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Introduction 
 
 
 



Short history of a not so new substance 
 
Throughout history, people have been using psychoactive substances in their quest to alter 
consciousness. In contrast to opium and cannabis, which are known to mankind since prehistoric 
times (Weil & Rossen 1993), ecstasy is indeed a fairly modern substance. 
Although ecstasy acquired a reputation as drug that fuelled the ‘rave culture’ since the late 1980s, in 
reality the molecule is almost a centenarian. MDMA (3,4-methylenedioxy-methamfetamine, the 
chemical name for ecstasy), was first synthesized at the German pharmaceutical company Merck in 
1912, not in order to develop an appetite suppressor (as commonly stated in MDMA related 
literature), but merely as an unimportant precursor in the search for new clotting agents (medicines to 
stop bleeding) (Freudenmann et al. 2006). In the early 1950s, sponsored by the US Army, the 
University of Michigan secretly studied MDMA toxicity by giving MDMA (and seven other 
psychotropic drugs) to guinea pigs, rats, mice, monkeys, and dogs (Hardman et al. 1973). 
Contrary to popular belief, there is no evidence in the public domain that MDMA at that time 
was given to humans, as a truth serum or otherwise (Freudenmann et al. 2006; Holland 2001; 
Saunders et al. 2000). In the late 1960s Alexander Shulgin, the infamous biochemist and 
researcher of psychedelic drugs who tested several new compounds on himself and a group 
of friends, rediscovered MDMA (Shulgin & Shulgin 1991). Fascinated by the compound’s 
enhancing effects on communication, sense of intimacy and empathy, he introduced it to 
psychiatrists and psychotherapists in his circle of friends. Consequently, MDMA was used as 
an adjunct to psychotherapy during the 1970s. The popularity of ecstasy as a recreational 
drug has started to grow simultaneously with the origin of a new kind of electronic musical 
genre in the late 1980s, called ‘house’, played at large underground parties or ‘raves’. In the 
USA, MDMA was scheduled as an illegal drug in 1985, a fact that, obviously, could not 
prevent the rave culture and ecstasy from spreading towards, amongst others Goa (India), 
Ibiza, London and continental Europe (Adelaars 1991; Holland 2001; Saunders et al. 2000; 
ter Bogt & Engels 2005).  
In the Netherlands, ecstasy emerged for the first time in the early 1980s. At that time, users 
explored the therapeutic qualities of ecstasy privately at home within small groups of close 
friends (Korf et al. 1991). The rave phenomenon hit the Netherlands in 1987 when the first 
underground ‘house parties’ were organised in abandoned warehouses. Shortly thereafter, in 
1988, ecstasy was included as an illegal substance in the Opium Act in the Netherlands 
(Fromberg 1991). Despite its illegal status, ecstasy has firmly rooted as one of the favourite 
substances among the nightlife crowd during the last decade of the 20th century. Studies among 
partygoers in the 1990s revealed that 22 to 64 percent of them had consumed ecstasy the same night 
(Korf et al. 2004a; van de Wijngaart et al. 1997). In consequent years, legal, mainstream large-scale 
commercial dance events such as Dance Valley, Mysteryland, Awakenings and Sensation, 
marked the professionalization of the dance scene. Recently, however, the dance scene appeared to 
have reached the saturation point, which is reflected in a declining number of events and visitors 
(Nabben et al. 2007). While ecstasy use continued to decline since the start of the 21st 
century, the substance retains its position as popular party drug, next to alcohol, tobacco and 
cannabis. 
 
Experiencing ecstasy 
 
Ecstasy has both stimulant and mind-altering properties, although it mostly will not induce 
hallucinations. Users feel overwhelmed by a warm, peaceful sense of love and empathy and seem to 
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communicate more easily. The ecstasy high is characterised by feelings of openness and intimacy and 
a desire to connect with other people (prosocial effects). Due to these unique emotional and social 
properties, MDMA is pharmacologically classified as an entactogen. The term entactogen, derived 
from the roots ‘en’ (Greek: within), ‘tactus’ (Latin: touch) and ‘gen’ (Greek: generate), meaning 
‘touching within’, was suggested by David Nichols (Nichols 1986). Several experimental studies – 
both in humans and animals - support the view that entactogens (MDMA, MDEA, MDA, MBDB) 
indeed constitute a distinct psychoactive substance class (Gouzoulis-Mayfrank et al. 1999). While 
LSD-like hallucinations are very uncommon, ecstasy users frequently report mild sensory distortions 
such as blurred vision, altered color perception, enhanced sense of touch and altered sound perception 
(Baylen & Rosenberg 2006). Ecstasy’s original image is that of a ‘hug drug’, an entactogenic 
substance that stimulates togetherness and intimacy and enhances tactile sensations, but without the 
desire for sexual activity (Vollenweider et al. 1998). However, studies suggest that some users 
consider ecstasy as an aphrodisiac (McElrath 2005; Sumnall et al. 2006; Theall et al. 2006). They 
reported that ecstasy increased sexual desire and contributed to sexual fulfilment and that they were 
more open to exploring new forms of sexuality, including bisexuality (McElrath 2005). 
In a nutshell, ecstasy’s popularity as dance and party drug results from its stimulating properties and, 
most importantly, from the collective experience of joyful dancing, intensification of music 
perception and connectedness to other partygoers (Sumnall et al. 2006; ter Bogt & Engels 2005; van 
de Wijngaart et al. 1999). Negative emotional side effects are reported, such as anxiety, confusion, 
paranoia and lack of concentration. Physical side effects can include nausea, vomiting, headache, 
sweating, increased heart rate, blood pressure and body temperature, pupil dilation (mydriasis), thirst, 
muscle tightness, loss of appetite, teeth grinding (bruxism), jaw-clenching (trismus), dry mouth, 
insomnia, dizziness, rapid involuntary eye movements (nystagmus) and restlessness (Baylen & 
Rosenberg 2006). When the main effects of ecstasy have worn off, some users complain of physical 
and mental fatigue, low mood, irritability, sadness or depression. These feelings can last a few days, 
or, alternatively, manifest two or three days after ecstasy use (the ‘midweek blues’ of ‘Tuesday dip’). 
Conversely, others experience prolonged residual feelings of empathy and peacefulness, commonly 
referred to as ‘afterglow’ (Parrott & Lasky 1998). Recent research, however, suggests that depressed 
mood following ecstasy use may be due to sleep deprivation (Pirona & Morgan 2009).  
Several studies suggest that many ecstasy users regard the benefits of use as outweighing potential 
negative effects (Bahoraa et al. 2009; Duff 2008; Hansen et al. 2001a; Hinchliff 2001; Murphy et al. 
2006; Parks & Kennedy 2004; Rodgers et al. 2006; Shewan et al. 2000).  
 
Ecstasy use rarely leads to acute health damage or death. Rare dangerous complications include 
hyperthermia and hyponatremia - most often the result of a combination of pharmacological 
properties of MDMA and the circumstances in which the drug is taken (most notably ambient 
temperature, water intake and physical activity) (Kerssemakers et al. 2008; Rogers et al. 2009). As 
such, ecstasy use only marginally contributes to drug-related death in general. According to the 
Netherland’s Central Bureau for Statistics, per year on average 4 persons die from the (mis)use of 
psychostimulants as primary cause of death (including amphetamine, ecstasy, caffeine, but excluding 
cocaine). In Germany and the United Kingdom, 20 and 48 people respectively die from ecstasy 
(mis)use every year, (van Laar et al. 2007a).  
 
A number of studies have suggested that ecstasy use is associated with brain damage and memory 
disturbances (Gouzoulis-Mayfrank & Daumann 2006b). Currently, the neurotoxic and psychiatric 
risks of ecstasy use are intensely debated in the scientific community. A recent, thorough systematic 
review of the health effects of recreational ecstasy use indicates that significant neurocognitive 
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deficits (particularly immediate and delayed verbal recall) and psychopathological symptoms are 
associated with recreational ecstasy use. However, the clinical relevance for the individual remains 
uncertain since effect sizes are small and the test scores are still within the normal range. The authors 
conclude that it seems unlikely that these deficits cause major clinical or functional problems, or 
affect everyday functioning or quality of life for the majority of users (Rogers et al. 2009). 
 
Ecstasy market in the Netherlands 
 
The Netherlands are regarded as one of the main producer countries (Neve & Van Ooyen-Houben 
2006). Ecstasy is most commonly taken in pill form, but also found as powder or crystals. A usual 
dose is between 50 and 150 mg MDMA. Since 1993 the Drugs Information and Monitoring Systeem 
(DIMS), which is part of the Netherlands Institute of Mental Health and Addiction (Trimbos 
Institute), is coordinating the Dutch pill testing program (Vogels et al. 2009). The primary purpose of 
pill testing is monitoring the drug market (Korf et al. 2002). Since 1999, approximately. 90% of 
ecstasy tablets submitted to the pill testing service, contain MDMA. Contrary to popular belief, 
(meth)amphetamine is rarely found in ecstasy pills. In 2006 only 4% of ecstasy tablets contained 
(meth)amphetamine. An ecstasy tablet contained on average 74 mg MDMA in 2006. During the 
1990s occasionally hallucinogens such as 2C-B and DOB were sold as ecstasy. National warning 
campaigns were launched in 1997-1998 and 2001-2002, in response to tablets adulterated with 
atropine and PMA, respectively (van Laar et al. 2007b; Vogels et al. 2009). Late 2008 and early 2009 
the ecstasy market was deteriorated, with only about half of the tablets containing MDMA (Bossong 
et al. 2009). The most commonly used adulterant was mCPP (meta-chloro-phenylpiperazine) 
(Bossong et al. 2009). 
 
Nowadays, on average 3 euro is paid for one ecstasy pill, which is considerably less than the price of 
30 guilders (approximately 14 euro) at the beginning of the rave era (van Laar et al. 2007a). The 
declining price appears to be in contrast with the increased enforcement against ecstasy production 
and trade (Neve & Van Ooyen-Houben 2006).  
Generally, users consume 1 to 2 tablets per occasion, 1 to 3 times a month. However, in the case of 
heavy users, it may amount to several pills (5-10) every weekend (ter Bogt & Engels 2005). 
 
Who is using ecstasy? 
 
Ecstasy is the most popular illegal drug other than cannabis in the Netherlands. The 2005 National 
Prevalence Survey, a large-scale Dutch nationwide household survey, reported that only 4.3% of the 
adult population (between the age of 15 and 65) has tried the substance at least once in their lives 
(Rodenburg et al. 2007). Thus, the majority of the population has never tried ecstasy. Just 0.4% 
(approx. 40,000 people) have taken ecstasy in the past month and accordingly, can be considered 
actual users. About one tenth (8.5%) of those that do have experience with this substance, have used it 
in the preceding month, suggesting that most often ecstasy use has a temporary character. A 
longitudinal study confirms that the majority of ecstasy users quit spontaneously at the age of 20-30 
(von Sydow et al. 2002a). Mean age at first use (initiation) in the Netherlands is 22.2 years 
(Rodenburg et al. 2007).  
Life time prevalence increased from 1997 to 2005: 2.3% in 1997 (Abraham et al. 1999), 3.2% in 2001 
(Abraham et al. 2002) and 4.3% in 2005 (Rodenburg et al. 2007). However, the proportion of current 
(= last month) users remained stable: (0.3% in 1997 and 2001; 0.4% in 2005). Males (6.6%) have 
tried ecstasy more often than females (2.1%). According to the 2005 figures, ecstasy is most popular 
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among young adults: life time prevalence ranged from 5.1% at age 15-24 to 7.1% at age 25-44, while 
only 0.9% of those aged 45-64 have ever tried the substance. In urbanized areas, 9.6% of the adult 
population (between the age of 15 and 65) has taken ecstasy at least once, compared to 1.7% in non-
urbanized areas (Rodenburg et al. 2007).  
 
Ecstasy use is more prevalent among particular populations. The substance is especially popular 
among partygoers, most notably visitors of dance events and clubs, supporting ecstasy’s reputation as 
a party drug. In 1998 and 2003 patterns and trends in substance use among visitors of trendy clubs in 
Amsterdam were studied. In 1998, 41% had consumed ecstasy in the month preceding the 
questionnaire and 27% that same night, while figures in 2003 dropped to 19% and 8%, respectively. 
Interviews with a panel of insiders from the Amsterdam club- and dance scene confirmed this 
‘ecstasy weariness’. People take the drug less often and more cautiously. This moderation of drug use 
(both in frequency and dosage) is dubbed ‘new sobriety’ by the researchers (Korf et al. 2004a; 
Nabben et al. 2007). Polydrug use is common among ecstasy users (Duff 2005; Gresch et al. 2005; 
Korf et al. 2004c; Scholey et al. 2004; Sherlock & Conner 1999; Theall et al. 2006) and is one of the 
most important confounds in research with recreational ecstasy users (Gouzoulis-Mayfrank & 
Daumann 2006a). Several studies indicate that most ecstasy users either study or are employed and 
participate in society, a process generally referred to as ‘normalisation’. Recreational drug use 
appears to be ‘increasingly integrated into the leisure and consumption landscapes of youth cultures’ 
(Duff 2005). 
Recently, ecstasy gained popularity outside the traditional dance scene. Among visitors of trendy 
cafés and coffeeshops, respectively 7% and 23% had used ecstasy in the past month (Korf 2002; 
Nabben et al. 2006).  
For homeless youth, school drop outs and detainees the figures range from 3% to 18% (Korf et al. 
2004b; van Laar et al. 2007a). 
 
The Netherlands rank high on the worldwide list of ecstasy life time prevalence. Take note that 
countries’ figures are difficult to compare, due to differences in methodology. Australia and the UK 
top the ranking: 8% to 10% of their adult population have tried ecstasy at least once. Next are the 
Netherlands, the US, Spain, Canada and Ireland with life time figures around 4-5%. In countries such 
as Germany and Italy about 2% has used ecstasy. In Denmark, Finland, Norway, Luxembourg and 
France ecstasy life time prevalence is as low as 1.5%. Finally, Greece (0.4%) and Sweden (0.2%) are 
at the bottom of the list (van Laar et al. 2007a). 
 
Theories of drug use 
 
Sociological, criminological and psychological theories can offer frameworks for the understanding 
of drug use. Social Learning Theory stresses the importance of the social environment in the learning 
process (Akers 1994; Bandura 1977; Sutherland 1947). Individuals learn new behaviours from 
observation, modelling and imitation of others, such as peers and family. Peers serve as influential 
role models, both by their own substance use and their attitudes toward substance use, which might 
contribute strongly to adolescent’s substance use behaviour (Petraitis et al. 1995). Other theories 
highlight individual decision-making processes. According to the Rational Choice Theory (Cornish & 
Clarcke 1986), people apply an informal cost-benefit analysis in which they weigh the expected 
advantages of substance use against their fear of physical, psychological or social harm. There is 
some evidence that substance use can be regarded as a rational decision process (Duffy & Ferguson 
2007). Prochaska and DiClemente’s Transtheoretical Model of Change (1983) consists of five 
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successive stages: precontemplation, contemplation, decision-making, action and maintenance. It has 
been applied successfully in the study of substance use initiation (Coates et al. 1990; von Ungern-
Sternberg et al. 2007). The Theory of Planned Behaviour (Ajzen 1991) argues that behaviour can be 
predicted by intentions to perform that behaviour. The behavioural intention itself is determined by 
three major components: attitude, which refers to the subject’s approval or disapproval of the 
behaviour; subjective norm, which relates to the perceived social approval from significant others; 
and perceived behavioural control, which concerns the perceived ease or difficulty of performing the 
behaviour (Umeh & Patel 2004). The theory of planned behaviour is one of the more widely used 
frameworks for understanding and predicting behaviour in social and health psychology (McMillan & 
Conner 2003), including the use of cannabis (Conner & McMillan 1999) and ecstasy (Orbell et al. 
2001; Peters et al. 2008a; Umeh & Patel 2004). 
 
Research has identified several risk factors for substance use initiation. Social and familial 
environmental factors, such as parenting style, parental and peer drug use and attitudes towards drugs 
use, play a strong role (Kokkevi et al. 2007; Martins et al. 2008a; von Sydow et al. 2002b). Certain 
personality traits and mental disorders have been implicated as risk factors. These include sensation 
seeking, rebelliousness, aggression, impulsivity, antisocial or delinquent behaviour, anxiety, ADHD 
and depression (for review see: Hawkins et al. 1992; Swadi 1999). Furthermore, substance use is 
influenced by genetic factors. Research indicates that while initiation is shaped predominantly by 
social and familial environmental factors, continuation, problem use and addiction are strongly 
influenced by genetic factors (Kendler et al. 2008).  
Next, several studies have indicated that prior use of one substance can be a risk factor for initiating 
another (Kokkevi et al. 2007; Kostelecky 2005; Zimmermann et al. 2005). In addition, numerous 
studies have suggested that an early age of onset of tobacco, alcohol and/or cannabis use raises the 
probability of future drug use (Agrawal et al. 2006; Baumeister & Tossmann 2005; Kandel & 
Yamaguchi 1993; Kandel et al. 1992; Lynskey et al. 2007; Reid et al. 2006). Other risk factors for 
substance use are availability of drugs (Beyers et al. 2004; von Sydow et al. 2002b), intention to use 
substances (Maddahian et al. 1988) and positive attitudes towards drug use (Martins et al. 2008b; von 
Sydow et al. 2002b). Additional influences on the risk of drug use are cultural norms, criminal laws 
and national drug policies (e.g. abstinence versus harm reduction approaches) (Beyers et al. 2004; 
Hawkins et al. 1992). 
 
Aims and research questions 
 
The studies presented in this thesis are substudies of the Netherlands XTC Toxicity Study (NeXT). 
An interdisciplinary team from the Academic Medical Centre of the University of Amsterdam 
(AMC), the University Medical Centre of Utrecht University (UMCU) and the Bonger Institute of 
Criminology at the University of Amsterdam investigated the causality, the course and the clinical 
relevance of the neurotoxicity of ecstasy and the social context and behavioural aspects of ecstasy 
use. Findings of the neuroimaging and neuropsychological assessments have been published 
elsewhere (de Win et al. 2008a; de Win et al. 2008b; de Win et al. 2007; de Win et al. 2006; Jager et 
al. 2008; Jager et al. 2007; Reneman et al. 2006; Schilt et al. 2008; Schilt et al. 2007a; Schilt et al. 
2009; Schilt et al. 2007b). 
The Bonger Institute conducted the social/criminological substudies of the NeXT Study. One of the 
main goals of the NeXT Study was to prospectively study a cohort of respondents who had never 
taken ecstasy before the study, but who were believed very likely to do so of their own accord during 
the course of the study. Therefore, the Bonger Institute recruited an exceptional group of respondents, 
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who also had to be willing and eligible to take part in strenuous medical and neuropsychological 
examinations, which proved a true challenge in the area of recruiting ‘hidden populations’. The 
prospective design of this study raised several specific ethical issues, the most important of which was 
whether the method might have encouraged subjects to take ecstasy. 
The first research question is devoted to the methodological and ethical aspects of the prospective 
study. The other five research questions elaborate on the social context and various behavioural 
aspects of ecstasy use. 
 

1. How to find future ecstasy users in an ethically sensitive context? Is it possible to 
develop a simple and practically feasible on-the-spot recruiting method? 

2. What are the motives and reasons that young people have for not using ecstasy? 
3. Can predictors of first-time ecstasy use be identified?  
4. What is the role of peers in the initiation and continuation of ecstasy use? 
5. What is the influence of long-term ecstasy use on the management of work and 

relationships? 
6. What are the implications of these findings for drug prevention and education? 

 
In order to answer these research questions, three samples were studied using questionnaires and face-
to-face interviews: 
 

1. A prospective sample of 188 respondents (age range 18-35, mean age 21.2 years) who had 
never taken ecstasy before the study, but who were believed very likely to do so of their 
own accord during the course of the study. Participants were examined using 
questionnaires, neuropsychological tests and neuroimaging techniques. This took place at 
baseline, when none of the participants had ever taken ecstasy, and throughout the course of 
the study, when some had started taking ecstasy and others had not. In this sample, the first 
three research questions are studied. 

 
2. A sample of 106 ecstasy users (age range 18-39, mean age 25.4 years) with a lifetime 

ecstasy use frequency of 10 occasions or more, including at least once within 12 months 
prior to the interview. Lifetime ecstasy use varied from 14 to 560 occasions (mean 93.2, SD 
= 104.5) and lifetime number of pills taken varied from 7 to 3000 (mean 226.8, SD = 
394.1). We sought variation in terms of age, in frequency and duration of ecstasy use, and 
in nightlife scenes. Data were collected in semi-structured, face-to-face interviews and a 
written questionnaire. The fourth research question is studied in this sample. 

 
3. A sample of 29 long term heavy ecstasy users (age range 38–55, mean age 45). The lifetime 

number of pills taken varied from 250 to 5000 (mean 914, median 600). Data were 
collected in semi-structured in-depth face-to-face interviews focusing on patterns of ecstasy 
use and social functioning, and written questionnaires. This substudy investigated the fifth 
research question. 

 
In order to answer the sixth research question, findings in all three samples were considered. 
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Outline 
 
In this thesis, consisting of 8 chapters, we present the social/criminological substudies of the NeXT 
Study.  
 
Chapter 2 describes the methodology, sampling procedures and ethical aspects of the recruitment of 
the prospective cohort and the development of a simple and practically recruitment tool for finding 
potential ecstasy users. 
 
In Chapter 3 we study the motives and reasons that respondents of the prospective cohort report for 
not using ecstasy. We investigated by means of a factor analysis whether motivational patterns 
regarding non-use could be derived. Next, we determined whether motivational differences between 
future ecstasy users and persistent non-users already existed at baseline, when no subject had ever 
taken ecstasy. 
 
In Chapter 4 our aim is to identify predictors of first-time ecstasy use among young people at risk. 
We applied a multivariate survival analysis of a broad set of baseline predictors, according to 
Zinberg's model of drug-set-setting as a theoretical framework. 
 
In Chapter 5 the focus is on the role of peers in the initiation and continuation of ecstasy use. Do 
ecstasy users believe that peers play any part at all in their initiation or continuation of ecstasy use? 
We attempt to obtain better insights into the nature and dynamics of peer influence. 
 
Chapter 6 reports on an exploratory, largely qualitative study in which we interviewed 29 long-term 
heavy ecstasy users. We focused here on behavioural aspects of long-term, heavy ecstasy use, with 
particularly emphasis on occupational careers and intimate relationships. 
 
Chapter 7 summarizes the results of the presented studies. We discuss the implications of these 
findings in the context of drug prevention and education. 
 
Chapter 8 provides a summary and general discussion in Dutch. 
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How to find future ecstasy-users: 
Targeted and snowball sampling in 

an ethically sensitive context. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
A concise version of this chapter has been published as Short Communication: Vervaeke, HKE, Korf, 
DJ, Benschop, A, van den Brink, W. 2007. How to find future ecstasy-users: Targeted and snowball 
sampling in an ethically sensitive context. Addictive Behaviors, 32, 1705-1713. 
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Abstract 
 
This chapter documents the design and the sampling procedures of a prospective longitudinal 
multidisciplinary study on the neurotoxicity of ecstasy (MDMA): the Netherlands XTC Toxicity 
Study (NeXT). Targeted and snowball sampling was used to recruit 188 respondents who were 
ecstasy-naive at baseline. All respondents completed baseline questionnaires and underwent medical 
and neuropsychological examinations. At the end of a 11- to 26-month follow-up period in which 
they completed four additional questionnaires, 160 respondents remained (85.1%). A total of 65 
participants (40.6%) took ecstasy for the first time during the follow-up period. This chapter discusses 
the ethical dilemmas inherent in a study of this type and the specific problems and solutions that 
emerged in the sampling. The sampling was tightly constrained by our need to locate respondents 
who were potential future ecstasy users while also meeting strict medical and technical criteria. The 
‘intention to use’ criterion proved to be a clear-cut inclusion rule that was practical to apply in the 
fieldwork. 
 
Introduction 
 
People who take ecstasy (MDMA) have been the object of intense study in recent years in a range of 
academic disciplines. In the social sciences, one focus has been on social epidemiology research – 
surveys to gather information on the prevalence of ecstasy use either in the public at large, among 
secondary school pupils, or within specific groups like clubbers and ravers; examples in the 
Netherlands are Abraham et al. (2002), Monshouwer et al. (2004) and Korf et al. (2004c), 
respectively. A second focus has been more on qualitative, sociological and ethnographic studies 
examining the behaviour of ecstasy users and the broad meanings they attach to the drug in natural 
settings such as clubs and raves (e.g. Boeri et al. 2004; Hansen et al. 2001a; Levy et al. 2005). In the 
medical sciences, imaging techniques have been used to investigate whether ecstasy can cause brain 
damage (e.g. Reneman et al. 2001b); in psychology, harmful effects were investigated with 
neuropsychological tests (Gouzoulis-Mayfrank & Daumann 2006b). These disciplines are separate 
worlds in many ways, each with its own research methods and working procedures. 
This chapter reports on a unique instance of interdisciplinary cooperation. It describes a prospective 
study on ecstasy use conducted from social science, neuropsychological and medical perspectives. 
The recruitment and extended monitoring of the respondents as well as the systematic documentation 
of the various parameters, such as risk perception and motives for the use and non-use of ecstasy, 
were carried out by social scientists; neurocognitive tests were administered by psychologists and 
brain scans by physicians. 
A number of studies have suggested that ecstasy (MDMA) can cause brain injury and the attendant 
psychological problems (Gouzoulis-Mayfrank & Daumann 2006b; Reneman et al. 2001b). Because 
many of these studies suffer from methodological shortcomings, and because the debate on ecstasy’s 
potential harmful effects still rages in the academic world itself, no conclusive answers have yet been 
found (Grob 2002; Kish 2002; Lyvers 2006). One of the crucial issues is whether brain injury, such as 
has been observed in heavy ecstasy users, also occurs in less frequent users. Some observers have 
claimed that even a single dose of MDMA taken orally is neurotoxic (Gijsman et al. 1999; Griffiths et 
al. 2006); others disagree (Vollenweider et al. 1999). Obtaining a definitive answer to this question 
would essentially require a longitudinal study of ecstasy-naive individuals who would be 
administered MDMA or placebo on a random basis. Obviously such a research design would be 
ethically unacceptable in the light of the evidence that ecstasy may cause brain damage. Another 
complicating factor is that ecstasy is classified as an illegal substance. 
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To achieve more certainty about the risks that accompany ecstasy use, we conducted the Netherlands 
XTC Toxicity Study (NeXT). An interdisciplinary team from the Academic Medical Centre of the 
University of Amsterdam (AMC), the University Medical Centre of Utrecht University (UMCU) and 
the Bonger Institute of Criminology at the University of Amsterdam investigated the causality, the 
time course and the clinical relevance of the neurotoxicity of ecstasy (de Win et al. 2005; Reneman et 
al. 2006). The causality of any brain injury associated with ecstasy use was studied prospectively in 
respondents who had never taken ecstasy before the study, but who were believed very likely to do so 
of their own accord during the course of the study. 
 
This chapter is devoted to the methodological aspects of the study, and in particular to how we 
recruited an exceptional group of respondents who had to be willing and eligible to take part in 
strenuous medical and neuropsychological examinations. It is largely descriptive and has two aims. 
The primary aim is to provide a detailed description of our sampling methodology. The main issue we 
address is how to use social science methods to find suitable respondents (future ecstasy users) while 
adhering to the usual standards of rigour and ethical responsibility and making sure the respondents 
also satisfy a whole series of medical criteria. Our secondary aim has a more theoretical background, 
but is still mainly methodological: is it possible to develop a simple and practically feasible method of 
predicting future ecstasy use in individuals who have never used the drug before? Our emphasis here 
is explicitly on the practical feasibility. Although we do employ insights from theories of drug use 
and drug initiation, our primary purpose in this chapter is neither to empirically test such theories nor 
to analyse predictors of ecstasy initiation in any great detail. 
The literature suggests two predictors of future ecstasy use, both of which are basically easy to 
operationalise. These are the future intention to use ecstasy and the extent of current ecstasy use in the 
peer group. With regard to the role of peers, many studies have found associations between people’s 
own drug use and that in their circle of friends (McMillan et al. 2003; Sherlock & Conner 1999; ter 
Bogt & Engels 2005). More specifically, Benschop et. al (2002) studied clubbers and ravers in three 
European cities and found that ecstasy use was far more common in the social networks of current 
ecstasy users than in those of non-users. Less than 2% of the current (last-month) users reported 
having no friends that did ecstasy, as compared to 32% of the clubbers and ravers who did not take 
ecstasy. McMillan et al. (2003) examined differences in the drug use characteristics of users and non-
users of ecstasy aged 16 to 25 in the UK. Two groups of non-users were identified: ‘at-risk’ or 
‘vulnerable’ non-users, who did not take ecstasy but intended to in the future; and ‘resistant’ non-
users, who were not planning to take ecstasy. Having ecstasy-using friends was seen to increase the 
odds of being a user or an at-risk non-user.  
Intention is a key element in the theory of planned behaviour (Ajzen 1991), which was developed 
from the theory of reasoned action (Fishbein & Ajzen 1975), and is one of the more widely used 
frameworks for understanding and predicting behaviour in social and health psychology (McMillan & 
Conner 2003). It argues that behaviour can be predicted by intentions to perform that behaviour. The 
behavioural intention itself is determined by three major components: attitude, which refers to the 
subject’s approval or disapproval of the behaviour; subjective norm, which relates to the perceived 
social pressure from significant others; and perceived behavioural control, which concerns the 
perceived ease or difficulty of performing the behaviour (Umeh & Patel 2004). The theory of planned 
behaviour has been successfully applied in predicting certain health behaviours (McMillan & Conner 
2003), including the use of cannabis (Conner & McMillan 1999) and ecstasy (Orbell et al. 2001; 
Peters et al. 2008a; Umeh & Patel 2004). Regression analyses have repeatedly identified behavioural 
intention as the strongest predictor of drug use.  
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General design of the study 
 
The general aim of this study was to gain better insights into the relationship between ecstasy use and 
neurotoxicity by prospectively comparing initially ecstasy-naive subjects who started taking ecstasy 
during the study with those who remained non-users. Participants were examined using 
questionnaires, neuropsychological tests and neuroimaging techniques both at baseline, when none 
had ever taken ecstasy, and throughout the course of the study, when some had started taking ecstasy 
and others had not (de Win et al. 2005). For this prospective study, we sought about 200 participants 
who (a) were aged 18 or older; (b) had never taken ecstasy, but seemed to have a considerable 
likelihood of doing so for the first time during the course of the study (a power analysis indicated that 
50 new users would be needed to generate statistically valid results); (c) were willing to take part in 
the medical examinations; and (d) satisfied certain technical acceptance criteria for the medical part of 
the study. 
We set the minimum age at 18 because of ethical considerations. To increase the probability of 
securing participants who would start using ecstasy during the study, we focused the recruitment on 
people who had an express future intention to use it and/or whose peer group or circle of friends 
included ecstasy users. Participants underwent a rather intensive medical and psychological 
examination in two half-day sessions. An intravenous drip was inserted, a blood sample was collected 
and a mildly radioactive tracer was injected. Subjects then had to lie motionless for 60 minutes in the 
brain scanner two or three times, and underwent a further 90 minutes of neurocognitive and 
psychological testing. Participants also had to satisfy a considerable number of medical prerequisites. 
These included not having a severe medical or neuropsychiatric disorder, not being pregnant, a two-
week abstinence from drugs and one week from alcohol (which was checked in urine drug screening), 
no current use of SSRI-type antidepressants (which could interfere with the radiotracer), no fear of 
blood-drawing or mild doses of radioactivity, no claustrophobia with respect to the constricted 
quarters of the brain scanner, no metal objects in the body (de Win et al. 2005).  
 
