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Snapshot of findings

Of those, the most commonly used were 
cannabis 25%, cocaine 11%, and ecstasy 11%

1/3 of 18-24-year-olds used an illicit 
drug in the past 12 months

25%

cannabis

3%

Increase

11%

cocaine

11%

ecstasy

1/3 18-25 age-group 
most likely to have used illicit drugs recently, yet they 
have lowest drug-related death rate

Significant increases 
in rates of ecstasy, 
cocaine and ketamine 
use by young adults 
between 2016-19

The 3% increase in drug use between 2016-19 was solely 
by young males

Young males use illicit drugs more than young females across all 
drug types, with significant increases between 2016-19

Young adult workers 
more likely to use illicit drugs than other young adults

Higher risky drug use 
behaviours by young 
adults working in
construction and commercial 
cooking industries, and among 
hospitality workers

Ecstasy 7% to 13% 
(females 9% to 8%)

Cannabis 25% to 30% 
(females 22% to 20%)

Compared to international counterparts

x2
x2

Cocaine use is double that of young adults in USA and Europe

Average dose of ecstasy consumed in one session twice as much as USA and UK

Cocaine 6% to 13% 
(females 5% to 8%) 
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Why we did this research
Young adults aged 18-25 are the most likely to have used illicit drugs in the past 12 months of any age group in 
Australia. We know that some subgroups of young adults are more likely to use drugs in ways that put them at 
high risk of harm.1 

The aims of this research were two-fold:

• We wanted to understand the extent, settings, patterns of use and commonly used drug types by young 
adults	in	Australia	and	identify	high-risk	subgroups	and	behaviours	most	likely	to	benefit	from	harm	
reduction	efforts.

• We	wanted	to	know	what	works	in	terms	of	effective	harm	reduction	messaging	for	young	adults.	

How we did the research 
Relevant data sources were reviewed to better understand illicit drug use patterns in Australian young adults, 
including the 2019 National Drug Strategy Household Survey (NDSHS) and the 2019 Ecstasy and Related Drugs 
Reporting System (EDRS). 

A narrative review of evidence for harm reduction messaging for young adults who are already using illicit 
drugs	(rather	than	preventing	uptake)	was	also	undertaken	to	determine	the	most	effective	types	of	messaging	
interventions and delivery modes for this age-group. 

What we found 

Illicit drug use 

• Young adults, aged 18-24 years, are most likely to have used illicit drugs in the past 12 months, compared to 
any other age group. 

• The most commonly used illicit drugs, for those who had used drugs in the past 12 months, were cannabis 
(25%), cocaine (11%) and ecstasy (11%). 

• There	were	significant	increases	in	the	use	of	cocaine	(up	by	6%),	ecstasy	(up	by	3%),	and	ketamine	(up	by	
3%) by young adults between 2016-19. 

• Compared	to	other	countries,	a	significantly	higher	proportion	of	Australian	young	adults	use	cocaine	and	
ecstasy. Australian young adults also consume more ecstasy pills per session than their international peers.  

• Polydrug use is common among those who use illicit drugs. EDRS data show 95% of respondents used 
more than one drug (including alcohol) when they last used a stimulant and 76% combined stimulants and 
depressants. 

• The highest rates of drug-related hospitalisations across all age groups were in those aged 20-29 years. 

• NSW, VIC, NT, and ACT had the highest proportions of recent drug use among 18-24-year-olds, with all four 
regions recording increases in drug use between 2016-19. 

• Drug-induced deaths were least common in young adults compared to other age groups – despite 
18-25-year-olds having the highest rates of recent drug use. 

• Opioids were the leading cause of drug-related deaths in 15-24-year-olds. 

• Since 2013, there has been a slight increase in the number of deaths of 15-24-year-olds from anti-epileptic 
drugs, barbiturates, benzodiazepines, and anti-Parkinson drugs. These drugs are the second highest cause of 
drug-related deaths in this age-group. 

Executive Summary
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High risk groups 
Our	research	identified	higher	rates	of	illicit	drug	use	and	high-risk	drug	taking	behaviours	in	a	range	of	young	
adult	groups,	demonstrating	a	significant	need	for	harm	reduction	messages	that	specifically	engage	with	
these groups.   

