:

Alcohol

Marijuana

Powder cocaine

Crack cocaine

Crystal methamphetamine

Heroin

PCP

LSD/acid

MDMA

Ketamine

GHB

Rohypnol

Foxy

Ya Ba

Viagra

2-day use of:

Alcohol

Marijuana

Powder cocaine

Crack cocaine

Crystal methamphetamine

Heroin

PCP

LSD/acid

MDMA

Ketamine

GHB

Rohypnol

Foxy

Ya Ba

Viagra

Use of ecstasy and other

club drugs (EOCD)

Lifetime

12-month

2-day

93

39

9

<1

3

1

1

4

10

2

1

1

2

0

2

80

16

0

0

<1

0

0

<1

<1

<1

0

0

<1

0

0

41

15

2



Perceived Harm

Independent sample t-tests were used to compare the 12-month EOCD users to

the non-EOCD users and the non-recent EOCD users with respect to the perceived

harm caused by alcohol and other drugs. As shown in Table 5, the 12-month

EOCD users and the non-recent EOCD users perceived marijuana as the drug with

the least amount of risk when used once or twice. For the non-EOCD users,

alcohol was perceived as the drug with the least amount of risk when used once

or twice. The use of heroin once or twice was associated with the most risk for

all three subgroups. Non-EOCD users were significantly more likely than the

12-month EOCD users to perceive greater risk with the use of most drugs once

or twice, including powder cocaine (3.56 v. 3.11, p < 0.01), ecstasy (3.43 v. 2.59,

p < 0.001), Ketamine (3.67 v. 2.85, p < 0.001), and Ya Ba (3.71 v. 2.95, p < 0.001).

No significant differences were discerned between the three subgroups with

respect to the use of Viagra once or twice.

With the exception of marijuana and Viagra, 12-month EOCD users and the

non-recent EOCD users perceived moderate to great risk with the regular use of

all drugs. The non-EOCD users perceived moderate to great risk with the regular

use of all drugs. The non-EOCD users were significantly more likely than the

past-year users to perceive greater risk with the regular use of most club drugs,

including PCP (3.95 v. 3.81, p < 0.001), ecstasy (3.86 v. 3.59, p < 0.001),

Ketamine (3.92 v. 3.59, p < 0.001), and Rohypnol (3.94 v. 3.67, p < 0.001).

No significant differences were discerned between the three subgroups with

respect to the regular use of Viagra.
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Table 3. Affirmative Responses to

Dependence Symptoms

(n = 186)

Diagnostic question Percentage

• Have you ever spent a great deal of time getting, using, or

getting over the effects of ecstasy?

• Have you often wanted to cut down on ecstasy, or ever

tried to cut down, but couldn’t?

• Did you continue to use ecstasy after you realized it was

causing problems with your family, friends, on the job,

at school, or with police?

• At least one symptom (of 3)

3

1

2

5



DISCUSSION

The use of EOCD is unquestionably injurious to the human body. The

effects associated with ecstasy use include depression, memory loss, and paranoia

[47-49]. Ketamine ingestion can lead to impaired motor functioning and hallu-

cinations [34-36], while the effects of Rohypnol use include decreased blood

pressure and mental lethargy [39]. GHB is a depressant that sedates the body

and slows the heart rate [41], while LSD and PCP use can lead to increased

body temperature, tremors, and abnormalities in sensory perceptions [32]. Initial
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Table 4. Comparison between Non-EOCD Users, 12-Month EOCD Users,

and Non-Recent EOCD Users (n = 186)

Variable

Non-EOCD

users

(n = 110)

12-month

EOCD users

(n = 27)

Non-recent

EOCD users

(n = 49)

Sex
Female

Race
White

Age
25 and under

Employment status
Employed at least part-time

Educational level
Completed at least 12th grade

Sexual orientation
Homosexual
Bisexual
Heterosexual

12-month use of:
Alcohol
Marijuana
Powder cocaine
Crack cocaine
Methamphetamine
Heroin

85%*

77%

58%**

87%

99%***

67%
22%
11%

91%
26%***

2%***
0%
0%***
0%

59%*

70%

85%**

78%

85%***

63%
26%
11%

100%
67%***
52%***

4%
19%***

4%

78%*

74%

51%**

86%

100***

57%
25%
18%

94%
55%***

4%***
0%
0%***
0%

*Significant at the p < 0.05 level.