Potential candidates were recruited using a combination of methods, which we describe in detail 
below. The next step in the selection procedure was to screen them with a limited number of 
questions about future intentions to take ecstasy and the use of the drug by peers, as well as questions 
pertaining to our medical inclusion and exclusion criteria and their true willingness to take part in the 
medical and psychological study. Candidates satisfying all eligibility criteria then completed a 
structured questionnaire for the baseline assessment, and an appointment was made for the clinical 
assessment at the hospital. They were monitored for 11 to 26 months after their actual participation 
began. A follow-up questionnaire was sent to them every three months, one of whose questions was 
whether they had taken ecstasy in the interim. A total of five social science assessments (the baseline 
and four follow-up assessments) were made via questionnaires. 
When follow-up questionnaires revealed that particular respondents had taken ecstasy for the first 
time, some of them were contacted for an intermediate clinical examination. We performed this 
assessment as soon as possible after the first use of ecstasy. In accordance with the protocol, the 
intermediate clinical examination was performed on only about half of the ecstasy users. Between 11 
and 26 months after the first clinical examination, all ecstasy users and a matched control group of 
persistent non-users were contacted for a final clinical examination (de Win et al. 2005). Participants 
thus underwent from one to three medical assessments. They received compensation for the medical 
examinations (€100 to €150) and for completing the questionnaires (€5 to €10). 
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Ethical considerations 
 
The prospective design of this study raised several specific ethical issues, the most important of which 
was whether the method might have encouraged subjects to take ecstasy. On the one hand, it would 
be in the interests of the study if enough subjects began taking ecstasy to enable valid conclusions 
about the toxicity of the drug after a single dose or short-term use. It was also necessary to avoid 
needlessly exposing too many subjects to clinical procedures involving radioactive substances (and 
high costs). On the other hand, the study should not in any way incite people to perform illegal or 
hazardous acts. A basic tension existed between these two aspects of the study. The dilemma weighed 
even heavier because ecstasy was an illicit substance. 
Comparable ethical questions have arisen in discussions about needle exchange and pill-testing 
services – two harm reduction initiatives targeting very different groups of people on opposite sides 
of the drug users’ spectrum (hard-drug users and consumers of dance drugs like ecstasy). A number 
of studies have shown that the existence of needle exchange programmes neither increases the use of 
illicit drugs nor causes users to shift from non-intravenous to intravenous administration (Coutinho 
2000; Vlahov 2000). Other studies (Korf et al. 2002; Korf et al. 2003) have shown that pill-testing 
opportunities do not encourage drug use, and that their very existence actually motivates some non-
users to postpone or even forego their first use of ecstasy. 
Our study design was approved in advance by the Medical Ethics Committee of the Academic 
Medical Centre, including the texts of the adverts used to recruit respondents – lest the latter be 
judged by public opinion as ‘incitement to drug use’. All participants were required before beginning 
the clinical examination to sign informed consent documents acknowledging that their participation 
was voluntary, that ecstasy was possibly harmful and that it was not the intention of the researchers to 
encourage the use of ecstasy. When they registered for the study, all respondents also received a 
detailed educational brochure about the potentially harmful effects of ecstasy and were referred to 
informative websites, including those operated by the Amsterdam addiction service Jellinek and by 
the Unity drugs education project (Bleeker & Jamin 2003). We are aware that giving respondents 
information about ecstasy, including the potential negative consequences, might have had an 
influence upon their decision to whether or not start using the drug. 
Even though the study emphatically avoided encouraging ecstasy use, many journalists from the more 
sensation-oriented press still insinuated as much and tried to entice us into interviews. To forestall any 
erroneous and premature news coverage, we decided not to have any contact with the press until the 
study was completed. 
 
Fieldwork 
 
To recruit the participants for this study, it was not realistic to use conventional sampling methods 
like drawing a random sample from the general population. Only 9% of the Amsterdam population 
aged 12 or older had ever taken ecstasy, with a peak of 18% in the 20-24 age category. The incidence 
of ecstasy use was rather low at 1% per year (Abraham et al. 2002). We would have had to draw a 
huge sample in order to come by enough potential new ecstasy users. Though that might have 
enhanced the representativeness of the sample, it would not have been feasible in any practical sense. 
We therefore decided on targeted sampling as an alternative. 
In targeted sampling, the researchers first map out the groups and areas where they expect to 
encounter the target population, and they then set out to actively recruit potential candidates there 
(Watters & Biernacki 1989). Targeted sampling is an ascending sampling procedure, with the sample 
built up stepwise from the bottom up (Kaplan et al. 1987). (In descending methodologies, a sample is 
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drawn from a known population, as happens in general population studies or school surveys.) 
Targeted sampling can also be regarded as a form of adaptive sampling, in which the selection of 
respondents relies on information obtained through observations made in the course of the recruiting 
process, information then used to make the operation more efficient (Thompson & Collins 2002). 
Adaptive sampling is especially helpful in studying ‘hidden populations’ – difficult-to-reach groups 
whose members often tend towards stigmatised or illegal behaviour, such as drug use (Heckathorn 
1997).  
Targeted sampling often makes use of existing social networks within a population. As selection 
proceeds, suitable new candidates with appropriate characteristics or behaviour are sought within the 
social networks of respondents already included in the sample (Thompson & Collins 2002). This 
technique is known as snowball or link-tracing sampling (Salganik & Heckathorn 2004). Snowball 
sampling is a commonly used approach in qualitative research on drug use (e.g. Decorte et al. 2003; 
Hinchliff 2001). After being interviewed, respondents from the target population are asked whether 
they know any other people in their social network who fit the inclusion criteria for the study. If so, 
the researchers then contact these potential candidates, who in turn may furnish new names, resulting 
in a chain of respondents. With snowball sampling it is not uncommon to ask existing respondents to 
recruit new candidates themselves in their social networks. This variant is often defined as respondent 
driven sampling. Advantages of this variant are that the respondents do not have to divulge any 
potentially sensitive information about other people directly to the researchers, and that the 
researchers lose no time by having to track down the potential candidates nominated by the 
respondents (Salganik & Heckathorn 2004). 
In practice there are a variety of strategies to limit selectivity in samples of this kind. Heckathorn et 
al. (1997) developed a protocol in which respondents may nominate only a limited number of new 
candidates (with a fixed maximum). The respondents already included receive a set number of 
coupons which they may distribute to interested peers while the recruitment is still continuing. In a 
study by Wang et al. (2005), ‘walk-in respondents’ were not accepted. Korf (1995a) employed 
randomised chain referral in field studies of heroin and cocaine users. 
Watters and Biernacki (1989) developed a stepwise strategy for the targeted sampling of drug users. 
Korf (1995b) modified it slightly and arrived at a strategy in four stages, which temporally overlapped 
one another to some degree. He stressed that the division into four successive stages was an ideal 
model. In practice, there are no clear-cut stages (Kemmesies 2000); snowball sampling is a dynamic 
process, in which findings in later stages can have retroactive consequences for an earlier stage (Korf 
1997). The four stages are (1) preparation, (2) initiating snowballs, (3) chain referrals, and (4) 
controlling quality. 
 

1. Preparation begins by tentatively defining the target population. The researcher determines 
what people are to be studied, in what geographical area or setting and with what objective. 
The preparatory stage is completed by deciding at which sites and with which respondents 
the snowball sample will be initiated. The recruiting and training of competent field research 
assistants is often a critical element in this stage. 

2. Initiating snowballs: finding respondents and starting snowballs. The key issue in obtaining 
the sample is where, and with which potential respondents, the snowballs will be initiated. 
The respondents from this stage are called zero-stage respondents. 

3. Chain referrals: starting referral chains. The practicability of snowball sampling depends 
on the cooperation of respondents in the role of ‘referral assistants’. They must be willing to 
provide names of potential new respondents and/or to assist in finding them. The new 
respondents are the first-stage and subsequent-stage snowball respondents. 
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4. Controlling quality. In addition to the monitoring of the process of chain referrals, this 
stage involves ensuring the quality of the data reported by respondents.  

 
We shall now explain in terms of this staged model how we recruited our respondents. 
 
Phase 1. Preparation: defining the target population 
 
The target population in the present study consisted of people who had never taken ecstasy, but who 
had a moderate to high chance of doing so in the near future. For ethical reasons, no people younger 
than 18 were recruited. According to the 2001 Dutch national household survey, the mean age of first 
ecstasy use in the Netherlands was 22.4 (and in Amsterdam 25.9); the lifetime prevalence of ecstasy 
for men was double that for women (Abraham et al. 2002). Surveys of clubbers and ravers in 
Amsterdam have shown that most ecstasy users are students or employed persons and are 
predominantly white (Korf et al. 2004c). For us this meant that recruitment was to focus on white 
people in their twenties engaged in study or work, with an additional effort to include female potential 
users. To maximise the probability of future ecstasy use in the sample, we decided to primarily seek 
respondents who expressed an intention of taking ecstasy in the near future and/or had ecstasy-using 
friends. To gauge ecstasy intention, we used five answer categories: ‘definitely will’, ‘probably will’, 
‘don’t know yet’, ‘probably won’t’ and ‘definitely won’t’. To record peer-group ecstasy use, we also 
used five categories: ‘nobody’, ‘a few’, ‘half’, ‘most’ and ‘everybody’. 
The next task was to decide where we were most likely to find these potential new ecstasy users, and 
what would be the best place to recruit them for the study. Should we search in places like dance 
clubs where many ecstasy users hang out? Beyond the question of whether we would also find many 
potential users there, it seemed a difficult location to recruit because of the commotion, noise and late 
hour. So settings like this did not become our first-choice recruiting sites. 
Previous research in Amsterdam ‘coffeeshops’ – pub-like settings where the sale of small amounts of 
cannabis to consumers is tolerated – had brought to light that about one tenth of the ecstasy-naive 
customers were planning to take ecstasy in the near future (Korf et al. 1995). Because such locations 
were much quieter than dance clubs, we thought coffeeshops would be appropriate settings for 
finding our target population. We therefore kicked off our recruitment strategy in Amsterdam 
coffeeshops. 
We were supported in our recruiting efforts by ten field assistants. They were required to have good 
communication skills and a neutral attitude to drug use. Some had experience with taking ecstasy, and 
others did not. All field assistants underwent training that emphasised recruiting techniques (how to 
approach people, how to gauge their suitability as respondents) and knowledge of what the clinical 
examination would entail. 
 
Phase 2. Initiating snowballs 
 
From February 2002 to August 2002, we carried out a vigorous search for suitable candidates in 
coffeeshops. We first made a selection of coffeeshops with relatively large numbers of customers who 
suited the demographic profile we had created in stage 1. Before starting recruitment activities in any 
particular coffeeshop, we always talked to the owner or staff first, giving a brief explanation of the 
study and asking permission to recruit there. Although we were received well in most coffeeshops, 
some refused because they did not want to be associated in any way with hard drugs. In our contacts 
with the coffeeshop customers (as in our later recruiting strategies), we always explained first that we 
were from the university and were doing research on the effects of ecstasy on its users. We then asked 
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if they had ever taken ecstasy. If they said no, we cautiously sounded them out about whether they 
thought they were ever going to try the drug. Far and away the majority of the ecstasy-naive 
coffeeshop customers had no intention of ever taking ecstasy. The few potential candidates who did 
plan to take it were likely to be put off by the idea of our clinical examination. In the end, the 
recruitment effort in cannabis coffeeshops did not yield a single respondent. 
When the coffeeshops were proving unfruitful locations, we oriented ourselves to alternative 
recruitment strategies. From April 2002, we started making contacts in other places frequented by 
young people, such as schools, universities and trendy clothes shops. By also handing out leaflets that 
referred to the website containing information for study participants – and thus abandoning our sole 
focus on face-to-face recruitment – we hoped to extend our reach. Via this route we secured a total of 
24 zero-stage respondents. As the process continued, we set aside our reluctance to recruit at clubs 
and raves and spent a whole day at a large-scale dance event in the summer of 2003 trying to hunt 
down potential candidates. A large number of the people we talked to were ineligible because they 
had already taken ecstasy before, and most of the others had no intention of ever doing so. We did not 
find a single suitable candidate there. 
We had greater success by asking voluntary workers in peer education projects that targeted clubs and 
dance events (Bleeker & Jamin 2003; Noijen 2005) to start searching for potential new ecstasy users 
in their own networks. This resulted in 9 new zero-stage respondents. In the course of the two-year 
period of ongoing recruitment, there were also candidates who heard about the study via the 
grapevine (but not from the respondents we already had) and who volunteered spontaneously to take 
part. Eventually, 33 of these ‘walk-ins’ were included in the sample. The ongoing recruitment process 
yielded a total of 66 zero-stage respondents in the end. 
To give an added boost to the efforts, we staged an intensive recruitment drive in the first week of 
September 2002 (the student induction week in Amsterdam). The team of trained field assistants 
made a fresh attempt to find eligible candidates in coffeeshops. It again proved fruitless, and we 
decided to give up our search efforts in coffeeshops altogether and to concentrate on other settings. In 
the same week we also searched in other places where young people hung out, like parks, pubs, 
student restaurants and entertainment venues, bringing in another 8 zero-stage respondents. 
In the summer of 2003, we mounted a second vigorous recruitment action. We did so because the 
warm weather made it easier to work out of doors at the many well-attended summer events 
(festivals, street parties, youth fairs, student induction weeks). This resulted in 24 additional zero-
stage respondents. In early 2004, we held a third intensive campaign, partly for students. Another 14 
zero-stage respondents were recruited. Our three intensive recruitment drives had yielded a total of 46 
zero-stage respondents. 
In the course of 2003, we also experimented with recruitment via the media. Small advertisements in 
local newspapers did not yield any suitable candidates. Two internet campaigns were also conducted. 
In an MSN campaign, a clickthrough or popup advert was shown to 150,000 people aged 18 and 35 
when they opened their Hotmail account. Despite the high clickthrough rate (1.33%, or approximately 
2,000 persons, according to MSN), this effort produced only 2 zero-stage respondents. The other 
internet campaign, using an advert on a music portal, yielded no candidates at all. After these 
disappointing results we decided not to undertake any more active internet recruitment. We did admit 
10 respondents to the sample who said they had bumped into our study’s website while surfing. 
Internet recruitment thus generated a total of 12 zero-stage respondents. 
All in all, targeted sampling through an ongoing recruitment effort lasting over two years, augmented 
by three intensive campaigns and by internet publicity, resulted in a grand total of 124 zero-stage 
respondents (table 1). 
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Phase 3. Chain referrals 
 
All respondents were asked whether they knew any other potential candidates for our study. Many of 
them actively asked around among the people they knew. Sometimes they provided us with names of 
members of their social networks, whom we then contacted, and sometimes they approached those 
peers themselves (respondent-driven sampling). Contrary to Heckathorn et al. (1997), we did not set 
any prior limits to the maximum numbers of candidates that each respondent could recruit. Table 1 
shows that 34.0% (n = 64) of the total sample were recruited through chain referral. Most of them (n 
= 47) were first-stage referrals.  
 
Table 1. Recruitment of respondents (n=188) 

 

 
Zero-stage 
respondents 

First-stage 
referrals 

Subsequent- 
stage 
referrals 

% via chain 
referral 

Total 

Ongoing recruitment  66 16 12 29.8% 94 

Intensive recruitment actions 46 26 5 40.3% 77 

Internet  12 5 0 29.4% 17 

Total 124 47  17 34.0% 188 

      
 
Phase 4. Controlling quality 
 
The purpose of this stage was to monitor the suitability of candidates and to adjust the recruitment 
strategy when needed. Recruitment was targeted at candidates who either expressed an intention to 
take ecstasy in the foreseeable future or who had ecstasy users in their peer group. Particularly during 
the early stages of the study, we accepted some respondents who currently thought they would not, or 
probably would not, take ecstasy, or who did not know yet. We included them in our study because 
recruitment was slow at first and we still needed to test whether the clinical procedures would run 
smoothly and what improvements might be needed. Unintendedly this made our final sample more 
varied in terms of future intention to use ecstasy. Interim analyses indicated that the probability of 
first use of ecstasy was the greatest by far among respondents who had stated that they were probably 
or definitely planning to take the drug. As a consequence, our recruitment increasingly came to target 
the latter type of candidates. Our efforts to oversample women proved no problem. 
It thus took us more than two years to recruit the full sample. The process was extremely labour-
intensive. The field assistants reported that this was one of the most arduous fieldwork assignments 
they had ever carried out, and that they felt frustrated by their ‘low yield’. In response we invested 
considerable effort in motivating them by ensuring an agreeable working atmosphere. We thus 
managed to hold onto almost all of our field assistants. For every eligible candidate who was 
ultimately accepted for the sample at the zero stage, at least 100 people had to be approached. Only a 
small minority of the many thousands of people we spoke to were actually suited to participate in the 
study. A large proportion of those who were initially found eligible and willing ended up 
withdrawing. Potential candidates who then remained were screened rather more stringently, and 
those who passed the screening received an appointment to fill in a structured questionnaire that 
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verified whether they truly satisfied all the inclusion criteria (without their knowing what the deciding 
criteria were). 
Once respondents had been admitted to the study, we explained the entire study procedure and made 
an appointment for them to undergo the clinical examination. A total of 249 candidates were accepted 
for the study, but 60 of them were lost to the sample shortly before the clinical examination. Some 
had to be removed because they did not show up for the examination and later withdrew their 
willingness to take part. Others withdrew from the study before the appointment, in most cases 
because they had changed their minds and no longer had the time or willingness to take part, and a 
few because their parents had objected or because they were too fearful of the examinations. We 
gradually gained more experience and were able to limit this attrition by more rigorously testing their 
motivation to take part and by phoning or e-mailing the candidates regularly as the clinical 
examination approached; we also stopped accepting candidates who had initially shown too much 
trepidation about the clinical examinations. 
Ultimately, 189 candidates underwent the first clinical examination. One of them was later 
disqualified because he turned out to have already taken ecstasy before the first appointment (and had 
lied about it during the selection process). There thus remained 188 respondents at baseline. 
 
Respondents 
 
General characteristics 
 
The characteristics of the sample were largely determined by how we defined the target group: new 
ecstasy users were predominantly young people in their early 20s. The average age of the respondents 
at baseline was 21.2 years (SD = 3.0; range 18-35); 91.0% were aged 25 or younger. The vast 
majority were born in the Netherlands (94.7%). Ethnicity was determined according to the standard 
Dutch procedure based on the parents’ country of birth. Most respondents by far were of Western 
ethnicities (90.4%), meaning that both parents were born in Western countries. In effect this meant 
that virtually all respondents were white. Women were deliberately oversampled, and more than half 
of the sample (59.0%) was female. Educational attainment levels were varied, but most respondents 
had high levels of education; more than three quarters (76.1%) had completed pre-university 
secondary, higher professional or university education. The large majority were students or secondary 
school pupils (85.1%), sometimes working on the side, and 12.8% were in paid employment; only 
1.9% were neither employed nor studying. Almost half of the respondents (47.9%) lived alone in 
single households. The rest lived with their parents (26.6%), or with a partner, friends, fellow students 
or other housemates (25.5%). 
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Table 2. General characteristics of respondents  
 

4th follow-up  
total sample 
(n=188) 

responders 
(n=160) 

non-responders 
(n=28) 

p 

     
Gender    

male 41.0% 41.9% 35.7% 
female 59.0% 58.1% 64.3% 

ns a 
p=.541 

     
Age    

mean, in years (SD) 21.2 (3.0)  21.1 (2.7)  22.0 (4.3)  
range 18-35  18-32  18-35  

ns b 
p=.274 

     
Ethnicity    

Western 90.4% 89.4% 96.4% 
non-Western 9.6% 10.6% 3.6% 

ns c 
p=.483 

     
Housing status    

parental home 26.6% 26.3% 28.6% 
shared household 25.5% 25.6% 25.0% 
single household 47.9% 48.1% 46.4% 

ns a 
p=.967 

     
Employment status    

students/pupils 85.1% 85.6% 82.1% 
employed 12.8% 12.5% 14.3% 
unemployed/job-seeking 2.1% 1.9% 3.6% 

ns c 
p=.584 

     
Education    

vocational/lower secondary 9.0% 9.4% 7.1% 
middle secondary 14.9% 15.6% 10.7% 
higher 76.1% 75.0% 82.1% 

ns d 

p=.826 

 

a Pearson χ
2 

b Independent samples t-test 
c Fisher’s exact test 
d Mann-Whitney nonparametric test 
 
 
Follow-up procedure and sample attrition 
 
Respondents were followed for 11 to 26 months after their first clinical examination at the hospital. 
Every three months they were sent a written questionnaire. Some non-response occurred in the course 
of these follow-up assessments. The final attrition rate was 14.9% (28 respondents) – 17 after the 
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baseline assessment, 6 after the first follow-up, and 5 after the second follow-up. Twelve of the 28 
dropouts explicitly declined to continue participation. For 118 respondents (62.8%), we obtained a 
full longitudinal data series consisting of a baseline and four follow-up assessments. For the 42 other 
respondents, one or more assessments were missing between baseline and the fourth follow-up, for 
reasons such as extended stays abroad. This means that a total of 160 respondents took part in both 
the baseline and the final follow-up assessment. The response rate for the final assessment was 
therefore 85.1%. Responders and non-responders did not differ on any of the general characteristics 
mentioned above (table 2).  
 
New users and persistent non-users 
 
Of the 160 respondents at the final follow-up assessment, 65 (40.6%) had started taking ecstasy 
during the course of the study. These new ecstasy users did not differ from the persisting non-users on 
any of the general characteristics, except that they had a lower level of education than the non-users 
(table 3). 
 
We had anticipated that the probability of ecstasy initiation would be higher for respondents who 
expressed an intention to use the drug or who had ecstasy-using peers. It indeed emerged that most 
new users came from the categories that had stated at baseline that they would definitely or probably 
start taking ecstasy in the near future (61 of the 65, or 93.8%). Of the 33 respondents that reported a 
definite intention to take ecstasy at baseline, 26 (78.8%) actually did so. Of the 91 who indicated a 
probable intention, 35 (38.5%) took the drug. None of the respondents who had said they would 
definitely or probably not take ecstasy in the course of the study ended up doing so. Four of the 20 
waverers (20.0%), who did not know at baseline whether or not they would start taking ecstasy, did 
take it. Univariate analysis showed a significant baseline difference between the new users and the 
persistent non-users in terms of intention to use, but not in the use of ecstasy by their peers (table 3). 
The relationship between these variables and ecstasy initiation was analysed further using 
multivariate stepwise logistic regression, controlling for the general characteristics. Categorical 
variables were dichotomised, and continuous and ordinal variables were entered as covariates. An 
interaction term between intention to use and peer-group ecstasy use was also added. The analysis 
resulted in a model with 35% explained variance (Nagelkerke R2 = .347), with only intention to use 
and education level identified as independent predictors of ecstasy initiation. Peer-group ecstasy use 
had no predictive value in this study, either alone or in interaction with intention to use (table 4). 
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Table 3. Differences between users and non-users of ecstasy 

ecstasy use at 4th follow-up 
Variable at baseline 

responders at 4th 
follow-up 
(N=160) 

users 
(n=65) 

non-users 
(n=95) 

p 

Gender    
male  41.9% 44.6% 40.0% 
female 58.1% 55.4% 60.0% 

nsa 

p=.561 

     
Age    

mean, in years (SD) 21.1 (2.7)  21.08 (3.0)  21.04 (2.5)  
range 18-32  18-28 18-32 

nsb 
p=.937 

     
Ethnicity    

Western 89.4% 90.8% 88.4% 
non-Western 10.6% 9.2% 11.6% 

nsa 
p=.636 

     
Housing status    

parental home 26.3% 30.8% 23.2% 
shared household 25.6% 29.2% 23.2% 
single household 48.1% 40.0% 53.7% 

nsa 
p=.234 

     
Employment status    

students/pupils 85.6% 84.6% 86.3% 
employed 12.5% 12.3% 12.6% 
unemployed/job-seeking 1.9% 3.1% 1.1% 

nsc 
p=.769 

     
Education    

vocational/lower secondary 9.4% 20.0% 2.1% 
middle secondary 15.6% 15.4% 15.8% 
higher  75.0% 64.6% 82.1% 

p=.004d 

     
Intention to use ecstasy    

definitely 20.6% 40.0% 7.4% 
probably 56.9% 53.8% 59.0% 
don’t know 12.5% 6.2% 16.8% 
probably not 5.0% 0% 8.4% 
definitely not 5.0% 0% 8.4% 

p=.000d 

     
Peer-group ecstasy use     

nobody 18.2% 15.4% 20.2% 
a few 70.4% 72.3% 69.1% 
half 9.4% 10.8% 8.5% 
most 1.9% 1.5% 2.1% 
everybody 0% 0% 0% 

nsd 
p=.459 
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Table 3. Statistical tests  
 
a Pearson χ

2 
b Independent samples t-test 
c Fisher’s exact test 
d Mann-Whitney nonparametric test 
 
 
Table 4. Logistic regression analysis 

 
 
 
 
Discussion 
 
The purpose of our study was to monitor ecstasy-naive individuals who had a reasonable probability 
of starting to take ecstasy of their own accord within a period of 1 to 2 years. To recruit them we 
chose a combination of targeted and snowball sampling. Ours was an unusual study for three reasons. 
First there were the specific ethical problems involved. As the study was not to in any way encourage 
respondents to take ecstasy, we exercised particular caution in recruiting and interacting with the 
respondents, informing them about the possible risks of taking the drug. Second, we were looking for 
respondents with a possible future characteristic – incipient ecstasy use. Although targeted and 
snowball sampling has often been used in studies to recruit current and former drug users, to our 
knowledge it had never been used for the explicit purpose of finding future users. Third, this was a 
multidisciplinary study that used social science sampling methods to recruit respondents but also 
required them to satisfy specific acceptance criteria for medical and neuropsychological examinations 
and to commit themselves to undergoing these. 
In a labour-intensive process we succeeded in recruiting 188 respondents in a period of more than two 
years. One third of them were contacted through chain referrals from persons already in the sample. 
That is a lower proportion than in other Dutch field studies that have used snowball sampling to find 
drug users, for example heroin and cocaine users (Korf 1997). One key difference between these 
studies is that our respondents, in contrast to current drug users, had no distinct common 
characteristic in the form of using a particular drug, and therefore did not congregate as such at 
specific sites such as drug dealing venues or addiction services. Current drug users are ‘connected’ by 
their drug use, as it were, and those connections can be put to use in snowball sampling. In our study, 
we were searching for people with a future common characteristic that did not yet connect them at the 
time of recruitment. 

Step -2 log 
likelihood 

Nagelkerke 
R square Variables B SE Wald df Sig 

Exp 
(B) 

intention 1.533 0.329 21.74 1 .000 4.630 1 176.835 .288 
const. -6.503 1.361 22.81 1 .000 0.001 

          
education -0.889 0.313 8.086 1 .004 0.411 
intention 1.538 0.338 20.74 1 .000 4.656 

2 167.746 .347 

const. -4.156 1.544 7.243 1 .007 0.016 
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A further difficulty was that the medical and neuropsychological components of our study placed very 
specific demands on the inclusion of respondents. Many potential participants contacted via snowball 
sampling ended up not taking part, either because they were scared off by the content of the study or 
the strain it would impose on them or because they were screened out for failing to meet the criteria. 
Because the sample was not randomly selected, we can also not claim it to be statistically 
representative of the population of young people on the brink of experimenting with ecstasy. Yet we 
do believe it is sufficiently varied, since we contacted candidates in many different places and ways. 
Moreover, in view of the specific demands of the study, even an initially random sample would have 
almost certainly reached a selective group in the end. 
Our goal was to observe at least 50 new ecstasy users emerging in the course of the follow-up period. 
That succeeded, as 65 of the 160 respondents (40.6%) who underwent the final assessment had taken 
ecstasy at least once during that period. One of our criteria for selecting the respondents was a simple 
set of two items involving their future intention to use ecstasy and the current use of ecstasy in their 
peer group. The prospective nature of our study enabled us to retrospectively test our original 
assumptions that these items would be predictors of ecstasy use. We could not confirm peer-group 
ecstasy use as a predictor. As we now have a longitudinal series of five assessments available in 
which we can possibly detect changes in the proportion of ecstasy users within the participants’ peer 
groups, we plan to examine that issue more thoroughly in a subsequent analysis. We will also include 
additional variables in that analysis, such as the prevalence of the use of other drugs and the motives 
for not using drugs. The present chapter has focused mainly on whether data on future intention to use 
and/or peer-group ecstasy use could aid in successfully identifying potential new users. In our search 
for people with a relatively high probability of future ecstasy use, we found that intention to use was 
indeed a quick and practical on-the-spot recruiting tool. 
A crucial ethical dilemma in this study was that we did not want to encourage any respondents to take 
ecstasy. In no way did we intend for people to start taking ecstasy during our study who would not 
have done so otherwise. The best evidence that this did not happen is that more than half of the 
participants did not end up taking any ecstasy at all. Almost all of those who did so had already stated 
at baseline that they would probably or definitely start taking it. Of the respondents who originally 
said they would probably or definitely not take ecstasy, not a single one began taking it during the 
study.  
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Abstract 
 
Aim To gain more insight in the reasons and motives why people do not start taking ecstasy.  
Method As part of the NeXT Study, we prospectively monitored 188 subjects who were ecstasy-
naive at baseline but seemed likely to take ecstasy (MDMA) of their own accord during the course of 
the study. After an 11- to 26-month follow-up period, 160 respondents remained (85.1%). Among 
these, 65 participants started taking ecstasy (novel ecstasy users, NEUs) and 95 did not (persistent 
non-users, PNUs). Several times during their participation, subjects completed lists of reasons and 
motives for not taking ecstasy.  
Findings Principal components analysis identified three main factors associated with non-use: 
rationality (factor score .491), lack of opportunity (.229) and fear of the effects of ecstasy (.211). At 
baseline, PNUs scored higher than NEUs on all three factors. For the NEUs, no significant changes 
occurred over the course of the study in all three factor curves. Slight shifts were seen for PNUs – the 
fear of effects diminished and lack of opportunity grew; scores on rationality remained constant.  
Conclusions NEUs and PNUs were distinguished most clearly by their factor scores on rationality. 
Some valuable insights for prevention are discussed. 
 
Introduction 
 
While considerable knowledge is now available about why people use drugs (Boys et al. 2001; 
Fendrich et al. 2003; Soellner 2005; ter Bogt & Engels 2005), surprisingly little is known about the 
reasons and motives why many others do not take drugs. Drug prevention activities are often inspired 
by knowledge about current or former drug users. In this chapter our assumption is that new, 
refreshing insights, potentially useful for drug education, can be gained by studying drug use from a 
different angle – that of non-users.  
Sociological, criminological and psychological theories can offer frameworks for the understanding 
of non-use. Social Learning Theory stresses the importance of the social environment in the learning 
process (Akers 1994; Bandura 1977; Sutherland 1947). Individuals learn new behaviours from 
observation, modelling and imitation of others, such as peers and family. Peers serve as influential 
role models, both by their own substance use and their attitudes toward substance use, which might 
contribute strongly to adolescent’s substance use behaviour (Petraitis et al. 1995). In this view, young 
people’s abstinence of drug use is the result, either of their peers’ abstinence, or of their own high 
levels of refusal assertiveness and resistance skills. Several drug prevention programs are based on 
the principles of this theory and focus on training resistance skills (Cuijpers 2002; Longshore et al. 
2006). Other theories highlight individual decision-making processes. According to the Rational 
Choice Theory (Cornish & Clarcke 1986), people apply an informal cost-benefit analysis in which 
they weigh the expected advantages of substance use against their fear of physical, psychological or 
social harm. There is some evidence that substance use can be regarded as a rational decision process 
(Duffy & Ferguson 2007). Prochaska and DiClemente’s Transtheoretical Model of Change (1983) 
consists of five successive stages: precontemplation, contemplation, decision-making, action and 
maintenance. It has been applied successfully in the study of smoking cessation (Spencer et al. 2002), 
substance use initiation (Coates et al. 1990; von Ungern-Sternberg et al. 2007) and other addictive 
(Prochaska et al. 1992) and health behaviours (Rosen 2000). At the decision-making stage, 
respondents are balancing the positive and negative consequences, while subjects in previous or 
subsequent stages place greater emphasis on either one (von Ungern-Sternberg et al. 2007). 
A common feature of these theories is the balancing of pros and cons. In this chapter we explore these 
‘cons’. Our focus is not on the learning process of how people acquire motives and reasons for non-
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use, but on their content. However, this is a largely uncharted area. In the UK Fountain et al. (1999) 
questioned 100 young people aged 13-22 about their reasons for not taking a range of drugs. The 
motives most frequently reported for not using ecstasy by those who had never used it (n = 61) were a 
fear of the psychoactive effects (43%) and a fear of bodily harm (33%). In contrast to most other 
drugs queried in the survey, a lack of interest in the effects was only a minor motive for not taking 
ecstasy (18%). Not a single respondent mentioned fear of addiction as a reason for not using ecstasy, 
whereas this was a prominent motive for them not to take cocaine (particularly crack) or heroin. 
McIntosh et al. (2005) interviewed 216 pre- and early adolescents aged 11-14, including 43 who had 
been offered but had not tried drugs. Lack of interest in the effects was the main reason; they 
considered their lives satisfying without drugs. Some were frightened of drugs. The illegality of 
certain drugs appeared to have virtually no influence on the decision not to take them. In a site survey 
among 702 party visitors (‘ravers’) in three European cities by Benschop et al. (2002) most 
respondents were in their late adolescence or early adulthood. The study included 216 respondents 
who had never taken ecstasy, whose average age was 21.6 years (range 14-43). From a list of possible 
motives for not taking ecstasy, personal preferences and fear of harm were reported often. Frequently 
selected personal preferences were ‘I don’t feel the need for a stimulant’ (74%), ‘I’m against it 
because of principle or ideology’ (71%) and ‘I have no need for a consciousness-altering drug’ (68%). 
The most common answers relating to fear of harm were ‘You never know what you’re taking’ 
(67%), ‘I think it would be harmful to my body’ (64%) and ‘I think it might damage my brain’ (62%). 
39% were afraid of becoming addicted. Only 20% of non-users reported avoiding ecstasy as a result 
of warning leaflets, and only 16% because they didn’t know where to get the drug. Similar results 
emerged from a later field study that included 138 non-users in several Dutch cities (Korf et al. 2003).  
 