Higher use of ecstasy, cannabis, and amyl nitrite. Within this group, young 
adults who engage in Party and Play (sometimes known as chemsex) have been 
identified	with	high-risk	drug	types	(methamphetamines,	ketamine	and	GHB/
GBL), drug behaviours and polydrug use. 

What works? 
There is limited evidence available on the impact of drug harm reduction programs, services, campaigns and 
messages targeting young adults.  

While peer and community organisations do an enormous amount of work in drug harm reduction, there has 
been little research in this space. Evaluation of peer-led harm reduction communications is needed so future 
campaigns and activities can be designed using a well-developed evidence base.  

From	the	evidence	available,	several	key	components	stand	out	as	being	integral	to	effective	harm	reduction	
messaging aimed at young adults.

• Young adults must be involved in co-design to ensure harm reduction messages are relevant, engaging and 
accepted. When these activities are carried out in the language of subcultures and delivered through peers, 
the messaging becomes culturally relevant, trusted, and credible. These types of peer-led processes have the 
potential to help overcome stigma that can be associated with help-seeking. 

• Messaging should incorporate real information on actual situations, be non-judgemental, and relatable to 
young adult experiences with reasons for drug taking included (e.g. for fun and pleasure seeking). 

• Understanding key motivations for using drugs among young adults is critical in order to shape messaging. 
For instance, young people with a positive attitude towards drugs (e.g. that believe drugs are fun), have been 
found	to	influence	consumption	behaviour,	and	also	how	they	believe	drug	issues	should	be	addressed	in	
their communities.

• Recognising young adults as a non-homogenous group is critical. Young adults are made up of diverse and 
complex	subgroups	with	different	social,	political,	geographic,	and	cultural	backgrounds	and	needs.			

• For	specific	industries	or	social	groups	where	frequent,	heavy,	or	high-risk	drug	use	is	the	norm,	use	targeted	
messages	that	recognise	the	environment,	social	influencers,	pressures,	and	interactions	that	contribute	to	
drug use.

Groups include: 

Higher drug use overall and across each drug type. Young men led the 
increase in recent drug use between 2016-19. They also had 50% more 
hospitalisations due to drug use than young women. 

Young adult males

Young adult trainees/
apprentices

High instances of risky drug use (particularly in male-dominated industries 
like carpentry and commercial cooking, and hospitality workers). 

Young adults who use 
ecstasy and cocaine

Increased use between 2016-19 (especially by males), and higher dose per 
session by young Australians. 

Young adult LGBTIQ+ 
people

Significant	polydrug	use	among	young	adults,	particularly	alcohol	alongside	
illicit drugs, and the role of polydrug use in drug-related deaths and 
hospitalisations.  

Polydrug use
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• Most harm reduction campaigns, regardless of the place or mode (festival, workplace, digital or face-to-
face),	are	more	effective	when	they	include	some	level	of	interaction	with	a	real	person	–	either	face-to-face	
or online.  

• Targeted	harm	reduction	efforts	should	be	aimed	at	venues	with	increased	ecstasy	and	cocaine	use	such	as	
night clubs, bars, parties, and music festivals. 

• Digital	technologies	have	a	lot	of	potential	for	drug	harm	reduction	efforts	aimed	at	young	adults	as	stand-
alone methods of providing harm reduction services or integrated into broader programs. Smartphone apps 
and	web-based	services	offer:	

 - anonymity where stigma may be a barrier 

 - reach to rural and remote areas 

 - 24-hour access 

 - screening and assessment tools at a low cost.   

Overall, the literature on harm reduction messaging tells us that harm reduction communications should be 
positive, truthful, culturally and locally relevant, informative and action oriented. The engagement of young 
adults	in	co-designing	harm	reduction	efforts	is	critical	to	achieving	this.		

Our recommendations 
This Report summarises the latest available evidence on illicit drug use by Australians aged 18-25 years, noting 
the	patterns	and	subgroups	who	use	illicit	drugs	in	a	way	that	puts	them	at	increased	risk	of	harm;	specifically:				

• high-risk subgroups (young adult males, trainees, and apprentices, LGBTIQ+ young adults)  

• high-risk drug types (ecstasy, cocaine, and methamphetamine)   

• high-risk drug behaviours (polydrug use, Party and Play/chemsex) 

• high-risk venues (nightclubs, bars, and music festivals). 