**Significant at the p < 0.01 level.

***Significant at the p < 0.001 level.
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Table 5. Comparison between Non-EOCD Users, 12-Month EOCD Users,

and Non-Recent EOCD Users (n = 186)

Variable

Non-EOCD

users

(n = 110)

12-month

EOCD users

(n = 27)

Non-recent

EOCD users

(n = 49)

Risk associated with use once

or twice of:

Alcohol

Marijuana

Powder cocaine

Crack cocaine

Crystal methamphetamine

Heroin

PCP

LSD/acid

Ecstasy

Ketamine

GHB

Rohypnol

Foxy

Ya Ba

Viagra

Risk associated with regular

use of:

Alcohol

Marijuana

Powder cocaine

Crack cocaine

Crystal methamphetamine

Heroin

PCP

LSD/acid

Ecstasy

Ketamine

GHB

Rohypnol

Foxy

Ya Ba

Viagra

2.14

2.21

3.56**

3.74***

3.75***

3.80***

3.80***

3.64**

3.43***

3.67***

3.65***

3.74***

3.69***

3.71***

2.28

3.46

3.25

3.94

3.97

3.98

3.97

3.95***

3.92***

3.86***

3.92***

3.89

3.94***

3.89****

3.91***

3.06

1.96

1.56

3.11**

3.27***

3.15***

3.42***

3.04***

2.88**

2.59***

2.85***

2.88***

3.04***

2.96***

2.95***

1.77

3.56

2.74

3.89*

3.96

3.93

3.92

3.81***

3.65***

3.59***

3.59***

3.81

3.67***

3.57***

3.63***

2.36

2.14

1.82

2.90

3.41

3.41

3.63

3.47

2.94

2.79

3.30

3.28

3.48

3.25

3.45***

1.98

3.33

2.67

3.69*

3.84

3.88

3.92

3.83

3.69

3.55

3.80

3.85

3.89

3.83

3.85

2.70

*Significant at the p < 0.05 level.

**Significant at the p < 0.01 level.

***Significant at the p < 0.001 level.



evidence also suggests that permanent serotonin depletion may be a long-term

neurotoxic effect of ecstasy ingestion [50, 51]. In addition, ecstasy-related deaths

have been reported at raves, where its ingestion, combined with the hot,

crowded conditions, can lead to dehydration, hyperthermia, and heart or kidney

failure [52, 53].

In the current study, we collected data on personal drug use and high-risk

sexual behaviors from a sample of adult, primarily homosexual, club attendees in

Washington, DC, during the summer of 2003. Our high rates of participation

should encourage other investigators to study members of this population. EOCD

prevalence rates were low. With the exception of marijuana, two-day self-reports

for all illicit drugs were less than 1%. These low prevalence rates aside, we

estimate that 5% of our sample may be dependent on ecstasy. Not surprisingly,

non-EOCD users were significantly more likely than the 12-month EOCD users

to perceive greater risk with the use of most drugs once or twice and regularly.

Three methodological limitations should be noted. First, the external validity

of our findings is unknown because we studied a sample of primarily lesbian

club attendees from a single club in Washington, DC. Because the results may

not be representative of all homosexual club goers, we recommend additional

studies before generalizability can be discussed more sensibly. Second, because

the EOCD users in our primarily female sample were more likely to be male, a

study with primarily homosexual male club attendees should be undertaken.

This would permit a more definite conclusion regarding the prevalence of EOCD

use among gay and lesbian club attendees. Third, the CADS may not be the

ideal tool to screen for ecstasy dependence. Future research should validate a

tool to screen specifically for MDMA dependence and field test it with a sample

of club attendees.

The findings in the current study, amalgamated with results from other EOCD-

related studies, offer considerable insight into the state of ecstasy and other club

drugs in American society. The findings are clear. There is only one population in

which ecstasy has proliferated to any significant degree—rave attendees. Studies

with rave attendees in the United States have consistently indicated high levels

of ecstasy use relative to other populations, including criminal offenders [54-57],

high school and college students [58-64], and youthful household respondents

[65, 66]. While the current study does not preclude the possibility that homo-

sexual male club attendees may be at risk for EOCD use (see recommendation

above), these findings, taken collectively with the results from our studies of rave

attendees [7, 9, 10], strongly suggest that the EOCD use is overrepresented among

rave attendees relative to all other populations.

The overrepresentation of EOCD use among rave attendees requires that we

consider the implementation of prevention interventions with members of this

population. While it is difficult to know whether the use of ecstasy will escalate

like the crack cocaine epidemic of the 1980s, it is more prudent to spend pre-

vention dollars now than treatment dollars later. That said, prevention dollars must
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be spent wisely. It is more important to target the population at highest risk

for ecstasy use rather than distributing prevention funds to populations who

need little or no protection from the underlying behavior. Given that rave attendees

are at the highest risk for EOCD use relative to all other populations of youth,

they should be targeted for intervention. Because rave attendees comprise a

hidden population, however, the task is not an uncomplicated one. That said,

a community-level intervention may be a reasonable prevention alternative for

rave attendees.