This chapter specifically explores the motives and reasons that young people have for not using 
ecstasy (MDMA). We report here the results of a longitudinal study carried out in Amsterdam. We 
monitored 188 subjects who were ecstasy-naive at baseline, but seemed likely to start taking ecstasy 
in the near future. Within an 11 to 26 months follow-up period, some respondents indeed took ecstasy 
– we refer to them as novel ecstasy users (NEUs); the remainder are called persistent non-users 
(PNUs). This study is unique because it prospectively investigates why some people choose not to 
take ecstasy. At baseline and several times during follow-up, respondents completed a list of 
preformulated potential motives and reasons for not taking ecstasy. 
Our first objective is to clarify which motives and reasons were important, and which were 
insignificant, in the non-use of ecstasy. The second objective is to investigate whether motivational 
patterns regarding non-use can be derived. We use a factor analysis to determine whether different 
components are distinguishable in the motivations for non-use and how much relative weight these 
carry. We then determine whether motivational differences between NEUs and PNUs already existed 
at baseline, when no subjects had ever taken ecstasy. Finally, the prospective nature of the study 
enables us to examine whether the motivations reflected by the factor scores changed in the course of 
the study and whether the process of change took a different course for those who began and did not 
begin taking ecstasy.  
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Method 
 
Study design and sample 
 
For a detailed description of the study design and the sampling procedures, we refer the reader to 
Chapter 2.  
Twenty-eight respondents (14.9%) were lost to follow-up. Non-response analysis showed that loss to 
follow-up was not related to respondent socio-demographic characteristics.  
Of the 160 participants remaining after the fifth and final assessment, 65 (40.6%) took ecstasy during 
the follow-up period (on average on 4.0 occasions, SD=6.1, median 2; averaging 6.7 pills in total, SD 
= 12.1, median = 2). At the end of their follow-up period, on average 8.7 months (SD = 5.8) had 
passed since their first time ecstasy. NEUs did not differ from PNUs (n=95) in terms of gender, age, 
ethnicity, housing status or employment status. Although NEUs’ follow-up period was slightly longer 
(mean 17.2, median 16 vs. mean 15.5, median 15 for PNUs; p=.001), it does not seem plausible that 
this has had noticeable effects on the results. 
 
Measures 
 
Questionnaires were self-administered and included items on the prevalence of drug use (life time, 
last year and last month), intention to use ecstasy and peer group ecstasy use, amongst others. From 
the first follow-up assessment onwards, respondents were also asked whether they had taken ecstasy 
in the interim. Respondents, as long as they had not taken any ecstasy, completed a list of 24 
preformulated potential motives and reasons for not taking ecstasy (Table 2). Items covered areas 
such as availability of the drug, illegality, perceived physical and psychological effects and personal 
preferences. Most of these items were derived from the work of Fountain et al. (1999) and/or 
Benschop et al. (2002) and were supplemented by some items specifically designed for the present 
study. Respondents answered ‘yes’ (coded 1) or ‘no’ (0) to each of the motives or reasons listed.  
 
Statistics 
 
Basic bivariate statistics were computed using Pearson χ2 analyses, independent samples t-tests and 
Fisher’s exact tests. Responses to the motivational items in all 629 available assessments were 
submitted to principal components analysis, using promax oblique rotation in view of the likely 
correlations between factors in the social sciences (Costello & Osborne 2005). There were 188 
available assessments at baseline (t0, when no one had taken ecstasy), 133 at t1 (24 NEUs, 31 failed to 
respond), 117 at t2 (34 NEUs, 37 failed to respond), 96 at t3 (34 NEUs, 58 failed to respond), and 95 
at t4 (65 NEUs, 28 failed to respond). Missing values (only 11 in a total of 629 × 24 = 15,096 values) 
were replaced by the total mean. 
The optimum number of factors was identified using a scree plot. Three factors were retained 
(eigenvalues 4.245, 2.047 and 1.886). The cutoff point for significant loadings was set at .45, as many 
items fell just below the .50 threshold. Factor scores were calculated by summing the scores of items 
with significant loadings on the factor in question and dividing that sum by the number of items. 
Items with negative factor loadings were reverse-scored before calculation. Changes in factor scores 
were examined in a linear mixed model for repeated measures with an unstructured covariance 
matrix. For PNUs, the number of months after baseline was entered as a fixed effect covariate; for 
NEUs, the number of months before first ecstasy use was entered. All analyses were carried out using 
SPSS (version 13.0). Statistical significance was accepted at p ≤ .05. 
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Results 
 
Sample characteristics 
 
Sample characteristics are summarised in Chapter 2. Half the respondents (51.6%) had smoked 
tobacco in the past month. Last-month prevalence of alcohol (96.2%) and cannabis was high (45.2%), 
but much lower for other illicit drugs (4.8% cocaine, 1.6% amphetamines, 0.5% for LSD, 0.0% 
heroin).  
 
Motives for not taking ecstasy 
 
Table 1 lists the 24 motives and reasons for non-use at baseline. The most frequently reported reason 
was ‘I haven’t got round to taking it yet’. The second was ‘You never know what you’re taking’. 
Brain damage and physical harm were other prominent motives. In contrast, most respondents did not 
cite ‘warning leaflets’ or ‘because it’s illegal’. Males and females did not differ in 21 out of 24 
motivational items at baseline. Women were significantly more likely than men to report ‘I don’t 
know what would happen if I took it’ (43.2% vs 23.4%; p = .005) ‘I have seen bad stories about 
ecstasy in the media’ (45.0% vs 28.9%; p = .026) and ‘I’m afraid I’ll just feel worse afterwards’ 
(31.5% vs 16.9%; p = .024). 
 
Principal components analysis 
 
The factor pattern matrix of the three factors extracted in the principal components analysis is 
presented in table 2. Items that failed to achieve significance were consistent with the factors on 
which they had the highest loadings. No significant cross-loadings were found. Factors 1 and 2 were 
correlated at r = .351 (p < .001); factor 3 did not show significant correlations with the other factors. 
Factor 1 accounted for 17.7% of the variance and had significant loadings for 8 items (Cronbach’s α = 
.69). These items relate to a fear of the effects of ecstasy, often based on negative reports and stories. 
This first factor involving affective reasons and motives was labelled ‘fear of effects’. Factor 2 (8.5% 
of variance) had significant loadings for 5 items (Cronbach’s α = .70). Four items reflect conscious 
decisions and knowledge of risks. The fifth item (‘I haven’t got round to taking it yet’) showed a 
strong negative loading with this factor, suggesting that lack of convenience is the antithesis of 
avoiding ecstasy on the basis of knowledge and choice. This second factor involving cognitive 
reasons and motives was designated as ‘rationality’. Factor 3 (7.9% of variance) had significant 
loadings for 3 items (Cronbach’s α = .61). These involve the availability of ecstasy in the 
respondents’ environments. The third factor was called ‘lack of opportunity’. 
The factor scores averaged .211 for fear of effects (SD = .211), .491 for rationality (SD = .326) and 
.229 for lack of opportunity (SD = .308). 
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Table 1. Preformulated motives and reasons for not taking ecstasy, at baseline (%)  
 
 

 
1 Chi square test 
2 Fisher’s exact test 

Reasons and motives for non-use at baseline 
Entire 
sample 

(n = 188) 

Novel users
(n = 65) 

Persistent 
non-users 
(n = 95) 

p 

Factor 1: fear of effects     

You never know what you’re taking 64.7 56.9 66.3 ns 

I’ve seen bad stories about ecstasy in the media 38.5 35.4 42.1 ns 

I don’t know what would happen if I took it 35.1 27.7 38.9 ns 

The testing services often find bad ecstasy 25.0 20.0 26.3 ns 

I’ve heard bad stories about ecstasy from friends 21.3 20.0 20.0 ns 

I’m afraid of getting addicted 13.3 7.7 13.7 ns 

I take the warning leaflets about ecstasy seriously 5.9 0.0 10.5 p = .005 2 

I have medical reasons not to take it 0.5 0.0 1.1 ns 

Factor 2: rationality     

I haven’t got round to taking it yet (negative loading on factor) 72.9 76.9 70.5 ns 

I think it’s harmful to the brain 58.8 48.4 65.3 p = .035 1 

I think it’s harmful to the body 55.3 41.5 63.2 p = .007 1 

I don’t feel like I need a consciousness-altering drug 39.9 30.8 48.4 p = .026 1 

I don’t feel like I need a stimulant 39.4 40.0 43.2 ns 

Factor 3: lack of opportunity     

Nobody ever offered me any ecstasy 33.0 26.2 43.2 p = .028 1 

Nobody around me ever takes ecstasy 13.8 10.8 18.9 ns 

I don’t know where to get ecstasy 9.0 9.2 9.5 ns 

Non-factor     

I think it’s psychologically harmful 41.5 30.8 46.3 p = .049 1 

I’ve seen what happens when other people take it 29.3 29.2 28.4 ns 

I’m afraid I’ll just feel worse afterwards 25.5 23.1 25.3 ns 

Ecstasy is too expensive 15.4 9.2 17.9 ns 

I already use some other substance 13.8 24.6 6.3 p = .001 1 

I’m against it in principle 13.3 9.2 15.8 ns 

Someone I know ended up in hospital because of ecstasy 4.3 3.1 2.1 ns 

It’s illegal 2.1 0.0 4.2 ns 
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Table 2. Factor pattern matrix from principal components analysis with promax oblique rotation 
(significant factor loadings (> .45) in bold) 
 

 

 
 
 
Did NEUs and PNUs show different motivations at baseline for having never taken ecstasy? For 17 of 
the 24 listed potential reasons and motives for non-use at baseline, no differences were evident 
between NEUs and PNUs (table 2). Nevertheless, at baseline PNUs did show significantly higher 
scores than NEUs on all three factors – scores for PNUs versus NEUs were .274 vs .208 (p = .038) on 
fear of effects; .499 vs .368 (p = .009) on rationality; and .239 vs .154 (p = .050) on lack of 

Reasons and motives for non-use 
Factor 1: 

 
fear of effects 

Factor 2: 
 

rationality 

Factor 3: 
lack of 

opportunity 
The testing services often find bad ecstasy 0.602 -0.060 0.022 

I have medical reasons not to take it 0.600 -0.248 0.018 

I’ve seen bad stories about ecstasy in the media 0.600 0.122 0.070 

I’m afraid of getting addicted 0.598 -0.047 0.072 

I’ve heard bad stories about ecstasy from friends 0.493 0.012 -0.188 

I take the warning leaflets about ecstasy seriously 0.491 -0.122 0.139 

You never know what you’re taking 0.468 0.258 0.015 

I don’t know what would happen if I took it 0.461 0.085 0.244 

I’m afraid I’ll just feel worse afterwards 0.383 0.284 -0.013 

Ecstasy is too expensive 0.374 0.016 0.252 

I don’t feel like I need a consciousness-altering drug -0.279 0.848 0.131 

I don’t feel like I need a stimulant -0.350 0.811 0.161 

I haven’t got round to taking it yet -0.036 -0.532 0.078 

I think it’s harmful to the body 0.255 0.507 -0.185 

I think it’s harmful to the brain 0.276 0.485 -0.193 

I think it’s psychologically harmful 0.325 0.414 -0.223 

I’m against it in principle 0.027 0.355 0.026 

It’s illegal 0.144 0.352 0.277 

I already use some other substance 0.008 -0.237 -0.181 

Nobody ever offered me any ecstasy 0.269 -0.044 0.721 

Nobody around me ever takes ecstasy 0.063 0.157 0.679 

I don’t know where to get ecstasy 0.178 -0.013 0.678 

I’ve seen what happens when other people take it 0.157 0.114 -0.342 

Someone I know ended up in hospital because of ecstasy 0.221 -0.146 -0.265 
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opportunity. Of the affective reasons making up the first factor (fear of effects), ‘I take the warning 
leaflets about ecstasy seriously’, although not a salient motive for PNUs, was significantly more 
important for PNUs than for NEUs, because not a single NEU choose that item at baseline. Three of 
the five cognitive motives making up the second factor (rationality) differed significantly between 
NEUs and PNUs at baseline. PNUs were more likely to indicate at baseline that they felt no need for a 
consciousness-altering drug, or that they believed ecstasy could harm their brain or their body. 
Among the lack of opportunity reasons (factor 3), PNUs were more likely to indicate at baseline that 
ecstasy had never been offered to them. Finally, two non-factor items differed significantly between 
NEUs and PNUs at baseline (‘I think it’s psychologically harmful’ and ‘I already used some other 
substance’). 
Figure 1 depicts the average scores on the three factors for NEUs and PNUs over the course of the 
study. For PNUs average scores are plotted against the number of months since baseline; for NEUs 
against the number of months before initiation of ecstasy use. At baseline, NEUs were at different 
stages on their road to becoming ecstasy users. Some were to start taking the drug within 6 months 
after baseline, whilst others after more than a year. As NEUs proceed towards initiation of use, the 
mixed models analysis of repeated measures found no significant changes over time in fear of effects 
(B = -.003, p = .080), rationality (B = -.000, p = .974), or lack of opportunity (B = -.000, p = .969). By 
contrast, for PNUs the mixed models analysis showed a slight weakening of the fear of effects factor 
(B = -.003, p = .017) and a slight strengthening of the lack of opportunity factor (B = .005, p = .002); 
their scores on rationality did not change significantly (B = .003, p = .060). 



Figure 1. Factor scores for novel ecstasy users (NEUs) and persistent non-users (PNUs). 
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PNU: (1) baseline; (2) 4–6 months after baseline; (3) 7–9 months after baseline; (4) 10–12 months after baseline; (5) >12 months after baseline. NEU: (1) >12 months before 
first use of ecstasy; (2) 10–12 months before first use of ecstasy; (3) 7–9 months before first use of ecstasy; (4) 4–6 months before first use of ecstasy; (5) 0–3 months before 
first use of ecstasy.  



Discussion 
 
The aim of our study was to gain more insight in reasons and motives why people do not start taking 
ecstasy. First, factor analysis indicated that reasons for not using ecstasy can be categorized into three 
factors: fear of the effects of the drug, rationality, and lack of opportunity. Second, at baseline (when 
none had ever taken ecstasy), the persistent non-users (PNUs) in the sample scored higher than the 
novel ecstasy users (NEUs) on all three factors. Third, rationality is the factor that best distinguished 
NEUs from PNUs. Fourth, for the NEUs, no significant changes occurred over the course of the study 
in all three factor curves. Slight shifts were seen for PNUs – the fear of effects diminished and lack of 
opportunity grew; scores on rationality remained constant. 
 
Which motives and reasons were important, and which were insignificant, in the non-use of ecstasy? 
At the start of this longitudinal study, when none of the respondents had ever taken ecstasy, almost 
three quarters of them said that was because they had not yet got around to trying it. This reflected the 
composition of our sample, which consisted mainly of respondents who had expressed an intention to 
try the drug in the near future. It clearly distinguished our sample from the non-users of ecstasy 
studied by Benschop et al. (2002), only a quarter of whom mentioned that motive. The motive ‘You 
never know what you’re taking’ was cited at baseline by over 60% of our respondents; other motives 
for not taking ecstasy reported by more than half of our respondents at baseline involved potential 
brain injury or other physical harm. This is comparable to the non-users in the Benschop study 
(2002). The vast majority did not mention fear of addiction (11.3%); this was consistent with the 
findings by Fountain et al. (1999), but less than in the Benschop study (2002), were 39% mentioned 
that reason. 
A key question was whether particular sets of the preformulated motives and reasons presented to the 
respondents would reflect common patterns. Several of the listed reasons and motives, for example, 
were related to the availability of the drug. We explored such underlying associations in a principal 
components analysis, trying to condense the detailed list into a few relevant components. Three 
factors emerged from the analysis. We designated factor 1 as fear of effects, because it’s items refer 
to fear of effects of ecstasy, often based on negative reports and stories. The items loading on factor 2 
(rationality) reflected conscious decisions (such as ‘no need for a consciousness-altering drug’) and 
knowledge about the harmfulness of the drug (particularly injury to body and brain). Factor 3 (lack of 
opportunity), involved the availability of ecstasy in the respondents’ environments. The procedure 
thus enabled us to distinguish three behavioural or attitudinal components. Together these factors 
explained 34.1% of the variance. Rationality played the most important role in the motivation of 
young people not to start taking ecstasy. At baseline, the PNUs in the sample scored higher than the 
NEUs on all three factors. Rationality is the factor that most sharply distinguished both groups. 
Altogether, PNUs expressed more reasons and motives than NEUs for the non-use of ecstasy.  
 
Our next research question was whether the motivations changed in the course of the study and 
whether this process took a different course for the NEUs and PNUs. As NEUs progressed towards 
the initiation of ecstasy use during the course of the study, no significant changes occurred in the fear 
of effects, rationality and lack of opportunity factor curves. Given this apparent stability in these 
motivation components, the motives and reasons for not using ecstasy may have been overridden in 
this decision by other aspects. Possibilities include peer influence, life events and other such factors. 
Nor can we rule out that changes in their motivation not to use ecstasy had already taken place before 
our study began, though that seems less likely for the many respondents who did not start taking 



 

 41 

ecstasy until late in the study (some of them more than a year after baseline). We were able to monitor 
these respondents for a considerable length of time on their way towards ecstasy initiation. 
For two of the factor scores of the PNUs, by contrast, there were small, but significant changes over 
the course of the study. Their fear of the effects of ecstasy diminished slightly and they reported a 
growing lack of opportunity to take ecstasy. This implies, first, that the non-users became less afraid 
of trying ecstasy. They may have been deterred from taking ecstasy in the beginning by the drugs 
education information they received during the sample selection procedure (a brochure that included 
explanations of the effects and risks of ecstasy), after which the fear subsided. Second, the rising 
scores on the lack of opportunity factor suggests that PNUs may have ‘grown away’ from access to 
the drug. The scores of the non-users on the rationality factor did not change over the course of the 
study. A significant consideration is that the PNUs’ factor scores on fear of effects declined slightly, 
but that this did not appear to affect their rationality score. In other words, even though their fears of 
the drug’s effects diminished, that did not alter their rational motives not to take ecstasy. 
 
We are well aware that this study has some limitations. First, as the sample was not randomly 
selected, we cannot claim it is representative of the population of people who are considering 
experimenting with ecstasy. The sample is sufficiently varied, however, since we contacted 
candidates in many different places and ways. In any event, because the medical and 
neuropsychological components of this study placed very specific demands on the inclusion of 
respondents (de Win et al. 2005), even an initially random sample would have almost certainly 
reached a selective group in the end. 
A second limitation derives from the fact that all respondents had to sign informed consent documents 
acknowledging that their participation was voluntary, that ecstasy could be harmful and that the 
researchers did not intend to encourage ecstasy use. When they registered for the study, all 
respondents also received a detailed educational brochure about the potentially harmful effects of 
ecstasy. Giving respondents information about ecstasy, including the potential negative consequences, 
might have influenced their decision whether or not to take the drug.  
A third limitation lies in this study’s particular focus on motives and reasons for not taking ecstasy. 
We realise that other aspects such as intention to use ecstasy (the majority of the sample had a high 
intention to use ecstasy in the near future, but there was some variation), peer group dynamics or 
other drug use may also affect decisions on whether or not to take ecstasy. Indeed, NEUs stated 
significantly more often than PNUs at baseline, when asked about their reasons for not taking ecstasy, 
that they already used another substance, which is in accordance with literature indicating that most 
ecstasy users are polydrug users (Duff 2005; Gresch et al. 2005; Korf et al. 2004c; Scholey et al. 
2004; Sherlock & Conner 1999; Theall et al. 2006; Zarate et al. 2006) and that prior use of one 
substance can be a risk factor for the initiation of another substance (Kokkevi et al. 2007; Kostelecky 
2005; Swadi 1999). The aim of this chapter was not to unravel the full decisional process on whether 
or not to take ecstasy, but on motivations for non-use only. Predicting (non-) use of ecstasy, by taking 
into account several variables next to the reasons for non-use, is the topic of the next chapter.  
 
Do our results offer insights for the prevention of drug use? Evidently, statutory penalisation does not 
have the deterrent effects on the use of ecstasy that are intended by international anti-drugs 
agreements or national legislation. Indeed, there is little scientific evidence that law enforcement and 
drug interdiction policies have been effective in reducing substance use (Morin & Collins 2000). 
More general, from a criminal justice policy perspective, the deterrent influence from legal sanctions 
is limited (Akers 1994; Inciardi 1999; Paternoster 1989). As noted before, McIntosh et al. (2005) have 
shown that young adolescents rarely mention illegality as a reason not to take drugs. Our results 
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appear to confirm this, as the illegal status of ecstasy was also not an issue for our somewhat older 
respondents, with only 2.5% mentioning it as a reason not to take the drug. If penalisation does not 
work as intended, then, can drugs education help? 
Generally prevention programs are directed at the prevention or reduction of substance use. However, 
meta-analyses have shown that most prevention programs are not effective, although some well-
designed universal (school-based) drug education programs can reduce substance use to some degree 
(Cuijpers 2002; White & Pitts 1998). ‘Knowlegde only’ or ‘scare tactics’ approaches failed to 
decrease substance use initiation (Botvin & Kantor 2000; Rosenbaum 1998). The best drug education 
programs are so called ‘competence enhancement programs’ combining informational aspects 
(knowledge, attitudes and norms) and the development of resistance and social skills (Plant & Plant 
1999). However, effects of interventions are generally small and decline with time (Gorman 2002; 
White & Pitts 1998). Increasingly, prevention programs are adopting harm reduction principles in an 
effort to minimise harm associated with drug use (Inciardi & Harrison 2000; Neighbors et al. 2006; 
White & Pitts 1998). 
 
Although behavioural change is a difficult thing to achieve, we hope the motives and reasons 
identified here for not taking ecstasy, offer some valuable insights for prevention. Our principal 
components analysis revealed that rationality was the most important factor for all respondents in 
their reasons for not using ecstasy, and that it was also the component in which NEUs and PNUs 
differed from one another most distinctly. At the same time, it was the factor which did not seem to 
change much over time, either amongst the NEUs (whom one might have expected to show a decline 
as the occasion of first ecstasy use approached) or amongst the PNUs (for whom one might expect the 
factor to strengthen over time).  
What does that all mean for drug education? A closer look at the items that make up the rationality 
factor reveals that two of them reflected attitudes toward ecstasy use: feeling no need for (1) a 
consciousness-altering drug, or (2) a stimulant. Two other items of that factor reflected knowledge 
about ecstasy’s potential harmful effects on (1) the body, and (2) the brain. Indeed, competence 
enhancement prevention programs are focusing, next to resistance and social skills, on influencing 
young people’s attitudes about drug use and on increasing knowledge (Botvin & Kantor 2000).  
Whether high scores on rationality truly play a decisive part in the decision process, or whether other 
aspects are more influential – and hence would be more appropriate targets for prevention efforts – 
will need further exploration in future research.  
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Abstract 
 
Our aim is to identify predictors of first-time ecstasy use in a prospective study among young people 
at risk. As part of the multidisciplinary Netherlands XTC Toxicity Study (NeXT), we monitored 188 
subjects aged ≥ 18 who were ecstasy-naive at baseline but seemed likely to start taking ecstasy in the 
near future. After an 11- to 26-month follow-up period, 160 respondents remained (85.1%; mean age 
21.0 years, 58.1% females): 65 who took ecstasy at least once (novel ecstasy users, NEUs) and 95 
persistent non-users (PNUs). At baseline and four times during follow-up, respondents completed 
self-report questionnaires. Cox regression analysis was used to examine the effects of baseline 
respondent characteristics on incident ecstasy use. Development of peer group ecstasy use was 
analysed by logistic regression. 
Intention to use ecstasy, low education and current weekly cannabis use independently increased the 
hazard rate for first ecstasy use. Although ecstasy use among peers at baseline was not a predictor, the 
proportion of NEUs with ecstasy-using peers increased markedly during the study. 
Our results suggest that targeted prevention activities should focus in particular on young people who 
have strong intentions to take ecstasy, especially if they are also regular smokers of cannabis. 
 
Introduction 
 
The prediction of future or incipient drug use and misuse has been high on the research agenda for 
decades. The importance of prediction is twofold. First, at a fundamental level, it helps us to better 
understand the aetiology of substance use, as well as to test existing theories and generate new 
theoretical insights. Second, it enables the new knowledge to be implemented in evidence-based drug 
education programmes, thus helping to prevent or delay substance use initiation or to reduce drug-
related harm (Hawkins et al. 2002). 
The purpose of the present study is to identify predictors specific to the initial use of ecstasy 
(MDMA) among young people at risk. Zinberg (1984) argued that three determinants must be 
considered in understanding substance use: the drugs themselves, the set (personal characteristics of 
the user, including attitudes, expectations and personality structure) and the setting (the social and 
physical environment).  
In terms of the factor drug, the prior use of one substance can be a risk factor for initiating another 
(Kokkevi et al. 2007; Kostelecky 2005). Cannabis use was found a risk factor for subsequent first 
onset of ecstasy use (Martins et al. 2006; Reneman et al. 2006; Zimmermann et al. 2005). An early 
age of onset of tobacco, alcohol and/or cannabis use raises the probability of future drug use (Agrawal 
et al. 2006; Lynskey et al. 2007). 
In relation to set, certain personality traits have been implicated as risk factors for future drug use. 
These include sensation seeking, rebelliousness, aggression and antisocial or delinquent behaviour as 
well as mental disorders (for review see: Hawkins et al. 1992; Swadi 1999). However, very few 
longitudinal studies have been performed to study the effect of ‘set’ characteristics on ecstasy 
initiation in subjects who were initially ecstasy-naive. In a Dutch prospective population-based study 
Huizink et al. (2006) found childhood symptoms of anxiety and depression to be risk factors for 
ecstasy use in adolescents and adults. A German prospective study among a normative sample found 
ecstasy use to be associated with almost all the mental disorders examined, with the onset of the 
mental disorders preceding first ecstasy use in most cases (Lieb et al. 2002). Pape & Rossow (2004) 
found that ecstasy users in Norway differed from other young adults in terms of previous substance 
use, poor mental health and deviant behaviour. However, De Win et al. (2006) found that depression, 
impulsivity and sensation seeking were not predictive of first time ecstasy use. Other reported set-
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related predictors are intention to use substances (Maddahian et al. 1988) and positive attitudes 
towards drug use (Martins et al. 2008b; von Sydow et al. 2002b). Intention is a key element in the 
theory of planned behaviour (Ajzen 1991), which proposes that behaviour can be predicted by 
intentions to perform that behaviour. This theory has been successfully applied in predicting the use 
of ecstasy (Orbell et al. 2001; Peters et al. 2008a; Umeh & Patel 2004).  
With reference to setting substance use by peers has been shown to be a strong predictor of adolescent 
substance use (Kokkevi et al. 2007; Martins et al. 2008a; von Sydow et al. 2002b). A number of 
cross-sectional studies of ecstasy users have found associations between people’s own ecstasy use and 
that of their peers (Korf et al. 2002; McMillan et al. 2003; Sherlock & Conner 1999; ter Bogt & 
Engels 2005). McMillan et al. (2003) found that having ecstasy-using friends increased the likelihood 
that non-users would have intentions to use the drug in the future. 
The sheer availability of drugs has been found to be a risk factor (von Sydow et al. 2002b). However, 
in a prospective study, Zimmermann et al. (2005) showed that ecstasy availability was no longer a 
significant predictor when the association was controlled for (lifetime) cannabis use. Pedersen & 
Skrondal (1999) found the use of ecstasy to be associated with dance party attendance. 
 
In the multidisciplinary Netherlands XTC Toxicity Study (NeXT), we prospectively studied a group 
of 188 young adults aged 18 or older who had never used ecstasy, but were thought to have a 
relatively high probability of future ecstasy use (de Win et al. 2005). At the end of an 11- to 26-month 
follow-up period, 160 respondents (85.1%) remained in the sample: 65 who took their first ecstasy 
during the follow-up period (novel ecstasy users, NEUs) and 95 persistent non-users (PNUs). In 
recruiting the study participants, we targeted ecstasy-naive young people who had a reasonable 
probability of taking ecstasy in the near future. On the basis of the reviewed literature, we decided on 
two predictors of future ecstasy use that could be readily operationalised and applied during the 
fieldwork: the extent of peer group ecstasy use (a variable of setting) and/or the intention to use 
ecstasy (a variable of set). 
The prospective nature of our study enabled us to assess later in retrospect whether these variables 
were indeed valid and practically applicable predictors of future ecstasy use. In chapter 2, focussing 
on sampling strategies, in a logistic regression analysis with a small set of variables, intention to use 
and low education level (both reflecting aspects of set) emerged as independent predictors of ecstasy 
initiation. In this analysis, peer group ecstasy use (a setting variable) proved to have no predictive 
value at baseline. We concluded that intention to use was a quick and practical on-the-spot recruiting 
tool.  
In the present paper our focus is not on methodological aspects, but on predicting first time ecstasy 
use among young people at risk from a more theoretical and prevention-oriented perspective. We 
apply a multivariate survival analysis of a broader set of baseline predictors including variables from 
the drug, set and setting domains. In addition, the present paper is unique in providing an analysis of 
the development of peer ecstasy use during the follow-up period. The following research questions 
will be addressed: (1) Which factors predict first time ecstasy use among young people at risk? (2) 
What is the role of intention to use ecstasy and peer group ecstasy use in predicting first time ecstasy 
use? (3) How do the dynamics of peer group ecstasy use develop in the course of the study, and do 
differences emerge between NEUs and PNUs? 
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Method 
 
Study design and procedures 
 
Study design and sampling procedures are described in detail in Chapter 2. 
 
Assessments 
 
First time ecstasy use was the dependent variable. At every follow-up assessment, respondents were 
asked whether they had taken ecstasy for the first time in the interim, and if so, in which month. The 
independent variables were chosen on the basis of the literature and were categorised in terms of 
drug, set or setting (see table 1). 
 

Independent drug variables 
Prior cannabis use, and notably frequent use, was a key apparent predictor of substance use. 
Therefore, current weekly cannabis use (weekends or more often) was chosen as the first drug 
variable. The second drug variable was the lifetime use of illicit substances other than cannabis 
(cocaine, amphetamine, LSD, magic mushrooms). Early use of licit substances like alcohol or tobacco 
is another potential predictor of drug use; to operationalise it we took the first quartile boundary as a 
cut-off point and classified respondents who had begun using tobacco or alcohol before age 12 as 
early-onset users of licit drugs. 
 