We recommend the development of targeted messages in programs, services, and campaigns to engage these 
specific	high-risk	groups	using	the	harm	reduction	components	highlighted	above,	with	co-design	central	to	
ensuring the response is credible, relevant, and accepted.  

Recognising the important work already happening in this space, we also recommend supporting community 
and peer-led organisations working with these young adults to build capacity, including program and service 
evaluation. In this way we can contribute to the evidence base to strengthen harm reduction communication 
efforts.	
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Introduction
The ambition of the ADF is to change knowledge, attitudes and practices so that we can prevent and delay 
uptake of alcohol and other drugs among young people.

We have a focus on strengthening prevention and harm reduction strategies for all through increased adoption 
of evidence-based approaches.

To	focus	our	work	in	this	area	with	young	adults	–	defined	as	those	aged	18-25	years	–	we	have	reviewed	the	
data	on	illicit	drug	use	among	this	group	and	the	evidence	for	effective	harm	reduction	messaging.

This Report summarises our findings and is organised into three sections:

i ‘Harm reduction’ for the purposes of this report aligns with the traditional harm reduction focus of reducing harms among people who are already using 
substances (as opposed to prevention of uptake). This use might range from very occasional use to the regular injection of drugs.

Section 1

Data on young adult illicit drug use

Section 2

A review of the evidence for harm reduction 
messaging for young adults

Section 3

Recommendations for harm reduction efforts 
for young adults who use illicit drugs.
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We have predominantly relied on the latest data (2019) from the National Drug Strategy Household Survey 
(NDSHS), and the Ecstasy and Related Drugs Reporting System (EDRS).

The NDSHS is a national Australian survey conducted every three years that examines patterns of drug use 
including alcohol, tobacco and other illicit drugs, and misuse of pharmaceutical drugs. 

While these data provide a nationally representative sample, the NDSHS only surveys households, not people 
who are homeless or living in institutions who are more likely to use illicit drugs and experience problematic 
drug use.2 Additionally, household surveys have been found to have lower reported rates of drug use than 
online surveys.3 Due to these factors, additional data sets are drawn upon to provide a more complete picture 
of drug use, behaviours and harms. 

The EDRS is a national monitoring system for ecstasy and related drugs that is intended to identify emerging 
trends of local and national interest in the markets for these drugs. 

The EDRS is based on the Illicit Drug Reporting System (IDRS) methodology and consists of interviews with 
people who regularly use ecstasy and other stimulants, as well as analysis and examination of indicator data 
sources related to ecstasy and other related drugs. It is designed to be sensitive to trends, providing data in a 
timely manner, rather than describing issues in extensive detail.

In addition to the data presented in this Report, additional Tables are available in the Appendices. 

1.1 Drug use patterns among young adults in Australia, ever used
The NDSHS (2019) provides a broad overview of young adults aged 18-24 who have ‘ever’ taken an illicit drug.ii  
It	includes	the	following	findings	for	this	age	group:

• approximately 1.1 million had ever used an illicit drug, equating to almost half (45%) of all young adults in 
Australia (see Table 1)

• between	2016	and	2019	there	was	a	significant	increase	(43%	to	48%)	of	male	young	adults	reporting ever 
having used an illicit substance (see Figure 1)

• drug/s ever used were (see Table 2):

 - 40% cannabis 

 - 17% ecstasy 

 - 15% cocaine

 - 11% hallucinogens 

 - 8% ‘any opioid’iii

 - 6% ketamine 

 - 4% meth/amphetamine.