Community-level interventions move beyond traditional settings and attempt

to make changes within the largest proportion of a given population [67]. While

the formats may differ, all community-level prevention efforts strive to place

intervention activities in the context of individuals’ daily lives. Community-level

approaches have three primary advantages: 1) they reach more persons in the

community than one-on-one interventions; 2) they involve community members;

and 3) specific populations can receive explicit prevention messages [68].

The decision to implement a specific prevention program within any popu-

lation should be based on that program’s empirical support. The Center for

Substance Abuse Prevention (CSAP) has identified a plethora of model preven-

tion programs that have been empirically tested across the United States [69].

The AIDS Community Demonstration Projects (ACDP) is one such model. The

ACDP was a 5-year study (1989–1994) that evaluated the impact of community-

level HIV prevention interventions in Dallas, Denver, Long Beach, New York

City, and Seattle [70, 71]. Target populations included injection drug users,

female sex partners of injection drug users, female commercial sex workers,

non-gay-identified men who had sex with men, and youth in high-risk situations.

The two primary objectives of the ACDP were to increase the prevalence of

consistent condom use among targeted groups and to increase the use of bleach

to clean injection equipment among drug users [70].

The ACDP used a quasi-experimental design with 10 matched intervention

and comparison communities. A total of 15,205 field interviews were conducted

across five sites. Analyses suggested overall program success, both in terms of

outcome and process evaluations [72-81]. One of the fundamental goals of the

ACDP was to illustrate that peer volunteers could be effective as a means of

disseminating information among hidden populations. Overall, results indicated

that the ACDP had success in reaching members of the target population. In

the last three waves of data collection, for example, 70% of interviewees

recalled seeing ACDP intervention materials in the three months preceding the

interview [78].

Outcome findings were equally encouraging. In Long Beach, for example, rates

of condom carrying in the intervention community (n = 1,497) increased from

10% to 27% (p < 0.001) between baseline and post-intervention [76]. No increases

were witnessed in the comparison community (n = 1,584). Moreover, women

who reported exposure to ACDP in Long Beach were more likely to use condoms
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consistently with main (p < 0.05) and non-main (p < 0.001) partners than those

who were not exposed [73, 74]. In Denver, subjects in the intervention community

(n = 890) were three times more likely (p < 0.001) than comparison community

respondents (n = 1,107) to use bleach consistently post-intervention and 14 times

more likely (p < 0.001) to use condoms consistently with main partners [80].

Taken collectively, the results demonstrate that the ACDP was an effective

community-level intervention for reducing high-risk behaviors.

The ACDP would be an appropriate prevention model for rave attendees. A

three-pronged effort could be undertaken: 1) the development and distribution of

flyers and pamphlets; 2) the development and marketing of a Web site designed

specifically for rave attendees; and 3) the distribution of condoms and promo-

tional materials. Consistent with the ACDP, flyers and pamphlets on the dangers

associated with EOCD use and high-risk sexual activity could be developed and

distributed to rave attendees. Because many of the pamphlets developed for

this younger population, while informative, are likely to be misunderstood or

discarded without careful consideration, trained staff members could attempt to

engage the rave attendees in conversations about the contents of the pamphlets,

thereby making them more relevant to the venue and the recipient.

The second component of the proposed prevention intervention would be the

creation and marketing of a Web site tailored specifically to rave attendees. The

Web site could contain general information about the dangers associated with

EOCD use and high-risk sexual activity; information about the legal penalties

associated with EOCD production, sale, and possession; information about the

relationship between EOCD use and high-risk sexual behaviors; information

about a diagnostic tool to self-diagnose AOD dependence; and electronic links to

national, state, and local substance abuse prevention and treatment resources

(e.g., CSAP and the National Institute on Drug Abuse (NIDA)). Moreover, dates

and times for Internet chat rooms for exchanging information on EOCD use

and high-risk sexual activity could be advertised. In addition to providing rave

attendees with the Internet address for the Web site, laptop computers could

be used to provide on-site demonstrations of the Web site.

Third, condoms and promotional materials could be distributed to rave

attendees. Consistent with the environmental facilitation component of the ACDP,

this promotion would encourage the use of condoms by making them readily

available to persons at risk. Given the college-age population, backpacks that

contain a variety of promotional materials (e.g., t-shirts, magnets, pens, and key

rings) could be distributed. Each item, including the backpack, would have a

newly created logo and the address of the Web site.

Rave attendees comprise the population at highest risk for EOCD use, including

criminal offenders, high school and college students, and youthful household

respondents. If federal agencies are interested in preventing EOCD use and abuse,

a scientifically driven approach is warranted. Given the overwhelming evidence

that EOCD use is concentrated among rave attendees, prevention efforts among
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other populations (e.g., juvenile offenders) or within other settings (e.g., schools)

may not be worthwhile. By focusing on rave attendees in their natural settings,

prevention specialists would be assured that the EOCD-related interventions

are reaching the population for which they would be most beneficial.
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