Independent set variables  
To gauge ecstasy intention, we used five answer categories: ‘definitely will’, ‘probably will’, ‘don’t 
know yet’, ‘probably won’t’ and ‘definitely won’t’. Next, the variable was dichotomised 
(definitely/probably vs don’t know or definitely/probably not). From the factors motivating non-use 
specified in Chapter 3, we entered the set variables ‘fear of effects’ and ‘rationality’. The socio-
demographic characteristics gender, age, ethnicity, employment status and education were also 
entered as set variables. Categorical variables were dichotomised: employment (yes/no), educational 
attainment (vocational or lower secondary vs more education). 
 

Independent setting variables 
On the basis of the extensive literature that has identified peer substance use as a predictor of drug 
use, we chose peer group ecstasy use as an independent variable of setting. We recorded the degree of 
ecstasy use in respondents’ circles of friends in five categories: ‘nobody’, ‘a few’, ‘half’, ‘most’ and 
‘everybody’. Next, the variable was dichotomised (none vs one or more ecstasy users). Frequency of 
nights out (10 times or more in the four weeks prior to baseline) was our second variable of setting. 
The third was the score on the motivational factor ‘lack of opportunity’ (see Chapter 3). Housing 
status (in or away from the parental home) was the fourth setting variable. 
 
Statistics 
 
Pearson chi-square analyses, independent samples t-tests and Fisher’s exact tests were used here for 
basic bivariate comparisons. Proportional hazards (Cox) regression analysis with a Forward Stepwise 
(Likelihood Ratio) selection procedure (pin=.05; pout=.10) was used to examine the independent 
effects of baseline respondent characteristics on time to the initiation of ecstasy use. Data were 
censored if subjects had not taken ecstasy by the end of follow-up. (If an event, in this case ecstasy 
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use, does not occur before the end of the study, it is defined as a ‘censored case’ in statistics.) Those 
lost to follow-up were excluded from the analyses. It was not possible to account for changes in the 
characteristics studied in the Cox regression model by using segmented time-dependent covariates. 
The statistical program requires covariate values for every time point and every case, and since 
follow-up assessments were made at different points in time (in terms of months after baseline) for 
different respondents, this would have entailed creating up to 21 variables for each covariate. Changes 
in peer group ecstasy use were therefore examined in a logistic regression model, with the number of 
months before and after ecstasy initiation (for NEUs), or the number of months after baseline (for 
PNUs), entered as a covariate. All analyses were done using the Statistical Package for the Social 
Sciences (SPSS Inc., 1989-2005, version 14.0). Statistical significance was accepted at p ≤ .05. 
 
Results 
 
Twenty-eight respondents (14.9%) were lost to attrition in the course of the study; non-response 
analysis showed this was not linked to their sociodemographic characteristics (see chapter 2). Of the 
160 respondents remaining after the fifth and final assessment, 65 (40.6%) had taken ecstasy during 
the follow-up period (averaging 4.0 occasions, SD = 6.1, median = 2; and 6.7 pills, SD = 12.1, 
median = 2). Initiation of ecstasy use occurred 2 weeks to 21 months after baseline (averaging 8.4 
months, SD = 5.79).  
The mean age at baseline of the 160 respondents was 21.0 years (SD = 2.7). Females (58.1%) 
outnumbered males. Most respondents were of Dutch or other Western ethnicities (89.4%), meaning 
that both parents were born in the Netherlands or other Western countries. The large majority (85.6%) 
were students or secondary school pupils; 12.5% were employed. Educational attainment levels were 
vocational or lower secondary for 10.6%, middle secondary for 15.0% and higher secondary or higher 
for 74.4%. Almost half the respondents (48.1%) lived alone in single households; others lived with 
their parents (26.3%), or with a partner, friends, fellow students or other housemates (25.6%).  
Last-month alcohol use at baseline was high (97.5%), and half the respondents (50.0%) had smoked 
tobacco in the past month. The age of onset for licit substances (tobacco and/or alcohol) averaged 
13.0 years (SD = 2.3). Cannabis use at baseline was also high, with a last-month prevalence of 45.6%, 
and 11.9% current users on a weekly basis (every weekend, several days a week or daily). Last-month 
use of other illicit drugs was 5.0% for cocaine, 1.9% for amphetamines, 1.3% for magic mushrooms 
and 0.6% for LSD. Last-month use of any of these four substances was 7.5% and lifetime use was 
35.0%. 
 
Baseline characteristics of the 65 NEUs and the 95 PNUs are shown in table 1. The two groups were 
similar in terms of gender, age, ethnicity, housing and employment status, frequency of nights out and 
presence of ecstasy users in their circles of friends. As an intended consequence of our recruitment 
strategy, the majority of respondents (81.9%) had at least some ecstasy-using friends, and many 
(77.5%) had an acknowledged intention to take ecstasy themselves in the future. No difference 
between NEUs and PNUs was found in terms of the age of onset of licit substance use. Marked 
distinctions were seen, however, in the use of illicit drugs. Current use of cannabis on at least a 
weekly basis was four times as prevalent among NEUs at baseline, and lifetime prevalence of other 
illicit drug use at baseline was almost twice as high. In the four weeks prior to baseline, 48.1% of 
respondents had visited bars, clubs or dance events on at least a weekly basis (4-9 times); 29.4% were 
very frequent nightlifers (10 times or more). In terms of the reasons and motives given at baseline for 
not having ever taken ecstasy, as described in Chapter 3, PNUs scored significantly higher than NEUs 
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on both fear of effects and rationality, and they were more likely to have lacked opportunities to take 
the drug. Rationality was the factor that best distinguished the two groups. 
 
 
Table 1. Baseline characteristics of NEUs  and PNUs  
 
 PNUs

n = 95
NEUs
n = 65

p-value 

Drug variables  
Early-onset alcohol/tobacco use 16.8% 20.0% .611 
Current weekly cannabis use 5.3% 21.5% .002 
Lifetime other illicit drug use 28.4% 44.6% .035 
  
Set variables  
Female  60.0% 55.4% .561 
Average age (SD) 21.0 (2.5) 21.1 (3.0) .937 
Western ethnicity 88.4% 90.8% .636 
Employed 12.6% 12.3% .951 
Low education 3.2% 21.5% .001 
Intention to use ecstasy 66.3% 93.8% .001 
Mean factor score on Fear of Effects (SD) .274 (.202) .210 (.171) .038 
Mean factor score on Rationality (SD) .499 (.311) .368 (.297) .009 
  
Setting variables  
Peer ecstasy use (at least one ecstasy user) 80.0% 84.6% .457 
Frequent nights out (≥ 10 in 4 weeks) 29.5% 29.2% .974 
Living with parent(s) 23.2% 30.8% .283 
Mean factor score on Lack of Opportunity (SD) .239 (.282) .154 (.244) .050 

 
 
All variables from table 1 were entered into the Cox regression analysis. Table 2 shows the 
coefficients, hazard rates and confidence intervals of the variables significantly influencing the time 
to initiation of ecstasy use. Intention to use ecstasy, low education level (vocational or lower 
secondary) and current weekly cannabis use independently increased the hazard of first ecstasy use. 
Less frequent or no cannabis use decreased the risk of future ecstasy use by 57% (1 / 2.23 = .43), a 
higher level of education decreased it by 65% (1 / 2.87 = .35), and not explicitly intending to start 
taking ecstasy (hesitation or no intention) lowered the risk by 80% (1 / 5.07 = .20) 
 
 
Table 2. Predicting initiation of ecstasy use from baseline characteristics (N = 160) 

 
 B signif. OR 95% CI 

Current weekly cannabis use 0.83 .011 2.30 1.21-4.35 
Low education 1.06 .001 2.87 1.52-5.44 
Intention to use ecstasy 1.62 .002 5.07 1.84-14.00 
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Different from what we expected from the international literature, peer influence was not encountered 
in the model. We therefore went on to analyse how peer ecstasy use had evolved throughout the 
course of the study. Since changes in peer ecstasy use could not be accounted for by including 
segmented time-dependent covariates in the Cox regression analysis (see Method, Statistcs), we 
performed additional logistic regression analysis. The significant increase in the proportion of 
respondents with ecstasy-using friends that took place among NEUs, as shown by the logistic 
regression, did not occur among PNUs. Figure 1 depicts changes in ecstasy use that occurred in the 
NEUs’ circles of friends, plotted against the number of months before and after the NEUs’ ecstasy 
initiation. Peer group ecstasy use appears to increase from the moment of respondents’ first use of the 
drug. Logistic regression analysis over time revealed a significant increase in the percentage of NEUs 
with at least one ecstasy-using peer (B = .085, Wald = 10.491, p = .001). For the PNUs, this 
percentage remained stable from baseline onwards (B = −.015, Wald = .604, p = .437). 
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Figure 1. Proportion of NEUs with ecstasy-using peers before and after first ecstasy use 

 
 
In this analysis, no distinction was made between respondents with one such friend and those with 
many. At the final assessment that included all respondents (N = 160; this fourth follow-up 
assessment hence occurred for NEUs at varying time intervals after initiation), 30.7% of NEUs 
reported that at least half of their friends sometimes took ecstasy, compared to only 10.6% of the 
PNUs (p = .001; the respective percentages at baseline were 12.3% and 10.6%, p = .459). We thus see 
a further clear distinction between NEUs and PNUs in terms of the numbers of ecstasy-using friends 
they had by the end of the study. 
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Discussion 
 
The purpose of this study was to identify predictors for ecstasy initiation in a population at risk. Cox 
regression analysis revealed that intention to use, low education and current weekly cannabis use 
independently increased the hazard of ecstasy use onset.  
Our finding that cannabis use is a predictor of first time ecstasy use is consistent with the literature 
(Zimmermann et al. 2005). The association between cannabis use, and notably frequent use, and a 
higher risk of the future use of other illicit drugs is well known and much debated in the field of 
substance use research, but no agreement exists on any causal interpretation of that relationship (for 
discussion see: Fergusson et al. 2006; Morral et al. 2002). Lifetime prevalence of illicit drugs other 
than cannabis at baseline was significantly higher for NEUs in bivariate analysis, but it failed to 
emerge as a predictor in the regression model, which in this case probably cannot be blamed on strong 
correlations with the significant independent predictors in the model (correlations with intention r = 
.113, p = .155; with current weekly cannabis use r = .176, p = .026; with education r = −.130, p = 
.102).  
 
Regarding the second research question, intention was found to play an important role in first time 
ecstasy use. Although we did not explicitly set out to test the theory of planned behaviour (Ajzen 
1991), our results do seem to support the concept of intention as a key element. A desire to take the 
drug thus proves to be a critical factor in ecstasy initiation. Our findings thus indicate that the well-
established concepts of intention and cannabis use as predictors of substance use are also applicable 
to a party drug such as ecstasy. In contrast, peer group ecstasy use at baseline did not predict ecstasy 
initiation. This is a remarkable finding in the light of the international literature, where peer substance 
use is often seen as one of the most important determinants in the aetiology of drug use, 
notwithstanding certain more critical viewpoints (Arnett 2006; Liechti et al. 2000). Our finding might 
derive from the fact that peer ecstasy use was already a selection criterion in our study, meaning that 
most of our respondents (81.9%) – both NEUs (84.6%) and PNUs (80.0%) – already had at least 
some ecstasy-using friends at baseline; this might have provided insufficient variance to effectively 
study peer ecstasy use as a predictor. On the other hand, intention to use ecstasy, which did prove a 
strong predictor, was also a selection criterion (acknowledged by 77.5% of respondents, including 
93.8% of the NEUs and ‘only’ 66.3% of the PNUs). A possible explanation is that ecstasy use among 
peers did not become a differentiating factor for initiation until a point in time that was closer to their 
first use of ecstasy. Our study is unique because the evolution of peer ecstasy use dynamics was 
measured prospectively. Logistic regression analysis revealed that during the study period the 
proportion of respondents with ecstasy-using friends increased among NEUs, and remained stable 
among PNUs. Our results suggest that first time ecstasy use is preceded by a relatively short transition 
period in which peer group ecstasy use increases. Further analysis showed a clear distinction between 
NEUs and PNUs in terms of the numbers of ecstasy-using friends they had by the end of the study. 
Hence, even though peer group ecstasy use was not a factor distinguishing NEUs and PNUs at 
baseline, nor a predictor of ecstasy initiation in the Cox regression model, the differences in the peer 
group dynamics of the two groups as the study progressed suggest that the use of ecstasy by friends 
plays a part in the initiation of ecstasy. Our data does not allow for conclusions about the causal 
direction of that relationship. That is, we do not know whether our ecstasy initiates actually sought 
out new ecstasy-using friends (peer selection) or, alternatively, whether more of their existing friends 
began taking ecstasy (peer influence).  
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With regard to drug use, Dutch policy can be characterised as harm reduction oriented. This raises the 
question whether our results are also valid for countries with different drug policies. Beyers and 
colleagues (2004) have compared risk and protective factors for cigarette, alcohol and cannabis use in 
the United States and Australia. Despite the fact that those two countries have different policies 
regarding substance use, i.e. abstinence oriented (US) versus harm reduction (Australia), the majority 
of predictors were comparable across countries. Friend’s substance use was equally predictive in both 
countries and favourable attitudes toward drug use (the factor that most closely resembles ‘intention’ 
in our study) proved more predictive of regular alcohol use in the United States than in Australia. 
We are aware of the limitations of the present study. First, because our sample was not normative, it 
may not even be representative of the population of people who are thinking of trying ecstasy. We 
deliberately recruited participants among a population at risk. Within this population we contacted 
candidates in a variety of places and through different recruitment strategies, which resulted in a 
broadly distributed, heterogeneous sample. As a result of this recruitment strategy, our respondents (N 
= 160) differed in many ways from their age group in the general population. Their last-month 
substance use at baseline, for instance, was significantly greater in terms of alcohol (97.5% vs 79.5% 
nationwide and 79.5% in Amsterdam, p = .001), cannabis (45.6% vs 11.2% nationwide and 21.0% in 
Amsterdam, p = .001) and cocaine (5.0% vs 1.6% nationwide and 2.0% in Amsterdam, p = .001) 
(Abraham et al. 2002). If we look solely at the PNUs, they, too, differed from their age group in terms 
of baseline alcohol and cannabis, though not cocaine. As an additional consequence of our 
recruitment strategy, 81.8% had at least one ecstasy-using friend at baseline, whereas a 2005 survey 
of young Amsterdam pubgoers (Nabben et al. 2006) found a percentage of 53.0%, and a study by 
Benschop et al. (2002) of clubbers and ravers in three European cities found that 68.1% of the 
ecstasy-naive respondents had one or more ecstasy-using friends. Our respondents were therefore 
disproportionately likely to know ecstasy users at baseline. All these figures show that our sample 
was selective and therefore atypical. This may have implications for the way the results should be 
interpreted. The predictors that emerged in our study apply to a population that is already at risk. If 
we were to investigate predictors of ecstasy initiation in the general population, additional factors 
might emerge, because greater initial differences would exist between the future ecstasy users (or any 
drug for that matter) and those who persist in not taking the drug.  
 
A second limitation arises from the informed consent papers signed by all respondents acknowledging 
that their participation was voluntary, that ecstasy could be harmful and that the researchers did not 
intend to encourage ecstasy use. At the start of the study, all respondents also received detailed 
information about the potentially harmful effects of ecstasy. Although both NEUs and PNUs received 
identical information at baseline, we cannot rule out that they interpreted it differently and that PNUs 
were more strongly deterred or frightened off than NEUs.  
Do our findings offer insights that could be useful in drugs prevention? Although our sample was not 
normative, this very type of sample – young adults at risk to start using ecstasy – could be vital in the 
drugs education discourse, in view of the growing importance assigned to targeted interventions in 
preference to universal prevention initiatives (Marlatt & Witkiewitz 2002; Moore et al. 2007). As 
Moore (2007, p. 372) has put it: ‘The idea that specific populations require specialised educational 
and health promotion programmes rather than generic interventions has become normative in service 
development.’ Our results suggest that prevention activities targeted at individuals at risk of taking 
‘club drugs’ should have a particular focus on those who have strong intentions to do so, especially if 
they are regular cannabis smokers. Moreover, given that low education emerged here as a predictor 
for ecstasy initiation, it is important for specific drug education programmes to approach low-skilled 
young people using messages understandable to the target group. 



 

 52

All the same, an intention to take ecstasy – which we might interpret as ‘free will’ or ‘conscious 
choice’ – emerged here as a highly powerful predictor of future ecstasy use. Such a desire is probably 
more difficult to influence through drug education. Intention does not stand alone as a concept, but is 
shaped and influenced by a range of other factors. The theory of planned behaviour (Ajzen 1991) 
argues that the behavioural intention itself is determined by three major components: attitude 
(subject’s approval or disapproval of the behaviour), subjective norm (perceived social pressure from 
significant others), and perceived behavioural control (the assumed ease or difficulty of performing 
the behaviour). In our sample, too, friends may have played a direct or indirect role in shaping our 
respondents’ intentions. In this light, peer-focused drugs education programmes might indeed be 
helpful, although qualitative literature on smoking initiation suggests that peer influence is more 
likely to be normative in nature, rather than taking the form of direct pressure (Stewart-Knox et al. 
2005). In our retrospective study of ecstasy users, which is described in chapter 5, most respondents 
stressed that even though friends did play a major or minor role in their decision to take the drug, it 
was still their own decision. Drug educators who target young people at risk of trying psychoactive 
substances like ecstasy ought to therefore keep in mind that such people make their own individual 
decisions. They should avoid approaching them as passive individuals who are under heavy pressure 
from their social surroundings. Drug education with a personalised message targeted at young people 
with strong intentions who are in a critical transition period with increasing peer ecstasy use, might 
yield the best results in preventing or postponing first time ecstasy use. 
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The role of peers in the initiation 
and continuation of ecstasy use. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
A slightly modified version of this chapter has been published as: Vervaeke, HKE, van Deursen, MC, 
Korf, DJ. 2008. The role of peers in the initiation and continuation of ecstasy use. Substance use & 
misuse, 43: 633-46. 
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Abstract 
 
To better understand the processes of peer influence and peer selection, in a field study 106 ecstasy 
users (67M/39F, average age 25.4 years) were face-to-face interviewed in Amsterdam in 2005. In the 
initiation of ecstasy use, peer influence emerged as the dominating mechanism; peer selection was 
uncommon. In the continuation of ecstasy use, peer influence and peer selection occurred reciprocally 
in a dynamic process, although peer influence made a greater relative contribution. Our study 
confirms that peer influence is a multidimensional process: influence was quite often reciprocal (with 
respondents both exerting and undergoing influence) and it could have both restraining and 
encouraging effects on ecstasy use.  
 
Introduction  
 
The role of peers is a factor often emphasised in the literature on the aetiology of youthful drug use. 
This is also reflected in an abundance of peer resistance–focused drug prevention programmes 
(Hawkins et al. 1992; Kobus 2003; Liechti et al. 2000). Young people who take drugs are more likely 
to have drug-taking friends than their counterparts who take no drugs, a phenomenon also referred to 
as ‘peer similarity’ or ‘peer homophily’ (Kandel 1978). Indeed, many studies have found associations 
between people’s own drug use and that in their circle of friends (Hawkins et al. 1992; Kandel 1978; 
Kirke 2004; Kobus 2003; McMillan et al. 2003; Sherlock & Conner 1999; ter Bogt & Engels 2005). 
Traditionally this has been defined as ‘peer pressure’ – drug-using youth are thought to prevail on 
their friends to conform to group norms by taking drugs too. This approach regards young people as 
passive individuals susceptible to influence from a social environment that encourages drug use 
(Elliott et al. 1989). Or, as Urberg et al. (2003, p. 1245) have recently portrayed it, ‘an “innocent” 
adolescent is exposed to “bad” peers and, as a result, acquires bad habits’. 
Alternatively, scholars use more neutral concepts to describe and understand the role of peers; this 
approach argues that group processes are more complex than merely an exertion of pressure on a 
passive group member (Petraitis et al. 1995; Weerman 2003). Two general mechanisms through 
which peers can affect behaviour are described in the literature: peer influence and peer selection. 
These are defined in terms of the presumed causal direction of the link between the drug use of 
individuals and that of their friends. According to the peer influence hypothesis, drug use by friends 
causes or encourages an individual’s behaviour. Adolescents implicitly or explicitly influence one 
another (Prinstein et al. 2001). Peer influence is seen as a multidimensional process: it can be overt 
and direct, or it can be more subtle in the form of normative influence; it can either encourage or 
discourage certain behaviours (Simons-Morton & Chen 2006; Urberg et al. 1990). Peer selection, by 
contrast, occurs when an individual’s own substance use, or interest in it, leads them to increasingly 
associate with peers who are similar to them in attitudes and behaviour (Simons-Morton & Chen 
2006, p. 1212). In the words of Bauman et al. (2000, p. 187), ‘the selection model posits that drug 
behaviour causes friendships, whereas the influence model posits that friendships cause drug 
behaviour.’ 
Peer influence and peer selection occur reciprocally, but the findings to date have been inconsistent 
about their relative contributions (Simons-Morton & Chen 2006). Some data indicate that the balance 
tips to the side of peer influence (e.g. Li et al. 2002; Wills & Cleary 1999), whilst other data suggest 
that peer selection is the dominant mechanism (e.g. Farrell & Danish 1993; Iannotti et al. 1996; e.g. 
ter Bogt & Engels 2005). Still other studies have concluded that selection and influence make 
approximately equal contributions to the similarities in substance use among adolescents (e.g. Ennett 
& Bauman 1994; Kandel 1978; Kirke 2004; McCabe et al. 2005; Simons-Morton & Chen 2006). This 
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is an ongoing discussion that is also encountered in research on other human behaviour. Regarding 
the link between criminal behaviour and criminal age-group peers, Weerman (2003), who was 
inspired by theories of Thornberry (1987), has convincingly argued that an individual’s choice of 
same-age companions alternates with peer influence on that individual, and that these two factors 
reinforce each other in an interactional process. 
With regard to ecstasy use and the role of peers, Benschop et al. (2002) studied clubbers and ravers in 
three European cities and found that ecstasy use was far more common in the social networks of 
current ecstasy users than in those of non-users. Fewer than 2% of the current (last-month) users 
reported having no friends that did ecstasy, as compared to 32% of the clubbers and ravers who did 
not take ecstasy. McMillan et al. (2003) examined differences in the drug use characteristics of users 
and non-users of ecstasy in the UK. Two groups of non-users were identified: ‘at-risk’ or ‘vulnerable’ 
non-users, who did not take ecstasy but did intend to in the future; and ‘resistant’ non-users, who did 
not plan to take ecstasy. Having ecstasy-using friends was seen to heighten the odds of being a user or 
an at-risk non-user. Ter Bogt & Engels (2005) examined ecstasy use at different types of dance events 
in the Netherlands. Although all groups of partygoers tended to deny that conformism played a part in 
their drug use, a multivariate analysis showed that the amount of ecstasy that individuals took was 
indeed correlated with the proportion of ecstasy users they reported to have in their circle of friends. 
The authors conclude that young people, despite their denial that they emulate their friends’ 
behaviour, nevertheless seem to conform to ‘rules’ about drug use in their circle of friends (ter Bogt 
& Engels 2005).  
 
All these studies show clear associations between people’s own ecstasy use and that of their peers, but 
is this a question of peer influence or of peer selection? And do those mechanisms work differently in 
contexts of initiation of ecstasy use as compared to contexts of continuation?  
This study is a supplement to the Netherlands XTC Toxicity Study (NeXT), a longitudinal, 
multidisciplinary study on the neurotoxicity of ecstasy. To obtain more insights into the extent and 
nature of peer involvement in ecstasy use, we interviewed 106 recent ecstasy users, questioning them 
on the role that friends or peers played in their decisions to start taking ecstasy and to continue taking 
it. We address here four research questions step by step. First, do ecstasy users believe that peers play 
any part at all in their initiation or continuation of ecstasy use? Second, what is the nature of that role? 
Can one distinguish between peer influence and peer selection? And if so, does influence, selection or 
a combination of the two play the primary role, and does that vary with age, gender or the extent of 
ecstasy use? The literature we have studied leads us to believe that peer influence and peer selection 
will work reciprocally; we hope this study will help us better understand what the relative 
contributions of these two processes are. Our third question is an attempt to obtain better insights into 
the nature and dynamics of peer influence. Do peers simply reinforce one another’s drug use, or do 
they also moderate it? And fourth, we hope to learn whether the role of peers changes over time. Are 
differences evident between the stages of initiation and of continuation? 
 
Method and sample 
 
Our sample consisted of 106 recent ecstasy users. Conditions for inclusion were: minimum age 18 
years, and a lifetime ecstasy use frequency of 10 occasions or more, including at least once within 12 
months prior to the interview. All respondents were recruited either in a varied selection of 
Amsterdam nightlife venues, through notices posted on appropriate Internet forums or through 
snowball sampling. We sought variation in terms of age, in frequency and duration of ecstasy use, and 
in nightlife scenes. Data were collected in semi-structured, face-to-face interviews and a written 
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questionnaire. Participation was voluntary and respondents received €10 reimbursement. Our focus in 
this chapter is on peer involvement. In the interviews, respondents were asked about the role their 
peers played when they first started taking ecstasy as well as throughout their ecstasy careers. The 
qualitative answers were then categorised and standardised. To record peer-group ecstasy use, we 
questioned the interviewees on the percentages of ecstasy users in their circle of friends at three points 
in time: (1) at the time they took their first ecstasy, (2) during their peak period of their ecstasy use, 
and (3) recently.  
 
 
Table 1. General characteristics of ecstasy users (n = 106) 
 
Gender  
male  63.2% 
female 36.8% 
  
Age  
mean, in years (SD) 25.4 (4.9) 
range 18-39 
  
Ethnicity  
Western 91.2% 
non-Western   8.8% 
  
Housing status  
parental home 14.2% 
shared household 29.2% 
single household 56.6% 
homeless   0.0% 
  
Employment status  
students/pupils 39.6% 
employed 47.2% 
unemployed/job-seeking 13.2% 
  
Education  
vocational/lower secondary 22.6% 
middle secondary 27.4% 
higher  50.0% 

 
 
Table 1 summarises some general characteristics of respondents. The mean age was 25.4 years. Males 
outnumbered females, but they did not differ in age. Ethnicity was determined according to the 
standard Dutch procedure based on the parents’ country of birth; the vast majority of respondents 
were of Western ethnicities, meaning that both parents were born in Western countries. In effect this 
meant that virtually all were white. Half of the respondents had completed pre-university secondary, 
higher professional or university education. Most were in paid employment or were students. Almost 
half lived alone in single households; other respondents lived either with their parents or with a 
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partner, friends, fellow students or other housemates. Not a single respondent was homeless. Lifetime 
prevalence of ecstasy use was estimated during the face-to-face interviews using an ‘ecstasy 
timeline’. With the assistance of the interviewer, contextual information likely to facilitate the recall 
of ecstasy use was mapped out (e.g. age of first ecstasy use, periods of work and study, relationships, 
partying behaviour). On the basis of these cues, subjects then provided periodic quantity-frequency 
estimations of their past and present use of ecstasy (Bedi & Redman 2006, p.433). Lifetime ecstasy 
use varied from 14 to 560 occasions (mean 93.2, SD = 104.5) and lifetime number of pills taken 
varied from 7 to 3000 (mean 226.8, SD = 394.1). Mean duration of use at the time of the interview 
was 6.0 years (SD = 3.5). Age of first use varied from 13 to 31 years (mean 19.4, SD = 4.1). At the 
time of the interview, more than half of all respondents (57.5%) were taking ecstasy less than once a 
month and only a few (5.7%) one or more times per week. Average current ecstasy consumption was 
1.9 pills (SD = 1.0) per occasion. No gender differences were seen on any of these variables, except 
that men took more pills (2.0) per occasion than women (1.6 pills) (T = 2.246, df = 104, p = .027). 
 
 
Prevalence rates for the use of other legal or illicit psychotropic substances are summarised in table 2. 
Consistent with the high rates of polydrug use found in a number of studies (e.g. Duff 2005; Gresch et 
al. 2005; Korf et al. 2004c; Scholey et al. 2004; Sherlock & Conner 1999; Theall et al. 2006; e.g. 
Zarate et al. 2006), the majority reported having used a range of substances. Virtually all currently 
drank alcohol and the majority smoked cannabis and tobacco. Many had experimented with illicit 
hard drugs, and nearly half had taken cocaine in the past month. Crack and heroin scored very low, 
and no current use was reported at all. 
 
 
Table 2. Use of other substances by ecstasy users (%) (n=106) 
 
Substance Life time Last year Last month 

Alcohol 100.0 97.2 96.0 

Cannabis 97.1 88.5 75.5 

Tobacco 95.3 84.9 72.1 

Cocaine 84.9 76.0 43.3 

Magic mushrooms 80.2 37.5 6.7 

Amphetamines 67.0 43.3 19.2 

GHB 55.7 30.5 10.5 

Sedatives 36.8 15.4 6.7 

LSD 24.5 11.4 2.9 

Crack 15.1 0.9 0.0 

Heroin 4.7 0.9 0.0 
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Results 
 
Ecstasy use among peers 
 
In the interviews we asked respondents to make an estimate of the percentages of ecstasy users among 
their friends at three points in time. At the time of their initiation to ecstasy, they estimated an average 
of 31.4% ecstasy-using friends (SD = 33.0). During their peak period of ecstasy use (when they were 
taking the drug the most heavily) the average was 65.9% (SD = 28.8), significantly more than during 
the initial phase (T = -9.193, df = 88, p = .000). At the time of the interview, almost half (47.4%, SD 
= 26.9) of their friends on average were estimated to take ecstasy, significantly less than during the 
peak period (T = 5.425, df = 88, p = .000) but more than at the beginning (T = -4.717, df = 105, p = 
.000) (see figure 1). For the early and peak periods, no gender differences were seen in terms of the 
percentages of ecstasy-using friends, but at the time of the interview women estimated relatively 
higher percentages than men (54% vs 43%; T = 2.070, df = 104, p = .041). 
 

0%

20%

40%

60%

80%

Initiation Peak Recent

 
Figure 1. Percentages of ecstasy-using friends 

 
Initiation 
 
How much of a role did respondents believe peers played in their initiation into ecstasy use? We 
asked the following question in the interview: ‘What role did your friends play in the first time you 
took ecstasy?’ Some 103 of the 106 respondents reported that peers indeed played a part in their 
initiation to the drug. The 3 respondents who gave negative answers continued to emphasise 
throughout the interview that their first use of ecstasy had been a conscious decision of their own and 
that nobody had influenced it. 
We then explored more deeply what the role of friends exactly was. Analysis of the answers of the 
103 respondents who affirmed peer involvement revealed four different processes. The vast majority 
(n=87) reported experiencing peer influence; they said that some of their friends already took ecstasy 
and that this had partly or solely aroused their interest. Three variants could be distinguished within 
this subgroup of 87 respondents. First, for some (n=31) the influence amounted to a small nudge; they 
had already been curious about the drug and had considered taking it before. Second, there were 
respondents (n=45) who had less of a pronounced interest in ecstasy and whose curiosity was only 
really aroused by friends. Third, some respondents (n=11) reported an initially negative attitude to the 
drug, which took a positive turn in their interactions with ecstasy-using friends. The total group of 87 
respondents who reported peer influence did not differ from the remainder of the sample (n=19) in 
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terms of gender, age, education or ecstasy use variables (age of first use, duration of use, lifetime 
frequency of use, lifetime number of pills, number of pills per occasion). They did have more ecstasy 
users in their circle of friends when they first started taking ecstasy (36% vs 10%; T = -5.240, df = 
67.85, p = .000). 
The second process we identified involved peer selection at the time of ecstasy initiation. This was 
reported by only 6 of the remaining 19 respondents. Their answers gave no evidence of influence 
from their existing group of friends. They had already developed an interest in ecstasy on their own, 
and they set out to find other friends to take ecstasy with.  
Altogether there were 93 respondents that could be classified as reporting peer influence (n=87) or 
peer selection (n=6). As noted, 3 further respondents said friends were not involved at all in their 
initiation to ecstasy. So what about the remaining 10 respondents? 8 of them reported that they and 
some friends had all taken ecstasy together for the first time. The third process thus involves a 
collective initiation. In the fourth process – identified in only 2 interviews – respondents reported that 
they themselves had been the first in their circle of friends to take ecstasy. They then sparked the 
enthusiasm of their existing friends with their stories about the drug, and the friends then also tried 
ecstasy. This fourth type may be called pioneering. Figure 2 gives an overview of the processes 
involved in ecstasy initiation. 
 