Illicit drug use among young adults
 – exploring the data

Section 1

ii Data note: The NDSHS round population numbers to the nearest 100,000 and provide analysis of sex by male and female only. Population numbers have 
been estimated using relevant ABS data for June of each year  (rounded to the nearest thousand) against proportions of young people who have used 
drugs. For original NDSHS 2019 tables see Appendix A. 
iii Any opioid includes use of heroin, non-medical use of pain-killers/pain-relievers and opioids or non-medical use of methadone/buprenorphine
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 2010 2013 2016 2019

Males 521,000 541,000 504,000 581,000

Females 475,000 476,000 458,000 474,000

All 998,000 1,018,000 967,000 1,061,000

Table 1

Source: Australian Demographic Statistics 4-7 and proportions of young adults provided in NDSHS 2019

Source: Australian Demographic Statistics 4-7 and proportion of young adults provided in NDSHS 2019

Estimated number of people aged 18-24 who have ever used an illicit drug 
(NDSHS 2019) 

Proportion of people aged 18-24 who have ever used an illicit drug (per cent) (NDSHS 2019) 

Figure 1

 

40.0

45.0

50.0

55.0
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2001 2004

Males
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Females All
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 2001 2004 2017 2010 2013 2016 2019

Cannabis 

Male 57 50 43 40 40 37 43#

Female 51 47 40 39 37 36 36

Cannabis all 54 48 41 40 38 36 40

Cocaine

Male 9 7 9 11 10 9 17#

Female 7 5 7 9 8 9 12#

Cocaine all 8 6 8 10 9 9 15#

Ecstasy

Male 21 21 18 20 17 13 20#

Female 17 17 18 18 15 14 14

Ecstasy all 19 19 18 19 16 13 17#

Meth/amphetamine

Male 21 20 11 10 10 6 5

Female 18 17 11 9 7 4 *2

Meth/amphetamine all 20 18 11 9 8 5 4

Any opioid

Male           9 10

Female           9 6

Any opioid all           9 8

Hallucinogens all 14 9 6 10 11 9 11

Ketamine all   3 2 3 2 3 6#

Table 2

Proportion of people aged 18-24 who have ever consumed an illicit drug by drug 
type from 2001 to 2019 (per cent) (NDSHS 2019) 

Any opioid includes use of heroin, non-medical use of pain-killers/pain-relievers and opioids or non-medical use of methadone/buprenorphine. 

Opioid data was not collected prior to 2016.

NDSHS	defines	‘any	opioids’	as	heroin,	methadone	or	buprenorphine	and	pain-killers.	Data	for	all	people	aged	over	14	suggests	the	overwhelming	majority	
of people who used ‘any opioids’ in 2019 (97.2%) also use/misuse pain-killers, with 9.7% reporting recent use of heroin and 6.6% recent use of methadone or 
buprenorphine.

* Estimate has a relative standard error of 25% to 50% and should be used with caution.

#	indicates	a	statistically	significant	change	from	the	previous	year.
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1.2 Drug use patterns among young adults in Australia, recently used
The 2019 NDSHS provides data on what drugs young adults have used recently – in the last 12 months. It 
found: 

• Approximately 737,000 young adults had used an illicit drug in the past 12 months, almost one third (31%) of 
all 18-24-year-olds (see Table 3 below for details).

• Young adult males reported higher proportions of recent drug use than females (see Tables A1 and A2, 
Appendix A), across each drug type (where data provides a breakdown of sexiv).

• Recent drug use by young adult men rose from 30% in 2016 to 35% in 2019; whereas recent reported drug 
use among females remained fairly stable.1

• Cannabis use represents 81% of all recent illicit drug use, with one quarter of young adults (n=600,000) 
using cannabis in 2019.

• Ecstasy and cocaine are the next most commonly used illicit drugs, with 11% (approx. 255,000 young 
adults) reporting recent use.

• Young adults reported recent use of hallucinogens, ketamine and ‘any opioids’v	at	significantly	higher	rates	
than methamphetamines in 2019.

• There	were	significant	increases	in	the	rates	of	ecstasy,	cocaine	and	ketamine	use	among	18-24-year-olds	
between 2016-19. 

Age 2001 2004 2017 2010 2013 2016 2019

14–17 23 17 13 15 14 11 10

18–24 37 33 27 27 29 28 31

25–34 26 26 24 24 22 23 25

35–44 16 16 13 15 16 18 17

45–54 9 9 10 11 12 14 15

55–64 5 5 4 7 10 10 11

65+ 4 4 4 5 6 6 6

Table 3

Proportion of people who have used illicit drugs in the past 12 months by age (per cent) 
(NDSHS 2019) 

iv Sex breakdown data not provided for hallucinogens and ketamine.
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1.3 Drug use patterns among young adults in Australia, frequency of use
To understand the frequency of drug use among young adults, we reviewed both the NDSHS 2019 data (Table 
B1, Appendix B) as well as the EDRS data from 2019.