81% Peer influence
6%   Peer selection

3%   No peer involvement
2%   Pioneering

8%   Collective initiation

 
Figure 2. Distributions of peer influence, peer selection and other categories in the initiation of 
ecstasy use (n=106) 
 
Continuation 
 
To investigate the influence of peers on the continuation of ecstasy use after initiation, we put the 
following question in the face-to-face interview: ‘What role did your friends play when you continued 
to take ecstasy after your first time?’ All 106 respondents acknowledged that friends were involved in 
the further course of their ecstasy careers. What especially became clear was that most respondents 
could not be straightforwardly assigned to a single category (exclusive peer influence or peer 
selection). In addition, peer influence was seen to operate in two directions: respondents could 
undergo passive influence from peers or could themselves exert active influence on their peers. Over 
half the respondents (n=57) indicated they had experienced passive influence on their use of ecstasy. 
Passive influence could also work two ways. Almost equal numbers reported that friends had 
restrained their use of the drug (n=42) or had encouraged it (n=39). The two directions of passive 
influence were also not mutually exclusive, as 24 of the 57 respondents indicated a combination 
whereby friends restrained them at times and encouraged them at other times.  
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Respondents also exerted active influence on their friends’ ecstasy use. More than half of all 
respondents (n=62) reported having done so. Most of these (n=53) reported having restrained their 
friends. About half the respondents (n=34) who had actively influenced friends reported that they had 
encouraged them to take ecstasy. Here again, some respondents, 25 of the 62 in question, reported 
having exercised both the restraining and the encouraging types of active influence. 
So far we separately discussed the respondents that reported passive influence (n=57) and those 
reporting active influence (n=62). However, there was considerable overlap. Most of the respondents 
in question (n=41) reported reciprocal influencing, whereby they experienced passive influence but 
also actively influenced their friends. This seems to reflect a dynamic process of mutual peer 
influence in the continued use of ecstasy. We thus observed either passive or active peer influence, or 
both, in the continuing ecstasy use of 78 of the 106 respondents (table 3). No differences were seen 
between them and the subgroup not reporting peer influence (n=28) in terms of gender, age, 
education, age of initiation, duration of ecstasy use or percentages of ecstasy-taking friends (either in 
the peak period or recently). Respondents acknowledging peer influence did report greater lifetime 
frequencies and quantities of ecstasy use than those without influence during the continuation period 
(104.0 occasions vs 63.1 occasions, T = -2.259, df = 80.488, p = .027; 264.9 pills vs 120.5 pills, T = 
2.573, df = 101.012, p = .012).  
 
 
Table 3. Passive and active peer influences in the continuation of ecstasy use 
 

Total passive influence n=56 
Passive restraining  42
Passive encouraging  39
Passive restraining and encouraging  24

Total active influence n=62 
Active restraining  53
Active encouraging  34
Active encouraging and restraining  25

Total active and/or passive influence n=78 
Passive only  16
Active only  21
Active and passive  41

 
 
To gain more insight into the processes of peer influence and peer selection, we also asked all 
respondents whether the composition of their circle of friends had changed in the course of their use 
of ecstasy. (‘Since you’ve been taking ecstasy, has your circle of friends expanded to include new 
friends that also take ecstasy?’) Some 42 respondents (39.6%) acknowledged that this was indeed the 
case. They may or may not have consciously sought new friends to take ecstasy with. We consider 
these respondents (n=42) to have exercised peer selection. They did not differ from the remainder of 
the sample (n=64) in terms of gender, age, education, ecstasy use variables (age of first use, duration 
of use, lifetime frequency of use, lifetime number of pills, number of pills per occasion), nor 
percentages of ecstasy-using friends (either in the peak period or recently). The selecting of new 
friends was not a self-contained process. In most cases (n=29), not only selection occurred, but also 
active and/or passive influence. 
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In the total sample, active and/or passive peer influence occurred in 78 of the 106 cases in the 
continuation phase; 13 respondents reported peer selection only. What happened in the remaining 15 
cases, then? They reported that although peers did play some part in their continuing ecstasy use, no 
influence or selection was involved. They had begun using ecstasy with friends, and they continued to 
do so with those friends – they did not make new friends, nor did their current friends exert 
restraining or encouraging influence. We label these respondents as autonomous users. They did not 
differ from the non-autonomous users (n=91) in gender, age, education, ecstasy use (age of first use, 
duration of use, lifetime frequency of use, lifetime number of pills, number of pills per occasion), or 
percentages of friends who took ecstasy (either in the peak period or recently).  
Figure 3 is a graphic depiction of the dynamic process of peer influence and peer selection in the 
continuation of ecstasy use. The three overlapping spheres represent passive influence, active 
influence and peer selection. 
 

 
 
Passive influence = respondent is influenced by peers 
Active influence = respondent exerts influence on peers 
Selection = respondent seeks new friends to take ecstasy with 
Autonomous users= peer involvement but no influence or selection 
 
Figure 3. Dynamics and overlap of passive peer influence, active peer influence and peer selection in 
the continuation of ecstasy use (n=106) 
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Discussion 
 
The aim of this study was to better understand the extent and nature of peer involvement in the use of 
ecstasy. We interviewed a convenience sample of 106 ecstasy users in Amsterdam who had taken the 
drug on 10 or more occasions in their lives and at least once in the previous 12 months. We 
retrospectively investigated the role of peers both in the initiation and continuation of ecstasy use. We 
are well aware of the study’s limitations. We targeted at current users, whereas most lifetime users in 
the Amsterdam general population are known to have not taken ecstasy for more than a year 
(Abraham et al. 2002). Because the sample was not randomly selected, we can not claim it to be 
statistically representative of the population of ecstasy users. Yet the sample is sufficiently varied, as 
we contacted both male and female candidates of varied ages, ethnic backgrounds (though 
predominantly Western), educational levels and employment statuses (employed, unemployed, 
students). From comparing a probability and a non-probability sample in terms of demographic 
variables, patterns of ecstasy use and other drug use characteristics, Topp et al. (2004) concluded that 
purposive sampling of relatively large numbers of ecstasy users may be considered sufficiently 
representative. Our study found few if any overall differences in demographic or ecstasy use 
characteristics when it came to the role of peers in ecstasy use. Nevertheless, findings might be 
different for other populations, e.g. in rural areas, other countries or higher levels of deviance.   
Critical voices suggest that the importance of peer influence can be easily overestimated (Arnett 
2006; Liechti et al. 2000). Two mechanisms could be to blame. First, because cross-sectional studies 
only rate the similarity of friends at a single point in time, they are incapable of distinguishing 
between peer influence and peer selection. Attributing friend similarity entirely to peer influence, 
without controlling for peer selection, will overestimate peer influence (Liechti et al. 2000, p. 188). 
We have tried to overcome this problem by exploring the role of peers at different stages of ecstasy 
careers – at initiation, in the peak period and recently. That enabled us to chart the longitudinal 
development of those careers, notwithstanding the drawback of the retrospective design. Secondly, in 
many studies on the role of peers, the behaviour of friends is often recorded indirectly, by asking 
young people to describe their friends’ behaviour (perceived behaviour), rather than by questioning 
the friends directly (actual behaviour). A number of studies that assessed both perceived and actual 
behaviour have shown that people often project their own behaviour onto their friends, and that 
perceived reports of friends’ substance use correlated more strongly than actual reports with the 
respondents’ own substance use (Iannotti et al. 1996; Liechti et al. 2000). Our study uses perceived 
reports of whether friends take ecstasy, and it may therefore have overestimated the extent of ecstasy 
use among friends. Even if that be the case, however, we see no reason why the degree of that 
overestimation would substantially vary between the successive stages of the ecstasy use careers. Our 
respondents reported that after initiation, the percentage of ecstasy-using friends grew until the peak 
period, after which the circle of friends became more mixed and the proportion of ecstasy users 
declined. 
 
Does having ecstasy-using friends thus imply that they were involved in the initiation and further 
course of a person’s ecstasy career? By the respondents’ own accounts peers almost always played 
some part in ecstasy initiation. In most cases, some friends were already taking ecstasy, and that 
aroused or fuelled the respondents’ interest. Our findings indicate that most people did not experience 
classical peer pressure when they first took ecstasy, but that ecstasy-using friends did play a major or 
minor role in their decision to take the drug. Normative influence thus appears to be more significant 
here than direct or overt influence, which is in accordance with qualitative literature about smoking 
initiation (Nichter et al. 1997; Stewart-Knox et al. 2005). Peer selection seems very uncommon at the 
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stage of initiation. Most respondents became acquainted with ecstasy within their existing circle of 
friends. Peer influence was also frequently observed in the continuation of ecstasy use, but peer 
selection was considerably more prominent here than at initiation. More than half of the sample 
reported passive influence, in which the respondent underwent influence from peers. A slightly 
greater number reported having actively influenced peers themselves. Quite often the reported peer 
influence was reciprocal, whereby respondents both exerted and underwent influence. We 
additionally found that peer influence could have restraining effects on ecstasy use as well as 
encouraging it. Respondents were restrained by their peers, for example, if their use of ecstasy 
became excessive or hazardous; but they could also encourage one another, as when it was ‘time to 
start partying’. Respondents reporting peer influence during the continuation stage had taken more 
ecstasy in their lives than the ones who did not report it. Different types of peer influence could occur 
simultaneously or could alternate over time. Our study thus confirms the multidimensionality of peer 
influence (Urberg et al. 1990). 
Peer selection was reported by approx. 40% of respondents during the continuation phase. Reciprocal 
influencing of friends and the selection of new friends alternated with one another in a dynamic 
process. Peers are thus seen to figure heavily both in the initiation stage of ecstasy use and in the 
continuation stage. However, our study indicates that peer involvement at initiation is different from 
peer involvement in the continued use of ecstasy. At initiation it mainly takes the form of peer 
influence, whereas peer influence and peer selection occur reciprocally during continuation. Here too, 
though, influence is more prevalent than selection.  
Our study might provide some valuable insights for drug prevention. It is unmistakable that peer 
group members frequently influence the initial use of ecstasy. Primary prevention needs to act on that 
knowledge, but not by depicting ecstasy users as unsavoury outsiders. After all, when young people 
begin taking ecstasy, the influence often comes from their existing circle of friends. It does not 
normally result from ‘getting into the wrong crowd’ and being pressured into drug-taking. The peer 
group not only encourages ecstasy use, but also restrains it. Restraining influences like these are part 
of informal social control and can play a role in moderating drug use. Secondary prevention (or harm 
reduction) efforts should therefore attempt to reinforce this type of restraining peer-to-peer behaviour, 
whereby friends inhibit one another from hazardous acts and encourage risk-reducing behaviour (e.g. 
‘friends don’t let friends take more than one ecstasy pill at once’). We suggest that these issues need 
further study. Peer education provided by young people with experience in taking ecstasy themselves 
can make a vital contribution to secondary prevention.  



 

 64

 



 

 65 

66  
 
 

Long-term ecstasy use and the 
management of work and 

relationships. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
This chapter has been published as: Vervaeke, HKE, Korf, DJ. 2006. Long-term ecstasy use and the 
management of work and relationships. International Journal of Drug Policy, 17, 484-493 



 

 66

Abstract 
 
In this chapter, we focus on behavioural aspects of long-term, heavy ecstasy use, with particularly 
emphasis on occupational careers and intimate relationships. We interviewed a targeted sample of 29 
ecstasy users in Amsterdam (11 female, 18 male, aged 38-55) with a lifetime consumption of > 250 
pills. They varied widely in terms of work careers and current employment. Career interruptions due 
to illness or unemployment were rather common. Most of these heavy ecstasy users were not 
particularly career-minded, but gave priority to their social life instead. Nonetheless, two thirds of the 
respondents (19/29) were currently employed, and hence did not differ in this respect from their age-
group peers in the Amsterdam general population. Respondents employed various strategies to keep 
their ecstasy use from adversely affecting their functioning, such as working flexible hours and 
tempering their ecstasy use in busy periods. More than half of respondents (16/29) had an intimate 
relationship (> 1 year) at the time of the interview, almost all with a partner who also took ecstasy.  
 
Introduction 
 
A typical ecstasy career is characterised by a euphoric start, consolidation at some level, and then a 
gradual withdrawal from the scene as work, adult life, relationships or children command more 
attention. The ‘wild years’ are assigned a place in the ex-user’s life history as a source of anecdotes 
about a carefree, adventurous phase (Van den Eijnden 1998). The first generation of Dutch ecstasy 
(MDMA) users started taking the drug in the late 1980s (Adelaars 1991; Korf et al. 1991; ter Bogt & 
Engels 2005). Most of these men and women are now well into their forties and fifties. The 2001 
National Prevalence Survey (NPO), a large-scale Dutch nationwide household survey, reported that 
only 1.0% of people in their forties had ever taken ecstasy, and only 0.1% in the past month; the 
Amsterdam figures were 6.6% and 1.0% (Abraham et al. 2002). Although the vast majority of users 
stop taking ecstasy altogether after some time (ter Bogt & Engels 2005), surveys of Amsterdam 
clubbers and ravers show that some people go on taking the drug for many years (Korf et al. 2004c). 
There is evidence that frequent ecstasy use in high dosages is associated with brain damage, in 
particular reduced levels of serotonin transporters in abstinent ecstasy users (McCann et al. 2000; 
Reneman et al. 2001a), although the current state of neuroimaging in human ecstasy users does not 
permit conclusions regarding the long-term effects of ecstasy use (Cowan 2007). Functional 
abnormalities seen in ecstasy users include memory disturbance, depression and impulsivity (Parrott 
& Lasky 1998; Parrott et al. 2000). Another concern is that ‘cognitive deficits of ecstasy users might 
help to accelerate the normal brain aging process and so contribute later on to early age-related 
cognitive impairment’ (Gouzoulis-Mayfrank & Daumann 2006b, p. 354).  
The issue we address here is what this all means for the day-to-day functioning of long-term ecstasy 
users, and more specifically whether prolonged, heavy ecstasy consumption is compatible with work 
and relationships. Studies have been conducted in several countries on the behavioural aspects of 
ecstasy use, including behaviour patterns, motives for use, and positive and negative short-, medium- 
and long-term effects of the drug (Hansen et al. 2001a; Pape & Rossow 2004; Soellner 2005; ter Bogt 
& Engels 2005; Wibberley & Price 2000; Wilkins et al. 2003; Yacoubian et al. 2003). To our 
knowledge, all the studies done so far have focused on adolescents and young adults. Although some 
researchers have included a few older respondents (e.g. Duff 2005; Hansen et al. 2001a; Sherlock & 
Conner 1999), we are unaware of any studies that have specifically targeted older users. Obviously 
that is partly because there are not very many older ecstasy users, a problem also encountered by 
Williams (2005). In a sample of almost 15,000 respondents from the 1998 and 2001 National Drug 
Strategy Household Surveys in Australia, he reported that only 90 of those aged 45 or older had ever 
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taken ecstasy. In a multivariate logistic regression analysis, socio-demographic factors were not 
predictive of ecstasy use. Amongst others, support for harm-reduction interventions (e.g. needle 
exchange programs, herion prescription trial…) and histories of amphetamine, cannabis and cocaine 
use were risk factors for having used ecstasy. Just 12 respondents had used ecstasy in the past year, 
which prevented meaningful explorations. 
Even amongst younger users, not much research has been done on how taking ecstasy may 
specifically affect work and relationships. In the ‘normalisation discourse’, it has been reported that 
recreational drug use appears to be ‘increasingly integrated into the leisure and consumption 
landscapes of youth cultures’ (Duff 2005, p. 167). A survey of 379 clubbers in Melbourne (average 
age 22.9), which included both abstainers and users of illicit drugs, revealed that the vast majority 
were employed and/or students (only 4% were unemployed). The researchers found patterns of drug 
use to be broadly consistent across the different categories of drug users and observed that ‘these 
young people are utterly “normal” in their employment, demographic and education profiles and their 
drug use has not led to economic and/or social isolation or exclusion’ (Duff 2005, p. 167-168). In the 
New Zealand National Drug Survey of 2001, only 1% of the last-year ecstasy users reported problems 
related to work or to work opportunities (Wilkins et al. 2003). Other studies, however, have found 
more negative effects of ecstasy use on work or studies. A survey of 317 British dance drug users 
reported that 41% felt that their drug use or recovery period adversely affected their work or studies, 
mostly as a consequence of fatigue, lower work performance, absence, decreased or labile mood or 
lack of concentration (a further 5% felt that drug use improved work performance) (Measham et al. 
2001). Topp et al. (1999) found that 42% of 329 Australian ecstasy users had faced occupational or 
study problems in the past six months that they blamed on ecstasy, predominantly (in 64%) 
concentration problems, reduced performance or demotivation. A quarter (25%) of those reporting 
problems had taken sick leave or skipped classes, and 11% reported more serious problems like job 
termination or inability to find work. 
Numerous studies have found associations between people’s drug use and that of their peer group 
(Elliott et al. 1989; McMillan et al. 2003; Petraitis et al. 1995; Sherlock & Conner 1999; ter Bogt & 
Engels 2005; Weerman 2003). Ecstasy users especially tend to cite the acute entactogenic properties 
(Vollenweider et al. 1998) of the drug – its disinhibiting effects on social contact – as important 
motives for taking it (e.g. Hinchliff 2001; Levy et al. 2005; ter Bogt & Engels 2005). Little is known 
as yet, however, about how the drug might influence relationship quality in the longer term. Are the 
positive experiences confined to the acute intoxication phase, or are they more or less permanent in 
nature? The results of one survey of 209 people that had taken ecstasy at least once suggested a 
possibly more enduring beneficial effect on friendships and relationships (Rodgers et al. 2006), 
whereas Topp and colleagues (1999) found that 40% of their 329 ecstasy users had experienced 
ecstasy-related relationship problems in a six-month period.  
Periods of excessive drug use are often followed by self-regulation. Self-regulation is a ‘cycle of 
processes’ in which drug users learn from their own and others’ experiences. They thus develop 
‘informal control mechanisms that help prevent a disruption of everyday life’ (Decorte et al. 2003, p. 
317). Most recreational users informally make cost-benefit assessments of their substance use 
(Zuckerman et al. 1989).  
The present study seeks to improve understanding of the behavioural aspects of heavy, prolonged 
ecstasy use, with a particular focus on the social functioning of older users in terms of career and 
relationships. Do they have jobs, and at what levels? Has their use of ecstasy affected their work 
functioning? Do they have enduring intimate relationships, and does ecstasy play a part in these? 
Does their social functioning vary with the amount of ecstasy they take? Do they apply informal 
control strategies to regulate their ecstasy use?  
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Method 
 
In an exploratory, largely qualitative study, we interviewed 29 long-term heavy ecstasy users between 
February and June 2005. They were recruited in Amsterdam by targeted sampling (Heckathorn 1997; 
Watters & Biernacki 1989) within social networks of older ecstasy users, in combination with a small 
advertisement in a local newspaper. Recruitment by snowball sampling (Korf 1995b) was limited to 
only a few respondents to avoid including too many people from a single network. The most 
important inclusion criteria were a lifetime consumption of at least 250 ecstasy tablets and an age 
above 35. 
Data were collected in semi-structured in-depth face-to-face interviews focusing on patterns of 
ecstasy use, social functioning (education, employment, relationships) and long-term positive or 
negative mental and physical effects of the ecstasy use by constructing a ‘context-based ecstasy 
timeline’. With the assistance of the interviewer, contextual information likely to facilitate the recall 
of ecstasy use was mapped out (e.g. age of first ecstasy use, periods of work and study, relationships, 
partying behaviour). On the basis of these cues, subjects then provided periodic quantity-frequency 
estimations of their past and present use of ecstasy (Bedi & Redman 2006, p.433). Other drug use 
(including prevalence and age of first use) was recorded via a written questionnaire.  
All participants were required to sign informed consent documents acknowledging that their 
participation was voluntary, that ecstasy was possibly harmful and that it was not the intention of the 
researchers to encourage the use of ecstasy. Respondents were reimbursed with €40 for their 
participation. 
Respondents are identified in this chapter by respondent numbers (H001–H029). Some fictitious 
names are also assigned to enhance readability. 
 
Respondents 
 
The mean age of respondents at the time of the study was 45 (range 38–55). Approximately one third 
were women (11/29). Nearly all (27/29) were of Western ethnicity (both parents born in Western 
countries), which effectively meant they were white. Respondents belonged to the first generation of 
Dutch ecstasy users. Their average year of ecstasy initiation was 1990, and their age of initiation 
varied from 20 to 40 (mean age 31). At the time of the interview, 5 of the 29 respondents had not 
taken any ecstasy for one year or more, 3 of whom said they were quitting for good. The mean 
duration of use for all respondents at the time of the study was 13 years. According to the 2001 
National Prevalence Survey, the mean age of first ecstasy use in the general Amsterdam population 
was 26, only one quarter of the lifetime users had taken the drug 25 times or more, and most users had 
not taken any ecstasy in the previous year (Abraham et al. 2002). Our respondents thus form an 
atypical segment of the population of Amsterdam ecstasy users, having started relatively late and 
continued very long. 
Their relatively late start can be explained by the fact that ecstasy did not spread in Amsterdam until 
the late 1980s. During this first years ecstasy was predominantly used by experienced and somewhat 
older drug users (Korf et al. 1991). 
The lifetime number of pills taken varied from 250 to 5000 (mean 914, median 600). Nearly all 
(27/29) respondents reported having experienced a peak period (median duration 2 years) in which 
they took 2 pills (median) per occasion, often several times a week. For about half of the respondents 
this meant going out and taking ecstasy several times a week, with ‘weekends’ sometimes lasting 
from Thursday evening to Monday afternoon. 
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After that we really plunged into the nightlife scene big-time. We toured around all over the 
country. It was a very wild time. Basically our whole life from 1992 to 1995 was totally 
defined by clubbing and partying. We went out from Wednesday night to Monday night. On 
weeknights we took one tab and at weekends two or three tabs a night. For two years there 
we were taking as many as 10 pills a week. (H028, female, age 41, sports instructor) 

 
The median current ecstasy consumption for the recent users (24/29) was 1 pill per occasion. Half of 
all respondents were doing ecstasy no more than 6 times a year, but a few were still taking it at least 
once a week. Our respondents can be characterised as genuine polydrug users, who frequently took 
different drugs in combination or in sequence. They had experience with a wide variety of other 
substances – primarily alcohol, cannabis, tobacco, cocaine and speed – in addition to ecstasy (see 
table 1). Their use of psychedelic drugs was often limited to experimentation, as is generally the case 
in the Amsterdam club and party scene (Korf et al. 2004c). Although one quarter of the sample had 
tried heroin and nearly one third had tried crack or freebase cocaine, that, too, was limited to 
experimental use (with one exception), and none had taken these drugs in the past year. Most 
respondents had years of experience with other drugs before ecstasy came onto the scene. They not 
only frequently took other drugs besides ecstasy, but they sometimes even took them together 
(simultaneous co-use). 
 

At first I took ecstasy with water, because it seemed daft to drink alcohol with ecstasy. But not 
too long afterwards we started drinking alcohol with ecstasy too. Later we also sometimes had 
a snort [cocaine] with it, even though that basically spoiled the effects of the ecstasy. But it 
got to be par for the course and everybody did it. (H004, male, age 47, operational manager) 
 
We partied from Thursday night till Sunday, and on Friday, Saturday and Sunday we took 
ecstasy; I must say we took huge amounts of speed along with it. (H026, female, age 41, 
clerical worker)  

 
Table 1. Use of substances other than ecstasy (N=29) 
 
 Lifetime 

% 
Last year 

% 
Last month 

% 
Mean age at 

first use 

Alcohol 100 93 90 14 
Cannabis 100 83 72 16 
Tobacco 97 69 66 14 
Cocaine 90 79 41 24 
Amphetamines 90 55 17 23 
LSD 86 14 0 23 
Magic mushrooms (psylocibin) 83 14 0 27 
Sedatives 76 48 38 33 
GHB 72 28 7 41 
Ketamin 45 12 3 40 
2CB 35 3 0 37 
Crack 31 0 0 32 
Heroin 24 0 0 23 
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Contrasting life courses 
 
In the interviews we asked the respondents to describe their life course, with an emphasis on the 
period preceding and during their use of ecstasy. Their narratives revealed wide variations in their 
work careers, in their relationships and in how they perceived the influence of ecstasy on those two 
dimensions. To illustrate we give reconstructions of the two highly contrasting life courses of Ann 
(H024) and Rick (H015).  
 

After getting my social work degree, I got a job as a social worker in a community centre. I 
quite enjoyed my work there for 10 years, but after a few years I felt more and more like doing 
something creative. I started taking all sorts of fashion courses, just to see what appealed to 
me. Around that time I also started doing ecstasy, and that really stimulated my creativity. 
Then I did a full-time degree course at the fashion academy and found a job as a fashion 
stylist, which I’ve also been doing for 10 years and I really like it!  
I’ve been with my boyfriend now for 35 years! We took our first ecstasy back in the late 1980s 
and immersed ourselves in the club and party scenes. We went out just about every weekend 
for 10 years. There was so much to do! We also took ecstasy practically every weekend, 
mostly on Friday nights. That way we had the rest of the weekend to rest up. So taking ecstasy 
never really affected my work. We met a whole lot of nice people and discovered lots of new 
music. I like to call it the ‘second hippie era’. The effects of ecstasy never really got weaker, it 
was like ‘Wow!’ every time. I never feel depressed after taking ecstasy. I think that’s because I 
take it at good parties and with nice friends. I do notice I stay tired for longer nowadays after 
a night out. Ecstasy has made our relationship even better, and that applies to sex too! We 
have a very strong bond, but ecstasy can deepen those emotions even more. Ecstasy kept me 
young and dynamic and right at the centre of life, even though I was bumping 40 by that time! 
I would have never had so many positive experiences without ecstasy. (Ann, female, age 50, 
fashion stylist) 
 
 
I got a few single-subject certificates from secondary modern school and had a bunch of odd 
jobs. When I didn’t have a job, I lived on the dole. Then I found a job in a club and that really 
turned into a disaster. There was money being ripped off and they kept pressuring me into 
signing false cash receipts. Almost everybody that worked there was hooked on pot and coke. I 
felt extremely unhappy and unsafe. It was around that time that I started doing ecstasy. I 
really started taking it as an escape because things were going so awful. Other parts of my life 
weren’t that great either. My partner and I weren’t getting on any more after 12 years, my 
father died and to top it all off my mother got cancer. With all those things happening to me, I 
got into a state of depression and general malaise, and I started taking more ecstasy. For 
eight months there I was taking it almost every day, about two tabs a day. I was totally 
addicted to ecstasy! Partly because of that, I ran up a lot of debts. It was ruining all my 
friendships too. I was pushing everyone away with my behaviour. Taking too much ecstasy 
was turning me into a different person, and I was getting into rows and confrontations with 
people all the time. In the worst period of my addiction, my partner suddenly decided to break 
it off for good. I found all my stuff in boxes by the door. Then I completely cracked up. I sank 
even deeper into depression and even tried to commit suicide. 
Then I drastically cut back on ecstasy. It took me a year to get off it. I did it all by myself, 
without any psychological counselling or addiction help. I’m pretty proud of myself for 
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managing to do that. In my life, ecstasy did a lot more damage than good. To me the balance 
is definitely negative. Of course I know that ecstasy wasn’t to blame for everything. I mean, 
when it comes down to it, I just took far too much ecstasy. (Rick, male, age 43, unemployed on 
incapacity benefit) 

 
These two sharply contrasting narratives reveal different ways in which long-term, frequent ecstasy 
users have lived their lives. They show that people’s social and economic circumstances can influence 
their use of ecstasy and, conversely, that their ecstasy use can affect their social and economic 
functioning. The stories of Ann and Rick stand at opposite ends of the spectrum. The ecstasy careers 
of the other respondents lie somewhere between these two extremes. 
 
Work and career commitment 
 
Almost all respondents had left the education system before they took their first ecstasy. Some had 
dropped out of school without a certificate, others had gained an academic degree. A few were still 
students, and a few would go back later for new training. In terms of the highest qualification 
attained, 12 of the 29 respondents had completed university or professional training, and the other 17 
had lower levels of education. 
The sample showed considerable variation in work careers and current employment status. A 
relatively large proportion reported career interruptions due to illness or unemployment. (We did not 
count pregnancy and travelling as career interruptions, but we did count staying at home for more 
than five years to bring up children.) Broadly speaking we can distinguish three subcategories. First 
there were 10 respondents who had been working ever since they finished their educations, without 
any real interruptions for illness or unemployment. All of them had jobs at the time of the interview. 
This subgroup includes both respondents with higher educations (e.g. H003, male, age 55, employed 
as a company doctor in the same firm for over 20 years) and respondents with less education (e.g. 
H014, male, age 47, currently working as an account manager at a newspaper). Second, there were 9 
respondents who did report one and more interruptions for illness or unemployment, but who were 
working in that same or a different job at the time of the study, many of them for some time already. 
An illustration is respondent H025 (female, age 41), who had now been employed as a clerical 
assistant for two years, after 10 years on national assistance. The third subgroup consisted of 10 
respondents who were unemployed, many of them for a considerable length of time (median 4 years). 
All but one had also interrupted their work careers temporarily on one or more previous occasions. 
An example is respondent H020 (female, age 46), who first worked as a receptionist in various firms 
for over 20 years, then stayed home for 10 years to bring up her daughter, and then worked again for 
4 years in clerical jobs until the company she was working for went bankrupt. Since then she had 
been unemployed for three years. 
To test for an association between employment status and lifetime ecstasy intake, we dichotomised 
our sample on the basis of total lifetime ecstasy consumption (<1000 vs >1000 pills). The respondents 
with the highest consumption proved more likely to be currently unemployed (6/9) than those who 
had taken less than 1000 pills (4/20) (Fisher’s exact test, p = .032). We discuss the relationship 
between employment and ecstasy use in more detail below. 
 
Self-perceived effects of ecstasy on work functioning and vice versa 
All respondents except one had held at least one job during their ecstasy careers. More than half of 
them (16/28) reported that their use of ecstasy had had little or no adverse effect on their work, or at 
least not on their daily work functioning. Some even reported beneficial effects; partly because of 
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their ecstasy use, they had begun to view their careers differently and had opted for another job or 
occupation. Ann, quoted above, was one example, and another is respondent H028:  
 

I took ecstasy for the first time in 1991. At the time I was still working as a nurse. Later I 
started training as a sports instructor. I could have done further medical training, but I 
decided against it because I felt that being a nurse was far too demanding. Besides that, I also 
kind of decided in favour of my social life. The main reason I changed professions was 
because of the poor working conditions, but I think ecstasy and nightlife also played a part. 
(H028, female, age 41, sports instructor).  

 
Others pointed out that they either tempered their use of ecstasy at busy times or planned their work 
around their ecstasy use, for example if they had a job where they could set their own work schedule 
to some degree.  
 

When I set up my own business, I didn’t take any ecstasy for a few months, because I really 
had to keep my mind on things. But after that, when it was up and running, I started taking 
ecstasy again once in a while. But I only do it if I can afford the time. It’s not something I’m 
constantly occupied with. (H013, female, age 40, creative manager) 
 
I’m very conscientious about my work. I really take that into account if I plan to do ecstasy. 
Then I just take Monday off. Since that allows me plenty of time to rest up, ecstasy doesn’t 
affect my work. (H025, female, age 41, clerical worker) 
 

The other respondents (12/28), in contrast, reported that their use of ecstasy did have negative effects 
on their work to varying degrees, as when they felt tired or irritable or called in sick. 
 

About four times every year, I take a sickie to get rid of my hangover after a night out. 
Actually I’m never ill, but I only phone in sick if I’ve been drinking and partying too much and 
taking too many pills. I’m good at my job and I take it seriously, so I can’t stand not 
functioning properly and I’d rather just stay at home. (H011, male, age 39, process control 
engineer in a factory)  
 
If I hadn’t been an ecstasy user, I would have been a lot more fanatic about work. Because of 
all that ecstasy and coke, I just went through the daily routine. People around me said I was 
doing more than enough anyway. All my sick leave after 1984 had to do with drugs and drink. 
(H003, male, age 55, company doctor) 
 

Self-regulation  
Several factors have already implicitly emerged that can enable people to combine ecstasy with a job. 
We can identify three mechanisms in the ecstasy users’ narratives that appear to play a role in the 
self-regulation of ecstasy use. First, some respondents had found work that was more compatible with 
a partying lifestyle and with taking ecstasy, in terms of either work content or time schedule. Through 
freelancing or self-employment, for example, they could determine their own working hours within 
reason. Quite a few respondents also worked in sectors like fashion, art, media or catering where 
drug-taking is not necessarily taboo. 
Second, many respondents were not particularly career-minded. Only 4 of the 12 with higher 
educations had jobs on the corresponding level. Some people had decided to take it easy by working 
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fewer hours a week or by swapping a managerial job for a less demanding one. By and large, most 
respondents seemed to adapt their work situation to their social life, in which ecstasy and partying 
played a major part, at least during a certain phase of their lives. In other words, they put social life 
above career. 
Third, respondents took certain measures to keep their ecstasy use from being detrimental to their 
work. Some took extra days off to give themselves time to rest up, also because they did not like 
slacking off at work. Others temporarily stopped taking ecstasy during busy periods at work. Or they 
allowed for the adverse effects of ecstasy and tried to compensate for them.  
 

Lately I’ve been having more trouble with my memory. I think it’s because of ecstasy. I find 
myself working on several different tasks at once, and sometimes I have trouble keeping things 
straight. I compensate for that by making little lists so my work won’t suffer. (H014, male, age 
47, account manager)  

 
Some respondents had also learnt from their experiences. After going through a ‘wild phase’ in their 
ecstasy careers, they had now slowed down, and had substantially cut back on ecstasy or had even 
stopped altogether.  
 
Ecstasy and unemployment 
If we now compare the respondents’ current employment status with the information they related 
about how ecstasy had affected their work, we obtain a rather varied picture. At one end of the 
continuum we find 10 respondents who felt their use of ecstasy had not been detrimental to their work 
and who were now holding a job. At the other end, there are 3 respondents that were the virtual 
opposite – ecstasy had negatively affected their work and they were now unemployed. Yet there are 
many other histories between these two extremes. Seven of the remaining 16 respondents believed 
their ecstasy use had had no adverse effects on previous jobs, but they were now unemployed 
nonetheless. The other 9 respondents had experienced detrimental effects on their work during a 
particular period, but they did currently hold a job; evidently the effects were not so bad that they lost 
their job or could not find a new one. 
Notwithstanding their long-term use of ecstasy, some respondents thus showed themselves capable of 
pursuing a stable working career. The question therefore seems justified whether the unemployment 
or chronic incapacity we observed in other respondents could have been related to their ecstasy use. 
In most of their cases, the explanation appears to lay elsewhere. Respondent H029 (female, age 39), 
for example, was unemployed on incapacity benefit after developing severe asthma from chronically 
inhaling flour in her job in a bakery. H018, the owner of a lucrative pub with a staff of 40, drastically 
reduced his working hours, but he insisted that had nothing to do with his use of ecstasy.  
 

I used to work 80 to 100 hours a week. Two-and-a-half years ago I was suffering from 
nervous exhaustion from all the stress at work, especially financial problems. And my 
partner and I weren’t getting on famously either. That wasn’t because of the ecstasy. 
During that period I delegated a lot of work, and I also sold my other business. Nowadays, I 
only work 10 hours a week for the pub. I’ve got more free time and I enjoy that. I’m also 
doing a bit of voluntary work. (H018, male, age 50, pub owner) 

 
The case of H016 (male, age 47) was not so easy to judge. He had been living on national assistance 
for many years, but that did not seem to bother him. In still other cases, however, ecstasy definitely 
appears to have played at least some part in the onset of unemployment. Remember the case of Rick 
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(H015), whom we introduced early on in the chapter. Or take respondent H001, who worked for 12 
years as a lorry driver and is now unemployed on incapacity benefit: 
 

While I was a lorry driver, I was calling in sick a lot. At the height of my ecstasy use, I just 
wasn’t in the mood to work. Especially when the hangovers started coming – then you just 
want to stay in bed after a heavy weekend. I never took on extra shifts, because I didn’t 
want to miss a single party. Three years ago I had to stop working. I was totally stressed out 
from all the traffic in the big cities where I was driving, and from all the irregular working 
hours and my ADHD. The occupational physician declared me medically unfit to ever drive 
a lorry again, and now I’m on incapacity benefit. Taking ecstasy definitely affected my 
work; I think it brought on the stress a lot quicker. (H001, male, age 42, unemployed on 
incapacity benefit)  

 
But even in H001’s case we see that other factors were also involved: he suffered from ADHD. Such 
factors make it difficult to identify a direct relationship between heavy prolonged ecstasy use and loss 
of employment. That is certainly true in our sample, where we have seen from the various narratives 
that ecstasy users often drink heavily and take other hard drugs in addition to ecstasy. 
 
Ecstasy and intimate relationships 
 
No difference in terms of current intimate relationships was apparent between respondents who had 
taken more than 1000 ecstasy pills in their lifetime (6/9) and those who had taken less than 1000 pills 
(10/20) (Fisher’s exact test, p = .454). Three general types of respondents were identifiable in this 
respect. One group of 16 respondents had been with a steady partner for at least 1 year (median 7 
years) at the time of the interview and had also had other long-term relationships (5 years or longer) 
in the past. Some of the current relationships had been on for more than 20 years. Serial monogamy 
was more common, as in the case of H002 (male, age 45, entrepreneur), who was first married for 7 
years and had now been with a new female partner for 6 years. A second group of 10 respondents had 
had long-term relationships in the past but were ‘single’ at the time of the study. The remaining 3 
respondents had never had relationships lasting more than five years.  
The vast majority (26/29) of respondents had been able to maintain long-term intimate relationships 
in the present or the past. 
 
The role of ecstasy in relationships 
With two exceptions, the partners of respondents with steady relationships also took ecstasy. H009 
(female, age 38, entrepreneur) stated that she ‘wouldn’t be able to get involved with somebody that 
wouldn’t take ecstasy’. All but two respondents (27/29) had had at least one steady partner for 1 year 
or more during their ecstasy career. 
Opinions were divided about the effects ecstasy had on relationships. All 9 respondents that were 
convinced it had a positive influence were in a steady relationship at the time of the study. On the 
whole, the entactogenic properties (Vollenweider et al. 1998) of ecstasy seemed the decisive factor, 
although sex was also frequently mentioned. 
 

Ecstasy has a very enriching, almost spiritual influence; it gives more depth to things. My 
partner is a quiet, private guy, and ecstasy helps him talk to people more easily. That effect 
continues for a long time afterwards. (H023, female, age 40, youth worker) 
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Ecstasy has had a really good influence on our sex life. We’ve had more sex than ever 
before! That’s been a very positive experience. I also noticed we started experimenting 
more, exploring new horizons together. (H024, female, age 50, fashion stylist) 
 

Ten other respondents reported both positive and negative effects from ecstasy on their relationships. 
Seven of them no longer had steady relationships at the time of the study. Some felt that ecstasy had 
positively affected some relationships and negatively affected others. Others felt that taking ecstasy 
could have both positive and negative effects within the same relationship. For example, the ecstasy 
experience itself might be valued positively, but the depressive mood (known as ‘Tuesday dip’) that 
followed could give rise to tensions and quarrels. 
 

We both did coke and ecstasy. Sometimes we argued about that. She said I was doing too 
much. Ecstasy had both positive and negative effects on our relationship. The positive part 
was that it drew us together, also in a sexual sense. The negative part was the hangovers 
and rows that followed. (H022, male, age 43, promotion manager) 

 
Only 3 respondents emphatically branded the influence of ecstasy on their relationships as negative. 
In some cases, the use of ecstasy had served to drive the partners apart. In other cases, the drug use of 
one of the partners was a problem. Two of these 3 respondents had a relationship at present. 
 

Because the depressions afterwards were worse every time, we kept getting into arguments 
during the week. That’s how ecstasy had a bad influence on our relationship. After doing 
ecstasy intensely for three years, I was fed up with it. I wanted to stop, but he wanted to 
keep on doing it. That caused a split. (H029, female, age 39, unemployed on incapacity 
benefit) 

 
Five other respondents believed that ecstasy had had no effect on their relationships. 
 

I was with my partner for 12 years. He tried ecstasy a couple of times, but it wasn’t his 
thing. So ecstasy was something I took when I went out clubbing with other friends. My 
partner mainly went to pubs and bars and drank huge amounts of booze. It wasn’t anything 
we ever disagreed about. When we broke up, ecstasy had nothing to do with it. (H019, male, 
age 43, unemployed) 

 
Discussion 
 
The purpose of this study was to gain more insights into behavioural aspects of long-term, heavy 
ecstasy use. We were particularly interested in the social functioning of older ecstasy users in terms of 
work career and intimate relationships. We interviewed 29 persons between the ages of 38 and 55 in 
Amsterdam, all of whom had taken at least 250 ecstasy pills in their lifetime. What emerged were 
wide variations in ecstasy use, in careers and relationships, and in the self-perceived effects of ecstasy 
use on work and intimate contacts. Although that makes it difficult to draw generalisable conclusions, 
we can identify certain patterns. 
Two thirds of the respondents were in paid employment at the time of the interview. That shows that 
the long-term, intensive use of ecstasy does not necessarily keep people from holding down jobs or 
finding new ones. In contrast to them, however, one third of the respondents were unemployed or on 
incapacity benefit at the time of the interview, many of them for longer periods. 
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The majority of respondents believed that ecstasy did not impair their functioning at work. A number 
of self-regulation strategies were undertaken to keep that from happening, such as choosing jobs with 
shorter or flexible working times, taking a day off after ecstasy use, or cutting down or stopping the 
use of the drug in busy periods. Most of the working respondents did not seem very career-minded. 
Most appeared to adapt their work situation to their social life, thus giving priority to social life above 
career. The question is whether that is specific to heavy ecstasy users. Does this group of respondents 
actually differ from their age-group peers in the Amsterdam general population? Just over two thirds 
of Amsterdam residents between 35 and 54 years of age have paid employment, and almost one third 
do not (job-seekers, sick or disabled people, homemakers) (van Zee 2005). In this respect, our sample 
members do not appear to differ from other people of their age group. The same applies to the number 
of working hours per week for those in employment (van Zee 2005). 
The vast majority of respondents had had one or more enduring intimate relationships during their 
ecstasy careers, and many had been with the same partner for many years. More than half were 
involved in a relationship lasting one year or more at the time of the study. Although that is a lower 
percentage than the more than 80% of Dutch people aged 40-49 that have steady relationships 
(Dykstra & Komter 2004; van Laar et al. 2007c), those nationwide figures are most likely to exceed 
those in an urban area like Amsterdam. Whether our respondents had relationships thanks to, or in 
spite of, their long-term ecstasy use is still a moot question. Virtually all of the current relationships 
were with partners who also took ecstasy, and most respondents with partners reported that ecstasy 
had a positive influence on their relationship. Respondents without current steady relationships tended 
more to emphasise negative effects that ecstasy had had on previous relationships. 
There was no clear association in our sample between paid employment and current steady 
relationships. Respondents who had taken 1000 or more ecstasy pills in their lifetime were 
significantly more likely to be unemployed than the respondents who had consumed between 250 and 
1000 pills. Although almost all respondents reported ecstasy as their main drug of choice, we cannot 
draw any firm conclusions, if only because all our respondents were polydrug users who consumed 
numerous other psychotropic substances in addition to ecstasy. 
At first sight, it seems surprising that the amount of lifetime ecstasy intake showed no association 
with whether or not respondents had a current steady relationship. The most plausible explanation for 
this is that most of the steady partners took ecstasy themselves. By implication, that could also partly 
explain why almost half of the respondents did not have a current steady partner. Common interests 
and shared experiences (like ecstasy use, in the present case) are important for finding and 
maintaining steady relationships. 
 
We are well aware that this study has some major limitations. The results are difficult to generalise 
because of the nature of the study – an exploratory, qualitative one with a limited sample size. It was 
not our intention, however, to provide a representative picture of all ecstasy users, but rather to train 
the spotlight on an exceptional, atypical population of older, long-term heavy users. Because we were 
interested in the behavioural aspects of heavy, prolonged ecstasy use, it seemed appropriate to choose 
a sample with a sufficiently high exposure to ecstasy to enable us to detect any effects that ecstasy 
may have had on work or relationships. Our respondents had persisted in taking the drug far longer 
than most other ecstasy users. This puts some of them at odds with the traditional belief that the use of 
illicit drugs ‘only yields positive experiences or advantages in the beginning of a user’s career and 
that eventually the balance always tips to the side of the negative effects or disadvantages’ (Decorte et 
al. 2003, p. 255). What were the reasons why our respondents continued using ecstasy for so long? 
The large majority of our sample characterised the role of ecstasy in their life as positive, especially 
on the social level, although they did also experience some negative effects (mainly the post-ecstasy 
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depressive mood and fatigue and the subjectively perceived memory problems). That is consistent 
with the findings in a qualitative study by Rodgers et al. (2006), which suggested that many users felt 
the benefits of ecstasy outweighed the possible negative side-effects.  
A second limitation involves validity. We have based ourselves in this chapter on the narratives of the 
ecstasy users, and these basically constitute their own reconstructions of their ecstasy careers. In a 
sense it was reassuring to see that respondents did not shy away from also reporting the less 
pleasurable aspects of their ecstasy use. We believe that the use of a ‘context-based ecstasy timeline’ 
(Bedi & Redman 2006) in the face-to-face interviews, which was likely to facilitate the recall of their 
ecstasy use, contributed in a positive way to the validity of this study. Also, some questions of the 
questionnaire served as a validation of the answers in the face-to-face interview. 
A third limitation is the extensive polydrug use of our sample. This is consistent with the high rates of 
polydrug use found in a number of studies of younger ecstasy users (Duff 2005; Gresch et al. 2005; 
Korf et al. 2004c; Scholey et al. 2004; Sherlock & Conner 1999; Theall et al. 2006; Zarate et al. 2006) 
and is one of the most important confounds in research with recreational ecstasy users (Gouzoulis-
Mayfrank & Daumann 2006a). Therefore, it might be difficult to attribute (positive or negative) 
effects on social functioning specifically to ecstasy. We have asked the respondents to describe the 
influence of ecstasy in particular. Few told us that other drugs, such as cocaine or alcohol have had a 
bigger impact (mostly negative) on their work or relationships. 
A fourth limitation is that the cross-sectional design of the study did not permit any causal 
connections to be made. Our study appears to indicate that taking 1000 or more ecstasy tablets 
implies a higher probability of being unemployed, although no such association was found with 
steady intimate relationships. The question remains whether the ecstasy use itself was to blame for the 
unemployment or whether other factors like the use of other drugs or alcohol, psychological state, or 
personality traits might weigh more heavily. 
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Summary and general discussion. 
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Summary 
 
Research questions 
 
The studies presented in this thesis are part of the Netherlands XTC Toxicity Study (NeXT), a 
multidisciplinary research project on the causality, course and clinical relevance of the neurotoxicity 
of ecstasy and the social context and behavioural aspects of ecstasy use.  
One of the main goals of the NeXT Study was to prospectively study a cohort of respondents who had 
never taken ecstasy before the study, but who were thought to have a relatively high probability of 
future ecstasy use. The first research question is devoted to the methodological and ethical aspects of 
the prospective study. The other five research questions elaborate on the social context and various 
behavioural aspects of ecstasy use. 
 

1. How to find future ecstasy users in an ethically sensitive context? Is it possible to develop a 
simple and practically feasible on-the-spot recruiting method? (Chapter 2) 

2. What are the motives and reasons that young people have for not using ecstasy? (Chapter 3) 
3. Can predictors of first-time ecstasy use be identified? (Chapter 4) 
4. What is the role of peers in the initiation and continuation of ecstasy use? (Chapter 5) 
5. What is the influence of long-term ecstasy use on the management of work and 

relationships? (Chapter 6) 
6. What are the implications of these findings for drug prevention and education? (This chapter, 

general discussion).  
 
In order to answer these research questions, three samples were studied using questionnaires and/or 
face-to-face interviews: 
 

• A prospective sample of 188 respondents (age range 18-35, mean age 21.2 years) who had 
never taken ecstasy before the study, but who were believed very likely to do so of their 
own accord during the course of the study. (Research questions 1, 2 and 3) 

• A sample of 106 ecstasy users (age range 18-39, mean age 25.4 years) with a lifetime 
ecstasy use frequency of 10 occasions or more, including at least once within 12 months 
prior to the interview. (Research question 4) 

• A sample of 29 long term heavy (+250 ecstasy pills) ecstasy users with a mean age of 45 
years. (Research question 5) 

 
Chapter 2. How to find future ecstasy-users: Targeted and snowball sampling in an ethically 
sensitive context 
 
This chapter documented the design and the sampling procedures of the prospective cohort of 188 
respondents. Targeted and snowball sampling were used to recruit 188 respondents who were ecstasy-
naive at baseline. To increase the probability of securing participants who would start using ecstasy 
during the study, we focused the recruitment on people who were expected to have a reasonable 
probability of taking ecstasy in the near future. On the basis of the reviewed literature, we decided on 
two predictors of future ecstasy use that could be readily operationalised and applied during the 
fieldwork: the extent of peer group ecstasy use and/or the intention to use ecstasy. The prospective 
nature of our study enabled us to assess later in retrospect whether these variables were indeed valid 
and practically applicable predictors of future ecstasy use. The sampling was tightly constrained by 
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the strict medical and technical criteria. In a labour-intensive process we succeeded in recruiting 188 
respondents in a period of more than two years. 
At the end of an 11- to 26-month follow-up period 160 respondents remained (85.1%). A total of 65 
participants (40.6%) took ecstasy for the first time during the follow-up period. In a logistic 
regression analysis intention to use emerged as an independent predictor of ecstasy initiation, while 
peer group ecstasy use did not. We concluded that the ‘intention to use’ criterion proved to be a clear-
cut inclusion rule that was practical to apply in the fieldwork. 
 
Chapter 3: Fear, rationality and opportunity: reasons and motives for not trying ecstasy 
 
While considerable knowledge is now available about why people use drugs, surprisingly little is 
known about the reasons and motives why many others do not take drugs. This chapter specifically 
explored the motives and reasons that young people have for not using ecstasy, by prospectively 
investigating the differences in motives for non-use between the 65 novel ecstasy users who started 
taking ecstasy during the study and the 95 persistent non-users. 
Principal components analysis identified three main factors associated with non-use: (1) rationality, 
involving cognitive reasons and knowledge of risks, (2) lack of opportunity and (3) fear of the effects 
of ecstasy, reflecting fear of the effects of ecstasy, often based on negative reports and stories. At 
baseline (when none had ever taken ecstasy), persistent non-users scored higher than novel ecstasy 
users on all three factors. Rationality played the most important role in the motivation of young 
people not to start taking ecstasy and is the factor that most sharply distinguished both groups. 
For the novel ecstasy users, no significant changes occurred over the course of the study in all three 
factor curves. For two of the factor scores of the persistent non-users, by contrast, there were small, 
but significant changes over the course of the study. Their fear of the effects of ecstasy diminished 
slightly and they reported a growing lack of opportunity to take ecstasy. The scores of the non-users 
on the rationality factor did not change over the course of the study. 
 
Chapter 4: Predicting ecstasy use among young people at risk 
 
In search of predictors of first-time ecstasy use, in the prospective study we applied a multivariate 
survival analysis of a broad set of baseline predictors. Zinberg's model of drug-set-setting was used as 
a theoretical framework. 
Intention to use ecstasy, low education (both set factors) and current weekly cannabis use (a drug 
factor) independently increased the hazard rate for first ecstasy use. Intention proved to be the 
strongest predictor. In contrast, peer group ecstasy use (setting factor) at baseline did not predict 
ecstasy initiation. However, logistic regression analysis revealed that during the study period the 
proportion of respondents with ecstasy-using friends increased among novel ecstasy users, and 
remained stable among persistent non-users. 
 
Chapter 5: The role of peers in the initiation and continuation of ecstasy use 
 
In this chapter we explored the nature and dynamics of peer involvement in ecstasy use. According to 
the peer influence hypothesis, drug use by friends causes or encourages an individual’s behaviour. 
Peer selection, by contrast, occurs when an individual’s own substance use, or interest in it, leads 
them to increasingly associate with peers who are similar to them in attitudes and behaviour. To better 
understand the processes of peer influence and peer selection, we interviewed 106 recent ecstasy 
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users, questioning them on the role that friends or peers played in their decisions to start taking 
ecstasy and to continue taking it.  
In the initiation of ecstasy use, peer influence emerged as the dominating mechanism; peer selection 
was uncommon. Most respondents became acquainted with ecstasy within their existing circle of 
friends. In the continuation of ecstasy use, peer influence and peer selection occurred reciprocally in a 
dynamic process, although peer influence made a greater relative contribution. Peers are thus seen to 
figure heavily both in the initiation stage of ecstasy use and in the continuation stage. However, our 
study indicates that peer involvement at initiation is different from peer involvement in the continued 
use of ecstasy. 
Our study confirms that peer influence is a multidimensional process: influence was quite often 
reciprocal (with respondents both exerting and undergoing influence) and it could have both 
restraining and encouraging effects on ecstasy use.  
 
Chapter 6: Long-term ecstasy use and the management of work and relationships 
 
The aim of this chapter was to improve understanding of the behavioural aspects of heavy, prolonged 
ecstasy use, with a particular focus on occupational careers and intimate relationships. We 
interviewed 29 persons with a mean age of 45, and a lifetime consumption of at least 250 ecstasy 
pills. They varied widely in terms of work careers and current employment.  
Career interruptions due to illness or unemployment were rather common. Most of these heavy 
ecstasy users were not particularly career-minded, but gave priority to their social life instead. 
Nonetheless, two thirds of the respondents were currently employed, and hence did not differ in this 
respect from their age-group peers in the Amsterdam general population. The majority of respondents 
believed that ecstasy did not impair their functioning at work. Respondents employed various 
strategies to keep their ecstasy use from adversely affecting their functioning, such as working 
flexible hours and tempering their ecstasy use in busy periods. 
More than half of respondents had an intimate relationship (> 1 year) at the time of the interview, 
almost all with a partner who also took ecstasy.  
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General discussion 
 
The social/criminological substudy of the NeXT Study provides a full overview of the different stages 
in a user’s ecstasy career (not including cessation): from non-use over initiation and continuation to 
long-term use. Our main focus of interest is the initiation phase. Is the transition from ecstasy naïve to 
ecstasy user shaped by changes in attitude and peer group? Or do ‘gateway drugs’ such as cannabis 
merely pave the road to ecstasy use? Can we unravel factors that influence the decision-making phase 
that precedes the initiation of ecstasy use, or, put in other words, can we identify predictors for first-
time ecstasy use? We will address these issues and integrate our findings in the first part of the 
general discussion. Next, we will elaborate specifically on the role of peers and the consequences of 
long-term heavy ecstasy use on social functioning. Finally, methodological aspects and implications 
for drug education will be discussed. 
 
Predicting first time ecstasy use: weighing the role of friends, attitude, intention and other risk 
factors in a theoretical context 
 
The prediction of future or incipient drug use has been high on the research agenda for decades. The 
importance of prediction is twofold, as described in chapter 4. First, at a fundamental level, it helps us 
to better understand the aetiology of substance use, as well as to test existing theories and generate 
new theoretical insights. Second, it enables the new knowledge to be implemented in evidence-based 
drug education programmes, thus helping to prevent or delay substance use initiation or to reduce 
drug-related harm. 
 
In the introduction and consequent chapters, several sociological, criminological and psychological 
theories have been presented, which can offer frameworks for the understanding of drug use. Social 
Learning Theory stresses the importance of the social environment, including peers, in the learning 
process. Other theories highlight individual decision-making processes. According to the Rational 
Choice Theory, people apply an informal cost-benefit analysis in which they weigh the expected 
advantages of substance use against their fear of physical, psychological or social harm. The 
Transtheoretical Model of Change consists of five successive stages (precontemplation, 
contemplation, decision-making, action and maintenance) and has been applied successfully in the 
study of substance use initiation. The Theory of Planned Behaviour argues that behaviour, including 
substance use, can be predicted by intentions to perform that behaviour.  
Research has identified several risk factors for substance use initiation, such as parental and peer drug 
use and positive attitudes towards drugs use, parenting style, personality traits (amongst others 
sensations seeking, anxiety, and depression), and genetic factors. In addition, prior substance use, 
early age of onset of tobacco, alcohol and/or cannabis use, availability and positive attitudes towards 
drug use all raise the probability of future drug use. 
 
The prospective nature of our study provided a unique opportunity to identify predictors of first time 
ecstasy use among a population of young people at risk. Regression analysis revealed that intention to 
use, low education and current weekly cannabis use independently increased the hazard of ecstasy use 
onset. Intention to use ecstasy emerged as the most powerful predictor, supporting the concept of 
intention as a critical factor in ecstasy initiation. Although we did not explicitly test sociological and 
psychological theories, our results primarily seem to support the Theory of Planned Behaviour, with 
its central role for intention in predicting behaviour. Next, intention can be regarded as free choice, 
reflecting individual decision-making processes. In this context, our results could be interpreted as 
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indirect support of Rational Choice Theory and the Transtheoretical Model of Change. Our finding 
that cannabis use is a predictor of first time ecstasy use is consistent with the literature. The 
association between cannabis use, and notably frequent use, and a higher risk of the future use of 
other illicit drugs is well known and much debated in the field of substance use research, but no 
agreement exists on any causal interpretation of that relationship. Fergusson et al. (2006) argue that 
their findings from a longitudinal study points towards a causal model such as the cannabis gateway 
hypothesis. In contrast, other researchers, for instance Morral et al. (2002), conclude that associations 
between regular or heavy cannabis use and increased risk of taking a wider variety of illicit drugs, 
may just as well derive from a common factor – drug use propensity (people’s individual inclinations 
to take drugs and their opportunities to do so) – which would boost their likelihood of taking both 
cannabis and other drugs. In our study, the lifetime prevalence of illicit drugs other than cannabis at 
baseline was significantly higher for novel ecstasy users in bivariate analysis, but it failed to emerge 
as a predictor in the regression model. 
 
The role of peers: initiation and continuation 
 
The role of peers is a factor often emphasised in the literature on the aetiology of drug use. Peer 
substance use and peer attitude towards drug use are regarded as important determinants in explaining 
substance use. These determinants, in essence, reflect the importance of the social environment in the 
learning process, as explained by Social Learning Theory. Young people who take drugs are more 
likely to have drug-taking friends than their counterparts who take no drugs, a phenomenon also 
referred to as ‘peer similarity’ or ‘peer homophily’. Moreover, substance use by peers has been shown 
to be a strong predictor of adolescent substance use, as discussed in Chapter 5.  
 
In this thesis, the role of peers was investigated both prospectively and retrospectively. One of the 
strengths of our approach was to differentiate between initiation and continuation of ecstasy use. The 
predictive value of peer ecstasy use was investigated in our prospective sample using multivariate 
survival analysis. Peer group ecstasy use at baseline did not predict ecstasy initiation – a finding in 
stark contrast with current literature. Probably, ecstasy use among peers did not become a 
differentiating factor for initiation until a point in time that was closer to their first use of ecstasy. 
Indeed, logistic regression analysis revealed that during the study period the proportion of 
respondents with ecstasy-using friends increased among novel ecstasy users, and remained stable 
among persistent non-users. Further analysis showed a clear distinction between novel ecstasy users 
and persistent non-users in terms of the numbers of ecstasy-using friends they had by the end of the 
study. The differences in the peer group dynamics of the two groups as the study progressed suggest 
that the use of ecstasy by friends plays a part in the initiation of ecstasy. 
Our retrospective findings in a sample of ecstasy users confirm this view and, in addition provide 
detailed information on the nature of peer involvement.  
Taken together, our findings suggest that first time ecstasy use is preceded by a relatively short 
transition period in which peer group ecstasy use increases, predominantly by the process of peer 
influence. Thus, most respondents became acquainted with ecstasy within their existing circle of 
friends, not by classical direct peer ‘pressure’, but by a process best described as normative – in the 
sense of norms and values – influence. During the continuation phase, peer influence and peer 
selection interacted in a dynamic process, though, influence was more prevalent than selection. Quite 
often peer influence was reciprocal, whereby respondents both exerted and underwent influence. 
Also, peer influence could have restraining effects on ecstasy use as well as encouraging it. In 
conclusion, the role of peers in the initiation and continuation of ecstasy use can be described as a 
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dynamic, multidimensional process, which likely reflects the fact that recreational drug use in general 
and ecstasy use in particular are pre-eminently social activities. In the context of the Theory of 
Planned Behaviour, friends’ drug use and attitudes translate to the subjective norm, which shapes 
behavioural intention. 
 
Long-term ecstasy use 
 
The effects of long-term ecstasy use on the management of work and relationships reported in this 
thesis are quite moderate, even after consumption of on average 900 tablets lifetime. Our findings 
suggest that it is possible to use ecstasy and life a normal life in society, a process referred to as 
‘normalisation’. In the ‘normalisation discourse’, it has been reported that recreational drug use 
appears to be ‘increasingly integrated into the leisure and consumption landscapes of youth cultures’ 
(Duff 2005, p. 167). In a qualitative study among US ecstasy users, users viewed their ecstasy use as a 
recreational activity that did not interfere with everyday functioning in society. They stressed the 
importance of good grades, employment and good relationships and rejected habitual daily use. They 
perceive their ecstasy use as recreational, sensible and acceptable (Bahoraa et al. 2009). Our findings 
indicate that even prolonged heavy ecstasy use does not necessarily lead to economic and/or social 
isolation.  
 
Methodological and ethical aspects: strengths and limitations 
 
Another strength of this thesis lies in the combination of different methodological designs in three 
samples covering all possible phases of an ecstasy career (except cessation), using both questionnaires 
and face-to-face interviews – the latter providing a unique outlook on the insiders’ perspective of the 
ecstasy experience. 
 
Clearly, the most important strength of the NeXT Study is the inclusion of the prospective, 
longitudinal sample of ecstasy-naives who were thought to have a relatively high probability of future 
ecstasy use within a period of 1 to 2 years. Previously, a power analysis had indicated that 50 new 
users would be needed to generate statistically valid results. That succeeded, as 65 of the respondents 
had taken ecstasy at least once during the course of the study. Our sample was not normative (in its 
statistical meaning), therefore, it may not even be representative of the population of people who are 
considering experimenting with ecstasy. We deliberately recruited participants among a population ‘at 
risk’. Within this population we contacted candidates in a variety of places and through different 
recruitment strategies, which resulted in a broadly distributed, heterogeneous sample. Moreover, in 
view of the demands of the study – specific medical acceptance criteria, intensive medical and 
psychological examinations and two-week abstinence from drugs and one week from alcohol – even 
random sampling would almost certainly have yielded a selective group in the end. The prospective, 
longitudinal design allowed for the identification of predictors of first-time ecstasy use and 
monitoring the time course of peer ecstasy use dynamics and other behavioural aspects. However, that 
same prospective design raised ethical questions. A crucial ethical dilemma in this study was that we 
did not want to encourage any respondent to take ecstasy. All respondents had to sign informed 
consent documents acknowledging that their participation was voluntary, that ecstasy could be 
harmful and that the researchers did not intend to encourage ecstasy use. When they registered for the 
study, all respondents also received a detailed educational brochure about the potentially harmful 
effects of ecstasy. However, giving respondents information about ecstasy, including the potential 
negative consequences, might have influenced their decision whether or not to take the drug.  
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In no way did we intend for people to start taking ecstasy during our study who would not have done 
so otherwise. The best evidence that this did not happen is that more than half of the participants did 
not end up taking any ecstasy at all. 
 
In our cross-sectional studies of ecstasy users, other limitations arose. While sample size is adequate 
for the sample of 106 ecstasy users, sample size of the group of older ecstasy users (n=29) is limited. 
Therefore, the latter must be considered an explorative study. Next, both samples are convenience 
samples and thus representativeness of the population of ecstasy users can not be claimed. However, 
Topp et al. (2004) conclude, from comparing a probability and a non-probability sample in terms of 
demographic variables, patterns of ecstasy use and other drug use characteristics, that purposive 
sampling of relatively large numbers of ecstasy users may be considered sufficiently representative. 
Another limitation is that we had to rely on self-report. However, the use of a ‘context-based ecstasy 
timeline’ in the face-to-face interviews, which was likely to facilitate the recall of their ecstasy use, 
contributed in a positive way to the validity of our studies. Also, some questions of the questionnaire 
served as a validation of the answers in the face-to-face interview.  
Finally, poly drug use is an important confound in research with recreational ecstasy users. While this 
fact probably did not have a major influence on our conclusions regarding the role of peers in ecstasy 
use, in the case of our older, long-term ecstasy users, which proved to be extensive poly drug users, it 
might have been difficult to attribute (positive or negative) effects on social functioning specifically 
to ecstasy. Recent research indeed supports the notion that reports of sub-acute effects of ecstasy use 
on mood and cognitive functioning may have been confounded by chronic poly drug use before use, 
co-substance use and temporary sleep disturbances after use (Pirona & Morgan 2009). 
 
Implications for drug policy, prevention and education 
 
Drug policy encompasses legislation (prohibition versus decriminalisation), drug law enforcement, 
treatment, drug prevention and education. In this part of the general discussion, we provide a concise 
overview of the effects of enforcement, prevention and education on the extent of substance use.  
Undoubtedly, behavioural change is quite a difficult thing to achieve. Nevertheless, we believe that 
our findings offer valuable insights and we will offer a framework for the implementation of our 
findings into drug prevention and education.  
 
Deterrence through drug laws fails 
Prohibition is the cornerstone of global drug policy. The aim is to send a strong message to society: 
the use of certain drugs (commonly referred to as ‘drugs of abuse’) is detrimental to the health and 
dignity of the individual and disrupts society. The goal of prohibition and drug enforcement is to 
reduce drug production and trafficking, penalize retail sellers and deter people from using (certain) 
psychoactive drugs. Whether this approach is effective, is the essential million-dollar-question. 
A report on global illicit drugs markets (Reuter & Trautmann 2009) assessed how the global market 
for drugs developed from 1998 to 2007 and to which extent drug policy has influenced drug 
problems. The study has found no evidence that the global drug problem, nor the global production 
and trafficking, were reduced during this time span. Most drug enforcement efforts targeted the retail 
market, either the seller or the user. As a consequence, most of those arrested and incarcerated are low 
level dealers. In the European Union, between 2001 and 2006, 17,598 drug arrests considered ecstasy, 
which is 1.9% of all drug arrests in the EU. However, in general, drug retail prices have declined in 
Western countries, even in those that increased enforcement against sellers. There are no indications 
that drugs in general have become more difficult to obtain. 
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The report concludes that enforcement has many unintended negative consequences: criminal black 
markets, policy displacement (from health to enforcement), geographic displacement, substance 
displacement (to less controllable drugs), lack of quality control, and negative perception of the users 
of illicit drugs.  
 
In addition, research in the cannabis field indicates that drug laws neither deter non-users from using 
cannabis, nor deter people with a cannabis conviction from subsequent cannabis use (Lenton 2000). 
More general, from a criminal justice policy perspective, the deterrent influence from legal sanctions 
is limited (Akers 1994; Inciardi 1999; Paternoster 1989). Indeed, as reported in Chapter 3, ecstasy 
naives rarely mention illegality as a reason not to take ecstasy.  
 
Unequivocal, drug laws do not have the intended deterrent effects on the use of ecstasy and other 
substances. Can drug prevention and education influence substance use? 
 
Prevention programs not very effective 
Generally prevention programs are directed at the prevention or reduction of substance use. As 
discussed in Chapter 3, meta-analyses have shown that prevention has not yet proven successful at the 
population level, although some well-designed universal (school-based) ‘competence enhancement 
programs’ can reduce substance use to some degree. ‘Knowlegde only’ or ‘scare tactics’ approaches 
failed to decrease substance use initiation. Little money is spent on prevention activities. In the 
Netherlands, estimates of drug control expenditures show that prevention programs account for a very 
small part (2%) of the total. Drug law enforcement is clearly the dominant expenditure (75% of total) 
(Bossong et al. 2009).  
Crucially, in the drug education field growing importance is assigned to targeted interventions in 
preference to universal prevention initiatives. Indeed, specific populations require indicated 
educational and health promotion programmes rather than universal interventions.  
Harm reduction approaches - minimising harm associated with drug use - have been accepted in a 
growing number of countries. From the beginning, harm reduction has been the subject of a heated 
debate: opponents ventilate concerns on moral grounds that harm reduction ‘is giving the wrong 
message’ and can be interpreted as condoning drug use. Advocates of harm reduction argue that it is 
based on the reality of substance (ab)use (Reuter & Trautmann 2009). In the Netherlands, estimates 
suggest that 220 million Euros were spent in 2003 for harm reduction programs (10% of total drug 
control expenditures) (Bossong et al. 2009). 
 
Can intention to use ecstasy be reduced? 
In this thesis, we identified important determinants for the initiation and continuation of ecstasy use, 
most notably intention to use and the role of peers. One crucial aspect is whether or not these 
determinants can be effectively targeted by drug education. The findings of our prospective study 
may prove valuable in preventing or delaying the onset of ecstasy use in young adults at risk. 
Intention to use ecstasy, current weekly cannabis use and low education all predicted ecstasy 
initiation – with intention starring as the most powerful predictor. These findings suggest that 
prevention efforts should focus on young adults who have strong intentions to take ecstasy, especially 
if they are regular cannabis smokers. The unpleasant news, however, is that intention – reflecting free 
will or conscious choice – represents one of the determinants of ecstasy use notoriously difficult to 
change through drug education. According to the Theory of Planned Behaviour, the concept of 
intention is shaped by an individual’s attitude, the subjective norm, and the perceived behavioural 
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control. As friends’ drug use and attitudes – which translate to the subjective norm – can influence 
intention, this road may be a target for drug education.  
The findings presented in this thesis confirm that peer group members frequently influence the initial 
use of ecstasy. Contrary to popular belief, this influence does not normally result from ‘getting into 
the wrong crowd’ and from direct peer pressure, as most ecstasy users start using ecstasy within their 
existing circle of friends. In most cases, some friends were already taking ecstasy, and that aroused or 
fuelled the respondents’ interest. Furthermore, while respondents acknowledged that friends played a 
role in ecstasy initiation, they stressed that it was still their own decision. Our findings are supported 
by a recent Dutch study among participants of the dance scene, where users stated that it is ‘not done 
to encourage non-using friends to try out ecstasy’, but through their enthusiastic reports they may well 
have encouraged non-using friends (Peters et al. 2008b). In addition, qualitative literature on smoking 
initiation equally suggests that peer influence is more likely to be normative in nature, rather than 
taking the form of direct pressure (Stewart-Knox et al. 2005). Drug educators who target young 
people at risk of trying psychoactive substances like ecstasy ought to therefore keep in mind that such 
people feel to make their own individual decisions. They should avoid approaching them as passive 
individuals who are under heavy pressure from their social surroundings. Drug education with a 
personalised message targeted at young people with strong intentions who are in a critical transition 
period with increasing peer ecstasy use, might yield the best results in preventing or, more realistic, 
postponing first time ecstasy use. 
 
Friendship networks 
The role of friends roots firmly in the continuation phase of ecstasy use. Indeed, ecstasy use is a social 
activity, partly due to the substance’s entactogenic properties – creating a sense of connectedness. 
Ecstasy is used collectively and users discuss several strategies to maximize the high and minimize 
negative side effects. Friends are considered one of the most important sources of information (Falck 
et al. 2004; Hansen et al. 2001b; Jacinto et al. 2008; Murphy et al. 2006; Sherlock & Conner 1999; 
Zarate et al. 2006; Zuckerman et al. 1989), also by our sample of ecstasy users (data not published in 
this thesis). Our findings from chapter 5 indicate that the peer group not only encourages ecstasy use, 
but also restrains it. These restraining influences are informal social control mechanisms and can play 
a role in moderating drug use. Knowledge about ecstasy – whether accurate or otherwise – is 
distributed fluidly around social networks, thereby friendship networks could play an important role 
in increasing awareness of safer ecstasy use (Jacinto et al. 2008). Drug education should take these 
aspects into account and should attempt to reinforce this type of restraining peer-to-peer behaviour, 
whereby friends inhibit one another from hazardous acts and encourage risk-reducing behaviour. 
Provided with accurate information, based on the latest scientific research, peers could be effective 
educators (Jacinto et al. 2008). Peer education provided by young ecstasy users – such as the national 
peer education project Unity (Bleeker & Jamin 2003; Noijen 2005) – can make a vital contribution to 
targeted drug education and harm reduction.  
 
Risks and benefits: ecstasy use in the balance  
Some public health professionals assume that youth engage in substance use because of lack of 
knowledge (Kelly 2005), but according to Parker et al. (1989) contemporary young recreational drug 
users are taking calculated risks for pleasure and stress relief by making cost-benefit drug decisions. 
There is clear evidence of risk awareness in ecstasy users (Duff 2005; Gamma et al. 2005; Hansen et 
al. 2001a; Kelly 2005; Levy et al. 2005; Murphy et al. 2006; Peters et al. 2008b; Rodgers et al. 2006; 
Topp et al. 1999; Wibberley & Price 2000; Yacoubian et al. 2004; Yacoubian et al. 2003; Zarate et al. 
2006). Nevertheless, users continue to consume the drug. In summary, knowledge about ecstasy’s 
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health risks has been effectively transferred to users, but this information fails to cause cessation of 
ecstasy use (Peters et al. 2008b). There appears to be a lack of impact of risk information on drug use; 
ecstasy users seem to evaluate the personal significance of these risks as low (Gamma et al. 2005). In 
a qualitative study among ecstasy-using college students, Levy et al. (2005) concluded: ‘they feel as 
though the stories they hear of death and serious brain damage are not representative of the 
experiences of most users’. In a qualitative study among Dutch ecstasy users, long-term health 
damage was not among the major reasons reported for ecstasy cessation. Although well aware of the 
risks associated with ecstasy use, users seemed not worried about the long-term effects of their own 
ecstasy use, because almost none of them had experienced serious health problems due to their 
ecstasy use (Peters et al. 2008b).  
Most importantly, in addition to the low personal significance of risks, several studies suggest that 
many ecstasy users regard the benefits of use as outweighing potential negative effects (Bahoraa et al. 
2009; Duff 2008; Hansen et al. 2001a; Hinchliff 2001; Murphy et al. 2006; Parks & Kennedy 2004; 
Rodgers et al. 2006; Shewan et al. 2000). Most recreational users informally make cost-benefit 
assessments of their substance use, indicating indirect support for the Rational Choice Theory. The 
findings of this thesis fit well in this picture. Among our sample of 106 adult recreational ecstasy 
users, 85% claimed long-term benefits resulted from their ecstasy use, most notably improvement of 
social relations (49%), while 45% reported long-term negative side effects such as impaired memory 
(18%) and low mood (8%) (data not published in this thesis). One could question if that balance may 
shift towards the negative effects after long-term, heavy use. However, in our explorative study 
among older adult ecstasy users (presented in Chapter 6), likewise the large majority characterised the 
role of ecstasy in their life as positive, especially on the social level, although they did also experience 
negative effects (mainly the post-ecstasy depressive mood and fatigue and the subjectively perceived 
memory problems). 
Hence, in drug education activities it is of paramount importance to acknowledge the pleasure and 
benefits associated with drug use, in stead of focusing on the risks and harms. Insight in how users 
actually experience pleasures and harms is crucial. Or, in the words of the Canadian researcher 
Cameron Duff: ‘Drug use ought to be understood as a complex and heterogeneous assemblage of 
risks, conscious and unconscious choices and decisions, physical and psychical sensations, affects, 
corporeal processes, structural and contextual forces.’ (Duff 2008, p.385). One approach could be to 
focus drug education on maximizing the ecstasy experience. In doing so, tools are offered that not 
only maximize the high, but simultaneously minimize ecstasy related harms. For instance, in order to 
maximize the ecstasy experience, reducing use frequency is an important step, as consuming ecstasy 
on a weekly or fortnightly basis leads to tolerance and ‘loss of magic’ and an increase in depressive 
symptoms afterwards (Tuesday blues) (Jacinto et al. 2008; Parrott 2005). Indeed, several studies 
indicate that most ecstasy users apply so called ‘harm reduction strategies’ to maximize the ecstasy 
experience and minimize the negative side effects (Akram & Galt 1999; Allott & Redman 2005; 
Hansen et al. 2001a; Levy et al. 2005; Measham et al. 2001; Murphy et al. 2006; Panagopoulos & 
Ricciardelli 2005; Peters et al. 2008b; Rodgers et al. 2006; Shewan et al. 2000; Solowij et al. 1992). 
According to Peters et al. (2008b) intervening to promote these behaviours could prove to be more 
beneficial to the health of party visitors than trying to induce cessation, given the difficulty of 
intervening on most variables determining ecstasy use and the fact that most ecstasy users cease 
automatically. 
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Final conclusion 
Evidently, drug law enforcement does not have the deterrent effects on the use of ecstasy that are 
intended by international anti-drugs agreements or national legislation. In addition, prevention 
programs generally fail to reduce substance use. With regard to drug use, Dutch policy can be 
characterised as harm reduction oriented. The findings presented in this thesis support a harm 
reduction approach. 
Drug education targeted at party drug users should translate sound scientific findings into easy to 
grasp harm reduction strategies. A holistic educational approach covering life style, substance use, 
friends and behavioural aspects (such as sleep and nutrition) may yield the best results in promoting 
safer ecstasy use. Since ecstasy users are generally poly drug users, focus on drug interactions is 
necessary. Furthermore, a positive tone of voice and respect for a dance/ecstasy life-style are vital 
(Decorte et al. 2003). As substance use behaviour and knowledge travel through friend networks in a 
dynamic way, social networks and peer education are cornerstones in the educational process. 
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Samenvatting en discussie. 
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Samenvatting 
 
De studies gepresenteerd in dit proefschrift maken deel uit van de Netherlands XTC Toxicity Study 
(NeXT), een multidisciplinair onderzoeksproject met als onderwerp enerzijds de causaliteit, het 
verloop en de klinische relevantie van ecstasy-gerelateerde neurotoxiciteit en anderzijds de sociale 
context en gedragsmatige aspecten van ecstasygebruik. 
 
Eén van de belangrijkste doelen van de NeXT Study was het prospectief volgen van een groep 
respondenten die nog nooit ecstasy hadden gebruikt voor de start van de studie, maar die een redelijk 
hoge kans hadden op toekomstig ecstasygebruik. De eerste onderzoeksvraag behandelt de 
methodologische en ethische aspecten van deze prospectieve studie. De andere vijf onderzoeksvragen 
bestrijken de sociale context en gedragsmatige aspecten van ecstasygebruik. 
 

1. Hoe vind je toekomstige ecstasygebruikers? Is het mogelijk om een eenvoudige en 
praktische toepasbare rekruteringsmethode te ontwikkelen? (Hoofdstuk 2) 

2. Wat zijn de motieven en redenen van jonge mensen voor het (nog) niet gebruiken van 
ecstasy? (Hoofdstuk 3) 

3. Kunnen we voorspellers vinden voor het eerste ecstasygebruik? (Hoofdstuk 4) 
4. Wat is de rol van vrienden bij initiatie en continuering van ecstasygebruik? (Hoofdstuk 5) 
5. Wat is de invloed van langdurig ecstasygebruik op het hebben van werk en het onderhouden 

van relaties? (Hoofdstuk 6) 
6. Welke implicaties hebben de bevindingen voor drugspreventie en -educatie? (Dit hoofdstuk, 

Discussie).  
 
Voor het beantwoorden van deze onderzoeksvragen zijn er drie onderzoeksgroepen bestudeerd met 
behulp van vragenlijsten en interviews. 
 

• Een prospectief sample van 188 respondenten (leeftijd van 18 tot 35, gemiddelde leeftijd 
21.2 jaar) die nog nooit ecstasy gebruikt hadden, maar een redelijk hoge kans hadden om 
tijdens de looptijd van de studie voor het eerst ecstasy te gebruiken. (Onderzoeksvragen 1, 2 
en 3) 

• Een sample van 106 ecstasygebruikers (leeftijd van 18 tot 39, gemiddelde leeftijd 25.4 jaar) 
die tenminste tien keer tijdens hun leven ecstasy gebruikt hadden, de laatste keer niet langer 
dan een jaar geleden. (Onderzoeksvraag 4) 

• Een sample van 29 langdurige ecstasygebruikers (+250 ecstasy pillen) met een gemiddelde 
leeftijd van 45 jaar. (Onderzoeksvraag 5) 

 
Hoofdstuk 2. Toekomstige ecstasygebruikers rekruteren voor onderzoek: het toepassen van 
targetted en snowball sampling op een ethisch verantwoorde manier. 
 
In dit hoofdstuk worden de onderzoeksopzet en de rekruteringsmethode beschreven van het 
prospectieve cohort van 188 respondenten. Deze respondenten, die nog nooit ecstasy gebruikt hadden 
aan het begin van het onderzoek, hebben we gerekruteerd met behulp van ‘targetted sampling’ en de 
sneeuwbalmethode. We waren op zoek naar deelnemers met een redelijk hoge kans op ecstasygebruik 
tijdens de looptijd van het onderzoek. Op basis van de wetenschappelijke literatuur hebben we twee 
voorspellers van toekomstig ecstasygebruik geïdentificeerd die we gemakkelijk konden incorporeren 
in het veldwerk: ten eerste de mate van ecstasygebruik in de vriendenkring, ten tweede de intentie om 
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ecstasy te gebruiken in de nabije toekomst. De prospectieve onderzoeksopzet stelde ons staat om later 
te onderzoeken of dit inderdaad goede praktisch toepasbare voorspellers van toekomstig 
ecstasygebruik waren.  
Strikte medische en technische inclusiecriteria bemoeilijkten de rekrutering, een arbeidsintensief 
proces dat uiteindelijk meer dan twee jaar in beslag nam.  
De respondenten werden gedurende een periode van 11 tot 26 maanden gevolgd. Van de 160 
respondenten die het volledige onderzoek doorliepen (85.1%), hebben er 65 (40.6%) voor het eerst 
ecstasy gebruikt tijdens de onderzoeksperiode. Uit logistische regressieanalyse bleek dat de intentie 
om ecstasy te gebruiken, maar niet het ecstasygebruik in de vriendenkring, een voorspeller was voor 
het eerste ecstasygebruik (initiatie). Onze conclusie was dus dat de ‘intentie om ecstasy te gebruiken’ 
een goede graadmeter vormt, die bovendien handig toepasbaar is tijdens het veldwerk. 
 
Hoofdstuk 3. Redenen en motieven voor het niet gebruiken van ecstasy 
 
Waarom gebruiken mensen drugs? Deze vraag is reeds het onderwerp geweest in tal van studies en 
men heeft tegenwoordig een redelijk goed inzicht in de processen die hierbij een rol spelen. 
Verbazingwekkend genoeg weten we bijna niets over de redenen die mensen hebben om geen drugs 
te gebruiken. In dit hoofdstuk hebben we verslag gedaan van de redenen en motieven die onze 
respondenten noemen voor het (nog) niet gebruiken van ecstasy. Hebben de 65 nieuwe 
ecstasygebruikers andere motieven genoemd dan de 95 personen die aan het eind van de studie nog 
steeds geen ecstasy gebruikt hadden? De motieven voor niet-gebruik zijn via een (principale 
componenten) analyse gegroepeerd in drie zogenaamde ‘factoren’: (1) rationele motieven, die 
enerzijds betrekking hebben op de schadelijkheid van ecstasy en anderzijds op het feit dat men 
aangeeft geen stimulerend of bewustzijnsveranderend middel nodig te hebben; (2) gebrek aan 
gelegenheid en beschikbaarheid; en (3) angst voor de effecten van ecstasy. Tijdens de nulmeting 
(wanneer geen enkele respondent ooit al ecstasy gebruikt had) hadden de persisterende niet-
gebruikers hogere scores op alle drie factoren in vergelijking met de toekomstige ecstasygebruikers. 
Rationele motieven bleken de belangrijkste rol te spelen in de motivatie van de respondenten om 
(nog) geen ecstasy te gebruiken. Bovendien verschilden beide groepen (de persisterende niet-
gebruikers versus de toekomstige ecstasygebruikers) het sterkst in hun scores op deze factor. 
Gedurende de looptijd van de studie bleven de scores op de drie factoren gelijk bij de 
ecstasygebruikers. Bij de persisterende niet-gebruikers daarentegen veranderden de scores op twee 
van de drie factoren in de loop van de studie. Hun angst voor de effecten van ecstasy nam licht af, 
maar tegelijkertijd kwamen ze ook steeds minder in de gelegenheid om eventueel ecstasy te proberen. 
Hun scores op de rationele motieven bleven constant gedurende de studie. 
 
Hoofdstuk 4: Het voorspellen van het eerste ecstasygebruik 
 
De onderzoeksopzet van de prospectieve studie stelde ons in staat om zogenaamde voorspellers voor 
het eerste ecstasygebruik te identificeren. Hiervoor hebben we gebruik gemaakt van een multivariate 
survival analyse. De betrokken potentiële voorspellers hebben we gegroepeerd volgens het drug-set-
setting model van Zinberg. 
De intentie om ecstasy te gebruiken, een lager opleidingsniveau (beide setfactoren) en wekelijks 
cannabisgebruik (een drugfactor) bleken voorspellers te zijn voor het eerste ecstasygebruik. Intentie 
was de sterkste voorspeller. Ecstasygebruik in de vriendenkring aan het begin van het onderzoek (een 
settingfactor) bleek daarentegen het eerste ecstasygebruik niet te voorspellen. Eventuele 
veranderingen gedurende de looptijd van de studie in het ecstasygebruik in de vriendenkring hebben 
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we onderzocht met behulp van logistische regressieanalyse. Het bleek dat de proportie van 
respondenten met ecstasygebruikende vrienden toenam bij de ecstasygebruikers, terwijl deze stabiel 
bleef bij de persisterende niet-gebruikers. 
 
Hoofdstuk 5: De rol van vrienden in de initiatie en continuering van ecstasygebruik 
 
In dit hoofdstuk hebben we de aard en dynamiek van de rol van vrienden (‘peers’) bij ecstasygebruik 
onderzocht. Volgens de ‘peer invloed hypothese’ beïnvloedt het druggebruik van vrienden het gedrag 
van het individu. De ‘peer selectie hypothese’ daarentegen stelt dat drug gebruikende individuen op 
zoek gaan naar nieuwe vrienden met gelijkaardig gedrag. Om beter inzicht te krijgen in deze 
processen van peerinvloed en peerselectie, hebben we 106 recente ecstasygebruikers geïnterviewd 
over de rol die vrienden gespeeld hebben in de initiatie en continuering. Tijdens de initiatiefase bleek 
peerinvloed het dominante mechanisme, peerselectie was zeldzaam. De meeste respondenten zijn in 
aanraking gekomen met ecstasy binnen hun bestaande vriendenkring. Tijdens de continueringsfase 
traden peerinvloed en peerselectie beide afwisselend op, in een dynamisch proces, maar ook in deze 
fase was de bijdrage van peerinvloed relatief groter. Zowel tijdens de initiatie als de continuering 
bleken vrienden dus een belangrijke rol te spelen, maar de aard ervan is verschillend. Onze studie 
heeft aangetoond dat de rol van vrienden een multidimensionaal proces is; bovendien bleek dat 
peerinvloed vaak wederkerig is (respondenten worden beïnvloed, maar beïnvloeden ook zelf hun 
vrienden) en dat het naast stimulerende ook remmende effecten kan hebben op het ecstasygebruik. 
 
Hoofdstuk 6: Wat is de invloed van langdurig ecstasygebruik op het hebben van werk en het 
onderhouden van relaties?  
 
Doel van dit hoofdstuk is een dieper inzicht te geven in de gevolgen van langdurig ecstasygebruik, 
met name op het gebied van werk en relaties. We hebben 29 personen met een gemiddelde leeftijd 
van 45 jaar geïnterviewd die tenminste 250 ecstasy tabletten gebruikt hadden gedurende hun leven. 
De respondenten varieerden behoorlijk voor wat betreft beloop van hun carrière en huidige 
werkbetrekking.  
Carrière-onderbrekingen door ziekte of werkloosheid kwamen redelijk vaak voor. De meeste 
langdurige gebruikers gaven prioriteit aan hun sociaal leven en waren geen carrièretijgers. Echter, 
tweederde had een baan ten tijde van het onderzoek, en daarmee verschilden ze niet van hun 
leeftijdsgenoten in de Amsterdamse algemene bevolking. De meerderheid van de respondenten gaf 
aan dat hun ecstasygebruik geen negatieve invloed heeft gehad op het functioneren op het werk. Ze 
pasten verschillende strategieën toe om dit te voorkomen, zoals een flexibel werkrooster en minder 
gebruiken in drukke tijden.  
Meer dan de helft van de respondenten had een vaste relatie van langer dan een jaar op het moment 
van het interview, meestal met een partner die ook ecstasy gebruikte. 
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Discussie 
 
Het sociaalwetenschappelijke/criminologische onderdeel van de NeXT Study bestrijkt alle stadia in 
een ‘ecstasycarrière’ (met uitzondering van het stoppen met gebruik): van niet-gebruik, via initiatie en 
continuering tot en met langdurig gebruik. Een belangrijke focus in ons onderzoek is de initiatiefase. 
Wordt de transitie van niet naar wel ecstasygebruiker gekenmerkt door veranderingen in attitude en 
vriendenkring? Is cannabis een opstapdrug voor ecstasy? Kunnen we de factoren ontrafelen die een 
rol spelen tijdens het beslissingsproces dat voorafgaat aan het eerste ecstasygebruik? Kunnen we, met 
andere woorden, het eerste ecstasygebruik voorspellen? We zullen deze kwesties bespreken in het 
eerste deel van de discussie. Vervolgens belichten we de rol van vrienden bij ecstasygebruik en de 
gevolgen van langdurig gebruik op het sociaal functioneren. We sluiten af met het bespreken van 
enkele methodologische aspecten en de implicaties van onze bevindingen voor drugspreventie en -
educatie. 
 
Het voorspellen van het eerste ecstasygebruik: de rol van vrienden, attitude en intentie 
 
Het identificeren van risicofactoren voor druggebruik staat al decennialang hoog op de 
onderzoeksagenda. Het belang hiervan is tweevoudig, zoals uitgebreid is beschreven in Hoofdstuk 4. 
Ten eerste verdiept het ons inzicht in de etiologie van druggebruik en stelt het ons in staat nieuwe 
theoretische concepten te ontwikkelen en bestaande te testen. Ten tweede is het van belang de kennis 
over druggebruik te implementeren in evidence-based drugseducatie programma’s, met als doel 
druggebruik te voorkomen of uit te stellen en drugsgerelateerde schade te beperken.  
In de Introductie en de daaropvolgende hoofdstukken zijn verschillende sociologische, crimino-
logische en psychologische theorieën gepresenteerd in het kader van druggebruik. De Sociale 
Leertheorie benadrukt het belang van de sociale omgeving, waaronder vrienden, in het leerproces. 
Andere theorieën focussen op meer individuele beslissingsprocessen. Volgens de Rationele 
Keuzetheorie passen mensen een informele kosten-batenanalyse toe waarin de (verwachte) voordelen 
van druggebruik worden afgewogen tegen de nadelen, zoals fysieke, psychologische of sociale 
schade. Het Transtheoretisch Model beslaat vijf opeenvolgende fasen (voorbeschouwing, 
overpeinzing, beslissing, actieve verandering, stabilisatie) en is succesvol toegepast bij (initiatie van) 
druggebruik. De Theorie van Gepland Gedrag stelt dat gedrag, dus ook druggebruik, kan voorspeld 
worden door de (sterkte van de) intentie om dat gedrag te vertonen. 
Verschillende risicofactoren spelen een rol bij de initiatie van druggebruik: druggebruik van ouders 
en vrienden, opvoedstijl, attitude ten opzichte van druggebruik, persoonlijkheidskenmerken (onder 
andere sensation seeking, angst, depressie) en genetische factoren. Verder blijken een lage 
initiatieleeftijd van tabak, alcohol en/of cannabis, eerder druggebruik en de beschikbaarheid van 
middelen de kans op toekomstig druggebruik te verhogen. 
 
De onderzoeksopzet van de prospectieve studie creëerde de unieke gelegenheid om voorspellers van 
ecstasy-initiatie te identificeren. Regressieanalyse bracht aan het licht dat de intentie om ecstasy te 
gebruiken, een lager opleidingsniveau en wekelijks cannabisgebruik alle de kans op beginnend 
ecstasygebruik verhoogden. Intentie bleek de sterkste voorspeller. Hoewel het niet expliciet ons doel 
was om sociologische en psychologische theorieën te testen, liggen deze resultaten wel in lijn met de 
Theorie van Gepland Gedrag. Intentie kan beschouwd worden als vrije wil en dus als een individueel 
beslissingsproces. In deze context kunnen onze bevindingen geïnterpreteerd worden als indirecte 
steun voor de Rationele Keuzetheorie en het Transtheoretisch Model. Het feit dat wekelijks 
cannabisgebruik een voorspeller blijkt voor ecstasy-initiatie, is consistent met de wetenschappelijke 
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literatuur op dit terrein. De associatie tussen cannabisgebruik en een verhoogde kans op toekomstig 
gebruik van andere middelen is welbekend. Er bestaat echter nog geen eensgezindheid over de 
causale interpretatie van dit verband. Volgens Fergusson et al. (2006) ondersteunen hun resultaten 
van een longitudinale studie een causaal model zoals de gateway hypothese. Andere onderzoekers 
daarentegen, zoals Morral et al. (2002), concluderen dat de associatie tussen cannabisgebruik en 
toekomstig ander druggebruik evengoed het resultaat kan zijn van een onderliggende factor – zoals de 
‘neiging tot druggebruik’ – die zowel kan leiden tot een verhoogde kans op cannabisgebruik als een 
verhoogde kans op ander druggebruik.  
Aan de start van onze prospectieve studie hadden de toekomstige ecstasygebruikers vaker dan de 
persisterende niet-gebruikers ervaring met andere illegale drugs naast cannabis, maar dit bleek in het 
regressiemodel geen voorspeller voor ecstasy-initiatie. 
 
De rol van vrienden: initiatie en continuering 
 
In de wetenschappelijke literatuur over de etiologie van druggebruik wordt de rol van vrienden 
omschreven als een cruciale factor. Het druggebruik in de vriendenkring en de attitude van vrienden 
ten aanzien van drugs worden beschouwd als belangrijke determinanten van druggebruik. Deze 
determinanten reflecteren in essentie het belang van de sociale omgeving in het leerproces, zoals 
beschreven in de Sociale Leertheorie. Jonge mensen die drugs gebruiken hebben vaker 
druggebruikende vrienden dan hun leeftijdsgenoten die geen drugs gebruiken. Zoals uitgebreid 
behandeld in Hoofdstuk 5, blijkt druggebruik van vrienden een sterke voorspeller van eigen 
druggebruik.  
 
In dit proefschrift is de rol van vrienden onderzocht op een prospectieve en retrospectieve manier. 
Eén van de sterke punten van onze aanpak is de differentiatie tussen initiatie en continuering. In onze 
prospectieve studie hebben we onderzocht of ecstasygebruik in de vriendenkring een voorspeller is 
voor ecstasy-initiatie. Het bleek echter dat – in contrast met de wetenschappelijke literatuur – 
ecstasygebruik in de vriendenkring tijdens de nulmeting (dus aan het begin van de looptijd van de 
studie) het eerste ecstasygebruik niet kon voorspellen. Een mogelijke verklaring hiervoor zou kunnen 
zijn dat ecstasygebruik in de vriendenkring pas op een later tijdstip, dichter tegen de initiatie aan, een 
onderscheidende factor werd. De resultaten van logistische regressieanalyse lijken dit te 
ondersteunen: gedurende de studieperiode steeg bij de toekomstige gebruikers het aandeel 
respondenten met ecstasygebruikers in de vriendenkring, terwijl er geen verandering optrad bij de 
persisterende niet-gebruikers. Bovendien hadden ecstasygebruikers aan het eind van de studie een 
groter aantal ecstasygebruikende vrienden dan de persisterende niet-gebruikers. Deze verschillen 
suggereren dat het ecstasygebruik van vrienden een rol speelt bij ecstasy-initiatie. Onze retrospectieve 
bevindingen bij ecstasygebruikers bevestigen dit beeld en geven meer informatie over de aard van de 
rol van vrienden. Samengevat suggereren onze resultaten dat het eerste ecstasygebruik voorafgegaan 
wordt door een relatief korte transitie periode waarin het druggebruik in de vriendenkring toeneemt, 
voornamelijk door het proces van peer invloed.  
De meeste gebruikers hebben ecstasy leren kennen binnen hun bestaande vriendenkring, niet door 
‘peer pressure’, maar door een proces dat het best omschreven kan worden als normatieve invloed. 
Gedurende de continueringfase wisselen peerinvloed en peerselectie elkaar af in een dynamisch 
proces, maar ook in deze fase blijkt peerinvloed belangrijker dan peerselectie. Peerinvloed was 
wederkerig van aard; respondenten oefenen invloed uit en worden zelf beïnvloed. Bovendien kon 
peerinvloed, naast een bevorderend ook een remmend effect hebben op het ecstasygebruik. 
Concluderend kan gesteld worden dat de rol van vrienden bij beginnend en voortgezet ecstasygebruik 
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omschreven kan worden als een dynamisch, multidimensionaal proces, dat wellicht weerspiegelt dat 
recreatief druggebruik in het algemeen en ecstasygebruik in het bijzonder sociale activiteiten zijn. In 
de context van de Theorie van Gepland Gedrag kunnen druggebruik in de vriendenkring en de 
attitude van vrienden ten aanzien van druggebruik vertaald worden als de ‘subjectieve norm’ die 
vervolgens weer de ‘intentie’ kan beïnvloeden. 
 
Langdurig ecstasygebruik 
 
De effecten van langdurig ecstasygebruik op werk en relaties lijken gematigd, zelfs bij een gebruik 
van gemiddeld 900 tabletten. Onze bevindingen suggereren dat het mogelijk is om ecstasy te 
gebruiken en tegelijkertijd een normaal leven in de maatschappij te hebben, een proces dat 
‘normalisatie’ wordt genoemd. Aanhangers van de normalisatiehypothese stellen dat ‘recreatief 
druggebruik steeds meer geïntegreerd lijkt te zijn in de vrijetijdsbeleving van jonge mensen’ (Duff 
2005, p. 167). In een kwalitatieve studie onder ecstasygebruikers in de VS, vertelden gebruikers dat 
zij hun ecstasygebruik beschouwden als een recreatieve activiteit die hun alledaags functioneren niet 
nadelig beïnvloedde. Ze benadrukten het belang van goede schoolresultaten, het hebben van werk en 
het onderhouden van goede relaties en keurden dagelijks gebruik van ecstasy af. (Bahoraa et al. 
2009). Onze bevindingen lijken aan te tonen dat langdurig ecstasygebruik niet per definitie hoeft te 
leiden tot een sociaaleconomisch isolement. 
 
Methodologische en ethische aspecten 
 
Eén van de sterke punten van dit proefschrift is de combinatie van verschillende methodologische 
designs in drie onderzoeksgroepen die alle fasen van een ecstasycarrière beslaan (met uitzondering 
van het stoppen met gebruik). Bovendien is er naast vragenlijsten gebruik gemaakt van face-to-face 
interviews die ons in staat stellen een unieke blik te werpen in de belevingswereld van de 
ecstasygebruiker. 
 
Het meest unieke aspect van de NeXT Study is ongetwijfeld de inclusie van de prospectieve 
longitudinale onderzoeksgroep van ecstasynaïeve respondenten met een redelijk hoge kans op 
ecstasygebruik in de nabije toekomst. Voorafgaand aan het onderzoek had een power-analyse 
uitgewezen dat 50 nieuwe ecstasygebruikers nodig zouden zijn voor statistisch valide uitspraken. In 
die opzet zijn we geslaagd, met 65 respondenten die tijdens de looptijd van de studie voor het eerst 
ecstasy gebruikt hebben. De onderzochte groep was niet representatief voor de populatie van mensen 
die overwegen om voor het eerst ecstasy te gebruiken. We hebben de kandidaten gevonden met 
behulp van verschillende rekruteringsstrategieën op verschillende locaties, hetgeen een breed, 
heterogeen sample opleverde. Gezien de bijzondere omstandigheden van de studie – specifieke 
medische inclusiecriteria, intensief medisch-psychologisch onderzoek en de voorwaarde om twee 
weken geen drugs (ook geen cannabis) en een week geen alcohol te gebruiken – zou wellicht zelfs 
random sampling uiteindelijk geresulteerd hebben in een selectieve groep. Het prospectieve, 
longitudinale design stelde ons in de gelegenheid voorspellers voor ecstasy-initiatie te identificeren en 
verschillende variabelen, zoals druggebruik in de vriendenkring, in de tijd te volgen. Maar ditzelfde 
prospectieve design creëerde mogelijk ethische problemen. Een cruciaal ethisch dilemma was het feit 
dat we respondenten niet wilden aanmoedigen om ecstasy te gebruiken. Alle respondenten moesten 
een zogenaamd ‘informed consent’ formulier ondertekenen, waarin ondermeer vermeld werd dat 
deelname vrijwillig was, ecstasy mogelijk schadelijk was en de onderzoekers het gebruik van ecstasy 
niet wilden aanmoedigen. Bovendien ontvingen alle deelnemers een gedetailleerde brochure met een 
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uitgebreide beschrijving van de mogelijk schadelijke effecten van ecstasy. Natuurlijk moet men in 
overweging nemen dat het geven van informatie over ecstasy invloed kan hebben gehad op het 
beslissingsproces van de respondenten.  
Op geen enkele manier wilden we mensen stimuleren om ecstasy te (gaan) gebruiken gedurende onze 
studie als ze dat anders niet zouden hebben gedaan. Het beste bewijs dat dit niet gebeurd is, is dat 
meer dan de helft van de deelnemers uiteindelijk geen ecstasy gebruikt heeft. 
 
Ook in onze cross-sectionele studies van ecstasygebruikers lopen we tegen beperkingen aan. De 
grootte van de onderzoeksgroep is voldoende bij het sample van 106 gebruikers, maar is aan de lage 
kant bij de oudere gebruikers (n=29). Daarom moet de laatstgenoemde studie dan ook beschouwd 
worden als een exploratieve studie. Beide samples zijn bovendien niet representatief voor de 
populatie van ecstasygebruikers. Echter, Topp et al. (2004) concluderen uit hun onderzoek dat niet-
random sampling van relatief grote aantallen ecstasygebruikers beschouwd kan worden als voldoende 
representatief. Een andere beperking is dat we de gegevens verkrijgen via zelfrapportage. In de face-
to-face interviews hebben we gebruik gemaakt van een zogenaamde ‘context-ondersteunde ecstasy 
tijdslijn’ waardoor het herinneren van ecstasygebruik makkelijker wordt en de nauwkeurigheid 
daarvan toeneemt, wat de validiteit van de studies ten goede komt. Bovendien fungeerden sommige 
vragen uit de vragenlijst als validatie van antwoorden in de interviews.  
Tot slot is polydruggebruik een zeer belangrijke verstorende variabele in onderzoek bij recreatieve 
ecstasygebruikers. Wellicht heeft dit geen grote invloed gehad op de bevindingen met betrekking tot 
de rol van vrienden bij ecstasy-initiatie en continuering. Daarentegen, bij het onderzoek onder de 
oudere gebruikers, gekenmerkt door zeer intensief polydruggebruik, is het moeilijk de (positieve of 
negatieve) effecten op het sociaal functioneren specifiek toe te schrijven aan ecstasy. Recent 
onderzoek toont inderdaad aan dat de subacute effecten van ecstasy op gemoedstoestand en cognitief 
functioneren, mogelijk (deels) te wijten zijn aan chronisch polydruggebruik en slaaptekort na gebruik 
(Pirona & Morgan 2009). 
 
Implicaties voor het drugbeleid, preventie en drug educatie 
 
Het drugbeleid omvat strafbaarstelling (prohibitie versus decriminalisering), wetshandhaving, 
behandeling, drugspreventie en -educatie. In dit deel van de Discussie geven we een beknopt 
overzicht van de effecten van wetshandhaving, drugspreventie en -educatie op de mate van 
druggebruik. 
Het lijdt geen twijfel dat gedragsverandering zeer moeilijk te bewerkstelligen is. Niettemin geloven 
we dat de bevindingen gepresenteerd in dit proefschrift waardevolle inzichten verschaffen en 
bespreken we de implementatie ervan in drug preventie en educatie. 
 
Drugswetten schrikken gebruikers niet af 
Prohibitie vormt de hoeksteen van het mondiale drugbeleid. Het doel is een sterke boodschap te 
sturen naar de maatschappij: het gebruik van (sommige) drugs is schadelijk voor de gezondheid, 
ontwricht de maatschappij en tast de waardigheid van het individu aan. Het streven is om de productie 
en handel van drugs te verminderen, dealers te bestraffen en gebruikers af te schrikken. Een cruciale 
vraag is of deze aanpak zijn vruchten afwerpt.  
In een recent verschenen rapport over de illegale drugsmarkt (Reuter & Trautmann 2009) is een 
inschatting gemaakt van de ontwikkelingen op de wereldwijde drugsmarkt van 1998 tot 2007 en in 
hoeverre het drugsbeleid invloed heeft gehad op het drugsprobleem. De onderzoekers vonden geen 
bewijs dat de mondiale drugproductie en -handel, noch het drugprobleem, zijn verminderd gedurende 
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deze periode. De voornaamste targets van wetshandhaving bleken kleine handelaars en gebruikers. 
Veruit de meeste arrestaties betreffen dan ook dealers aan het einde van de keten. In de Europese 
Unie zijn tussen 2001 en 2006 17598 mensen gearresteerd in verband met ecstasy (dit is 1.9% van 
alle drugsarrestaties in de EU). In de meeste Westerse landen zijn de prijzen van drugs gedaald, zelfs 
in die landen met een harde aanpak gericht tegen handelaren. Er zijn geen aanwijzingen dat drugs 
moeilijker te krijgen zijn.  
Het rapport concludeert dat het drugbeleid vele onbedoelde negatieve consequenties heeft: criminele 
zwarte markten, beleidsverschuivingen (van een focus op volksgezondheid naar een focus op 
bestraffing), geografische verschuivingen, verschuivingen in druggebruik (naar minder controleerbare 
drugs), gebrek aan kwaliteitscontrole en een negatieve publieke perceptie van de gebruikers van 
illegale middelen.  
Bovendien blijkt uit Australisch onderzoek dat drugswetten cannabisgebruikers niet afschrikken en 
dat mensen die veroordeeld zijn voor cannabisgebruik niet stoppen met gebruik (Lenton 2000). 
Vanuit een criminologisch perspectief blijken straffen in hun algemeenheid geen grote 
afschrikwekkende invloed te hebben (Akers 1994; Inciardi 1999; Paternoster 1989). Het feit dat in 
ons onderzoek illegaliteit zelden genoemd wordt door ecstasy-naïeven als reden om geen ecstasy te 
gebruiken (zie Hoofdstuk 3), is hiermee volledig in lijn. 
Het is onmiskenbaar dat de drugswetgeving niet het beoogde afschrikwekkende effect heeft op het 
gebruik van ecstasy en andere drugs. Een logische volgende vraag is dan of drugspreventie en 
drugseducatie dit wel kunnen beïnvloeden? 
 
Preventieprogramma’s zijn niet effectief 
Het doel van preventieprogramma’s is druggebruik te voorkomen of te verminderen. Zoals besproken 
in Hoofdstuk 3 hebben meta-analyses aangetoond dat op populatieniveau preventie niet bewezen 
effectief is, hoewel sommige goed ontworpen universele ‘competentie verhogende programma’s’ het 
druggebruik licht kunnen verminderen. Programma’s enkel gebaseerd op kennisoverdracht of het 
bewerkstelligen van angst zijn niet effectief. Er wordt weinig geld gespendeerd aan preventie. In 
Nederland gaat slechts een minimaal deel (2%) van de totale drugs uitgaven naar preventie, terwijl 
75% van het budget gespendeerd wordt aan wetshandhaving (Bossong et al. 2009).  
Een belangrijke ontwikkeling is dat selectieve preventie, gericht op specifieke kwetsbare groepen, 
steeds meer aandacht krijgt. Specifieke risico groepen kunnen wellicht beter benaderd worden door 
middel van specifieke gezondheidsbevorderende drug educatie programma’s in plaats van met 
universele interventies. Bovendien wint harm reduction (of: risicobeperking) terrein in verschillende 
landen. Harm reduction blijft echter de gemoederen verhitten: tegenstanders zijn bezorgd dat harm 
reduction de ‘verkeerde boodschap zendt’ en kan geïnterpreteerd worden als het moreel goedkeuren 
van druggebruik. Voorstanders redeneren dat risicobeperkingsstrategieën gebaseerd zijn op de 
realiteit van druggebruik en –misbruik (Reuter & Trautmann 2009). Geschat wordt dat in Nederland 
in 2003 220 miljoen euro is gespendeerd aan harm reduction programma’s (dit is 10% van de totale 
druggerelateerde uitgaven dat jaar) (Bossong et al. 2009). 
 
Kan de intentie om ecstasy te gebruiken verminderd worden? 
In dit proefschrift hebben we belangrijke determinanten van beginnend en voortgezet ecstasygebruik 
geïdentificeerd, in het bijzonder intentie en de rol van vrienden. Een cruciale vraag is of deze 
determinanten effectief kunnen beïnvloed worden door drugeducatie. De bevindingen van het 
prospectieve onderzoek kunnen waardevol zijn bij het voorkómen of uitstellen van het eerste 
ecstasygebruik. Intentie, lager opleidingsniveau en wekelijks cannabisgebruik voorspelden alle 
ecstasy-initiatie, waarbij intentie de meest krachtige voorspeller was. Hieruit kan geconcludeerd 
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worden dat preventieactiviteiten zich zouden moeten richten op jonge volwassenen die sterke 
intenties hebben om ecstasy te gebruiken, met name als ze ook regelmatig cannabis roken. Het 
probleem is echter dat intentie – interpreteerbaar als vrije wil of bewuste keuze – één van de 
determinanten van ecstasygebruik is die notoir moeilijk te beïnvloeden is door drugeducatie. Volgens 
de Theorie van Gepland Gedrag wordt het concept intentie gevormd door de attitude van het individu, 
de subjectieve norm en de waargenomen gedragscontrole (zie Hoofdstuk 4). De attitude en het 
druggebruik van vrienden – die zich vertalen als de subjectieve norm – kunnen dus de intentie, en 
daardoor het gedrag, van het individu beïnvloeden; wat ze potentieel geschikte targets voor drug 
educatie maakt. 
De bevindingen gepresenteerd in dit proefschrift bevestigen dat vrienden frequent de ecstasy-initiatie 
beïnvloeden. Het is echter niet zo dat nieuwe ‘verkeerde vrienden’ de jongere onder druk zetten om 
ecstasy te gaan gebruiken; de meeste gebruikers hebben ecstasy leren kennen in hun bestaande 
vriendenkring. In de meeste gevallen zijn er enkele mensen in een vriendenkring die al ecstasy 
gebruiken, wat de interesse en nieuwsgierigheid oproept van anderen. Hoewel respondenten ons 
vertelden dat vrienden inderdaad een rol hebben gespeeld in de initiatie, benadrukten ze dat het 
volledig hun eigen keuze was. Onze bevindingen liggen in dezelfde lijn als de resultaten van een 
recente Nederlandse studie onder feestgangers, waarin gebruikers stelden dat het ‘not done is om niet-
gebruikende vrienden aan te moedigen om ecstasy te proberen’, maar door hun enthousiaste verhalen 
over het middel hebben ze wellicht toch een aanmoedigende werking gehad (Peters et al. 2008b). 
Kwalitatief onderzoek naar tabak-initiatie toont ook aan dat de invloed van vrienden voornamelijk 
normatief is, in tegenstelling tot de alom bekende ‘peer pressure’ (Stewart-Knox et al. 2005).  
De verslavingszorg moet zich er dus van bewust zijn dat jonge mensen, die op het punt staan om te 
experimenteren met drugs zoals ecstasy, het gevoel hebben autonome, individuele keuzes te maken. 
Men moet deze jonge mensen niet benaderen alsof ze onder sterke, negatieve druk van hun sociale 
omgeving staan. Drugeducatie met een persoonlijke boodschap, gericht aan jonge mensen met sterke 
intenties die zich bevinden in een kritische transitieperiode met toenemend ecstasygebruik in de 
vriendenkring, zal wellicht de beste resultaten hebben in het voorkómen, of meer realistisch, 
uitstellen, van het eerste ecstasygebruik. 
 
Vriendschap netwerken 
Ook in de continueringsfase van ecstasygebruik spelen vrienden een belangrijke rol. Ecstasygebruik 
is inderdaad een sociale activiteit, mede te danken aan de entactogene eigenschappen van het middel 
waardoor een gevoel van verbondenheid gecreëerd wordt. Ecstasy wordt gezamenlijk gebruikt en 
gebruikers bespreken onderling verschillende strategieën om de ecstasyroes te maximaliseren en de 
bijwerkingen te beperken. Vrienden worden beschouwd als één van de meest belangrijke 
informatiebronnen (Falck et al. 2004; Hansen et al. 2001b; Jacinto et al. 2008; Murphy et al. 2006; 
Sherlock & Conner 1999; Zarate et al. 2006; Zuckerman et al. 1989), en hetzelfde geldt voor de 
gebruikers in onze studies (data niet gepubliceerd in dit proefschrift). Onze bevindingen beschreven 
in Hoofdstuk 5 tonen aan dat vrienden niet alleen een stimulerende invloed kunnen hebben op het 
gebruik, maar ook een remmende. Deze remmende invloeden zijn informele sociale controle 
mechanismen die een bijdrage kunnen leveren aan het matigen van druggebruik. Kennis over ecstasy 
– accuraat of niet – vloeit op een dynamische manier door de vriendenkring. Op deze manier kunnen 
vriendschap netwerken een cruciale rol spelen in het bevorderen van veiliger ecstasygebruik (Jacinto 
et al. 2008). Onze aanbeveling is dat deze aspecten geïntegreerd worden in drugeducatie, met een 
focus op het versterken van het proces van remmende invloed, waarbij vrienden elkaar aanspreken op 
riskant gedrag. Vrienden kunnen immers effectieve leermeesters zijn als ze over de juiste accurate 
kennis beschikken, gebaseerd op recent wetenschappelijk onderzoek (Jacinto et al. 2008). Peer 
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educatie door jonge ecstasygebruikers – zoals reeds gebeurt in het nationale peer educatie project 
Unity (Bleeker & Jamin 2003; Noijen 2005) – kan een vitale bijdrage leveren aan selectieve 
drugeducatie en risicobeperking. 
 
Risico’s en voordelen: ecstasy in de weegschaal  
Sommige professionals veronderstellen dat jongeren bepaalde drugs gebruiken uit gebrek aan kennis 
(Kelly 2005), maar volgens Parker et al. (1989) nemen jonge recreatieve druggebruikers berekende 
risico’s in een informele kosten-baten analyse. Er is duidelijk bewijs dat ecstasygebruikers zich 
bewust zijn van de risico’s (Duff 2005; Gamma et al. 2005; Hansen et al. 2001a; Kelly 2005; Levy et 
al. 2005; Murphy et al. 2006; Peters et al. 2008b; Rodgers et al. 2006; Topp et al. 1999; Wibberley & 
Price 2000; Yacoubian et al. 2004; Yacoubian et al. 2003; Zarate et al. 2006). Desondanks blijven ze 
het middel gebruiken. Samengevat: kennis over de gezondheidsrisico’s van ecstasy wordt succesvol 
overgedragen aan gebruikers, maar deze informatie leidt er niet toe dat ze stoppen met gebruik (Peters 
et al. 2008b). De informatie over risico’s lijkt weinig impact te hebben op gebruikers; ze evalueren de 
persoonlijke relevantie ervan als laag (Gamma et al. 2005). In een kwalitatieve studie onder 
ecstasygebruikende studenten concludeerden Levy et al. (2005): ‘de gebruikers ervaren de verhalen 
over dood en ernstige hersenschade als niet representatief voor de meeste gebruikers’. In de reeds 
eerder genoemde Nederlandse studie werd lange termijn gezondheidsschade niet genoemd als reden 
om te stoppen met gebruik. Hoewel ze zich goed bewust waren van de risico’s van ecstasygebruik, 
waren ze toch niet ongerust over de lange termijn effecten van hun eigen gebruik, omdat bijna 
niemand serieuze gezondheidsproblemen had ervaren (Peters et al. 2008b).  
Misschien nog wel belangrijker dan als laag ervaren persoonlijke relevantie van de risico’s, is het feit 
dat verschillende studies suggereren dat de meeste ecstasygebruikers vinden dat de voordelen van 
ecstasygebruik groter zijn dan de nadelen (Bahoraa et al. 2009; Duff 2008; Hansen et al. 2001a; 
Hinchliff 2001; Murphy et al. 2006; Parks & Kennedy 2004; Rodgers et al. 2006; Shewan et al. 
2000). De meeste recreatieve gebruikers maken informele kosten-baten analyses, hetgeen indirect de 
Rationele Keuzetheorie ondersteunt. De bevindingen gepresenteerd in dit proefschriften passen 
naadloos in dit plaatje. In ons sample van 106 ecstasygebruikers, gaf 85% aan positieve lange termijn 
gevolgen te ervaren, voornamelijk de verbetering van sociale relaties (49%). 45% meldde negatieve 
lange termijn effecten, zoals verminderd geheugen (18%) en verminderde stemming (8%) (data niet 
gepubliceerd in dit proefschrift). Men kan zich afvragen of de balans uitslaat naar de negatieve 
effecten bij langduriger ecstasygebruik. Echter, in onze exploratieve studie onder langdurige oudere 
gebruikers (Hoofdstuk 6) gaf eveneens de meerderheid aan dat ecstasy een positieve rol had gespeeld 
in hun leven, met name op het sociale vlak, hoewel ze zeker ook negatieve effecten noemden (zoals 
de dip en vermoeidheid na gebruik en geheugenproblemen).  
Het is daarom van essentieel belang dat drugeducatie erkent dat druggebruik ook plezier 
teweegbrengt en voordelen heeft, in plaats van exclusief te focussen op risico’s en schade. Inzicht in 
hoe de gebruikers plezier en schade ervaren is cruciaal. De Canadese onderzoeker Cameron Duff 
verwoordde het op de volgende manier: ‘Druggebruik is een heterogeen complex van bewuste en 
onbewuste keuzes en beslissingen, lichamelijke en mentale sensaties, structurele en contextuele 
aspecten’ (Duff 2008, p.385). Een mogelijke invalshoek voor drugeducatie is focussen op 
optimalisering van de ecstasyervaring. Op deze manier worden handvaten aangereikt die niet enkel de 
roesbeleving vergroten, maar tegelijkertijd de risico’s beperken. Een belangrijke factor in de 
maximalisatie van de ecstasy ervaring is het beperken van de gebruiksfrequentie. Wekelijks en 
tweewekelijks gebruik leidt immers tot tolerantie en ‘loss of magic’ en een grotere kans op 
depressieve gevoelens in de week na gebruik (de beruchte ‘dinsdagdip’) (Jacinto et al. 2008; Parrott 
2005). De meeste ecstasygebruikers passen inderdaad harm reduction strategieën toe met als doel de 
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ecstasyervaring te maximaliseren en de negatieve effecten te minimaliseren (Akram & Galt 1999; 
Allott & Redman 2005; Hansen et al. 2001a; Levy et al. 2005; Measham et al. 2001; Murphy et al. 
2006; Panagopoulos & Ricciardelli 2005; Peters et al. 2008b; Rodgers et al. 2006; Shewan et al. 
2000; Solowij et al. 1992). Volgens Peters et al. (2008b) levert het promoten van dit gedrag wellicht 
meer gezondheidswinst op voor feestgangers dan pogingen deze mensen te laten stoppen met gebruik, 
gezien de moeilijkheid om de determinanten van ecstasygebruik te beïnvloeden en gezien het feit dat 
de meeste gebruikers na een tijd spontaan stoppen. 
 
Conclusie 
Het is onmiskenbaar dat wetshandhaving niet het beoogde afschrikwekkende effect heeft op het 
gebruik van ecstasy en andere drugs, zoals bedoeld door nationale en internationale drugswetgeving. 
Bovendien slagen preventieprogramma’s er over het algemeen niet in om het druggebruik te 
verminderen. Het Nederlandse drugbeleid kan omschreven worden als harm reduction georiënteerd. 
De bevindingen gepresenteerd in dit proefschrift ondersteunen een dergelijk risicoreductie beleid. 
Drugeducatie gericht op partydruggebruikers zou wetenschappelijke bevindingen moeten vertalen in 
makkelijk te begrijpen harm reduction strategieën. Een holistische benadering waarbij druggebruik, 
leefstijl, vrienden en gedragsaspecten (zoals slaap en voeding) gelijktijdig worden belicht, zal wellicht 
het meest effectief zijn in het bevorderen van veiliger ecstasygebruik. Omdat de meeste 
ecstasygebruikers ook andere middelen consumeren, is het belangrijk informatie te verstrekken over 
druginteracties. Een positieve toon en respect voor de ecstasy/dance life style zijn van vitaal belang 
(Decorte et al. 2003). Zowel druggebruik als kennis over middelen verspreiden zich op een 
dynamische manier in vriendenkringen. Sociale netwerken en peereducatie zijn dan ook hoekstenen 
in succesvolle drugeducatie. 
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waardevolle commentaar op mijn manuscripten en voor je inspirerende wetenschappelijke visie op 
middelengebruik en afhankelijkheid. 
De overige leden van de promotiecommissie, prof. dr. Tom Decorte, prof. dr. Dike van de Mheen, 
prof. dr. Tom F.M. ter Bogt en prof. dr. Tom Blom wil ik bedanken voor hun kritische beoordeling 
van mijn proefschrift. In het bijzonder wil ik Tom Decorte bedanken. Tom, je onderzoek naar de 
sociale aspecten van druggebruik is een inspiratiebron voor mij. Dankjewel voor je uitnodiging te 
mogen spreken op jullie studiedag ‘XTC in Vlaanderen’. 
 
De ‘meisjes’ van de NeXT Study, waarmee ik bijzonder intensief heb samengewerkt: Maartje de 
Win, Gerry Jager en Thelma Schilt. Ik wil jullie bedanken voor de prettige samenwerking. 
Maartje, je hebt een prachtig en veelzijdig proefschrift geschreven. Ik wens je succes met de rest van 
je carrière en vele mooie momenten met je gezin. Gerry, geweldig om te zien hoe jij je ontwikkeld 
hebt tijdens je promotietraject. Hou me op de hoogte van je inspirerende onderzoek en geniet van je 
huis op het platteland. Thelma, gefeliciteerd met je promotie. Geniet van je dochters, ze worden groot 
voordat je er erg in hebt. 
 
Ook de andere medewerkers aan de NeXT Study wil ik bedanken voor de jarenlange prettige 
samenwerking: prof. dr. G. den Heeten, dr. J. Booij, dr. L. Reneman, prof. dr. B. Schmand en 
prof. dr. N.F. Ramsey.  
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Mijn toenmalige collega’s bij het Bonger Instituut: Annemieke, ik kon steeds bij je terecht met 
allerlei vragen over statistiek. Je hebt een belangrijke bijdrage geleverd aan mijn onderzoek. Ton, 
jouw kennis over drugs en de danscultuur is fenomenaal. Bedankt voor je bijdrage aan de de eerste 
intensieve rekruteringsweek, dat was succesvol en gezellig. Je schrijfstijl is een voorbeeld voor mij 
(maar ik kan er geenszins aan tippen). Ik wens je veel succes met je promotie. Marije, bedankt voor 
de gezelligheid en je goede statistische kennis. Succes bij het schrijven van je artikelen en je promotie 
onderzoek. Patrick, jouw hulp bij de rekrutering was cruciaal. Ik wil je in het bijzonder bedanken 
voor de interviews met de langdurige ecstasy gebruikers, die je deels voor je rekening hebt genomen. 
Je was een fijne kamergenoot. De student-assistenten Leila, Fernando en Vanessa dank ik voor de 
logistieke hulp en data-invoer. De andere collega’s, waaronder Tibor, Sjors en Erika, bedankt voor 
de goede collegiale sfeer. 
Verder een woord van dank voor mijn scriptie studenten Lonneke en Suzanne, en de 
veldwerkassistenten Daniëlle, Anouk, Frits, Sara, Bart, Anneli, Jessica, Femke, Felix en 
Eleonora, zonder jullie was het nooit gelukt voldoende geschikte deelnemers te vinden. Michael 
Dallas, jij bent verantwoordelijk voor het mooie Engels van mijn publicaties (hoofdstuk 2 tot en met 
hoofdstuk 6), ik had het zo goed niet kunnen zeggen. 
Dank aan alle deelnemers aan het onderzoek. De respondenten die ik geïnterviewd heb, wil ik 
bedanken voor het openhartig delen van hun verhaal. 
 
Lieve Unity vrienden, bedankt voor alle vriendschap en intense momenten. Jaap, bedankt omdat je 
vanaf het begin in mij geloofde en me mooie kansen hebt geboden. Dankzij jou ben ik aan de slag 
gegaan bij het Bonger Instituut en ligt dit proefschrift er nu.  
 
Lieve familie en vrienden, ik wil jullie bedanken omdat ik altijd bij jullie terecht kon. Bedankt voor 
het verdragen van mijn gezeur als het weer eens niet lukte de juiste proefpersonen te vinden en andere 
toestanden. Opa, jammer dat je dit niet meer mag meemaken. Oma, mijn goede geheugen heb ik vast 
van jouw geërfd. Paps en mams, bedankt voor de fijne jeugd, vol waardering en vrij van geloof. 
Jullie laten al jullie kinderen doen wat ze graag doen, of dat nu wetenschap, kunst of techniek is. Ik 
denk dat ik ook voor mijn broers en zus mag spreken als ik zeg dat we dat heel erg waarderen. 
(Schoon)broers en (schoon)zusjes, Martijn & Evi, Barend & Lily, Lenne & Tim, Peggy & Vincent 
(toch ook een soort broer en zus), ik zie jullie niet zo vaak als ik zou willen, maar ik geniet van de tijd 
die we samen delen. Lieve Laura, mijn beste vriendin sinds het eerste jaar van de middelbare school. 
Wij hebben samen al zoveel watertjes doorzwommen en onze vriendschap blijft bestaan. Bijzonder 
om daar toch even bij stil te staan. Je telefonische bijstand via Skype is goud waard.  
 
Dorien & Joost, Jacqueline, Dennis, Bouke, Matthijs, Daan, Marjolein, Renske, Sebas, Rick, Sas, 
Erika, Jasper, Walter, Dirk, Hans, Steven, Eltjo, Dieke, Sandra en de rest, bedankt voor jullie 
vriendschap. 
 
Lieve paranimfen, zusje Lenne en vriendin Jacqueline, fijn dat jullie me bijstaan tijdens de promotie. 
Zusje Lenne )’( 
 
Liefste Bart. Dit jaar zijn we 15 jaar samen, dat is de helft van mijn leven. Je bent al 15 jaar mijn 
grote liefde en beste maatje. Dank je voor alle liefde en geduld, je fantastische humor en technisch 
vernuft. Fijn dat je meegaat in mijn wilde plannen en samen met mij over de wereld reist. Ik weet dat 
je af en toe dacht ‘wat een waanzin, die promotie’, maar je bent me altijd blijven steunen, op welke 
manier dan ook. Wij blijven gewoon altijd samen. 
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neuroscience onderwijs in de bachelor biomedische wetenschappen aan de Vrije Universiteit.  
 


	01
	Thesis 17x24 definitief 17-09-09.pdf