The EDRS8 targets people who identify as taking illicit substances and indicates that among 18-26-year-olds  
in 2019:

• 28% of survey respondents used ecstasy weekly or more

• 7% had recently (past 6 months) taken cocaine and did so weekly. 

The 2019 EDRS8 also reports the median amount of drugs in a ‘typical’ session:

• Ecstasy: the median number of pills or capsules used was 2, for powder the median quantity was 0.4 grams 
and crystal 0.25 grams – this is double the global average, as per the Global Drug Surveyvi 9,10

• Methamphetamine: median was 0.25 grams for people using powder and 0.2 grams for people using crystal

• Cocaine (noting that crack cocaine is very rarely used): 0.5 grams 

• Cannabis: three cones, or 1.2 grams

• Ketamine: 0.3 grams

• LSD: one tab or 200 micrograms.

1.4 Drug use patterns among young adults in Victoria
NDSHS datavii on recent drugs use among young adults in Victoria:

• Victoria, along with NT, ACT and NSW, has the highest proportions of recent drug use among 18-24 year-olds 
(see Table 5).

• For all states and territories, cannabis is the drug most used. 

• In Victoria, the proportion using cocaine in the past 12 months increased from approximately 3% in 2016 to 
11% in 2019 (see Table 6 and Figure 2).

Drug type %

Cannabis  81

Cocaine  35

Ecstasy  35

Hallucinogens  17

Ketamine  13

Any opioid  13

Meth/amphetamine  7

Table 4

Recent use of different drug types by people aged 18-24 as a proportion of illicit drug use 
(per cent) (NDSHS 2019, ABS 2019) 

Source: NDSHS 2019 and Australian Demographic Statistics4

Note: proportions sum to greater than 100% because some people use more than one drug type

See Appendix A for additional Tables and Figures on recent drug use patterns.

vi	The	Global	Drug	Survey	(GDS)	run	the	world’s	largest	drug	survey	directed	at	people	who	use	drugs.	They	do	not	use	a	probability-sample,	so	findings	are	
not representative of a wider population. For more on the GDS: https://www.globaldrugsurvey.com/
vii Note that the NDSHS does not provide breakdown by numbers of illicit drug use by state/territory, only proportions for recent use
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State/territory 2001 2004 2007 2010 2013 2016 2019

NSW 35 29 21 25 30 25 32

Vic 38 31 26 25 30 28 34

Qld 36 35 32 30 29 32 30

WA 45 43 33 35 24 29 26

SA 42 33 25 29 28 29 28

Tas 23 36 28 20 28 40 31

ACT 40 37 34 27 27 *22 37

NT 43 52 32 25 30 30 39

Australia 37 33 27 27 29 28 31

Table 5

Proportion of people aged 18-24 who have used illicit drugs in the past 12 months by state/
territory from 2001 to 2019 (per cent) (NHSDS 2019) 

* Estimate has a relative standard error of 25% to 50% and should be used with caution.

Vic 2001 2004 2007 2010 2013 2016 2019

Cannabis 32 26 22 22 23 23 28

Ecstasy 13 10 9 8 9 9 12

Meth/amphetamine 9 8 *7 6 5 *2 *2

Cocaine 5 *2 *5 5 *4 *3 11#

Any illicit 37 31 26 25 30 28 34

Table 6

Recent drug use by people aged 18-24 in Victoria from 2001 to 2019 (per cent) (NDSHS 2019)

* Estimate has a relative standard error of 25% to 50% and should be used with caution.

** Estimate has a high level of sampling error (relative standard error of 51% to 90%), meaning that it is unsuitable for most uses.

#	Statistically	significant	change	between	2016	and	2019.

Source: NDSHS 2019 Table S.29; AIHW analysis of the National Drug Strategy Household Survey.
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Recent drug use by people aged 18-24 in Victoria from 2001 to 2019 (per cent) (NDSHS 2019)

Figure 2
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1.5 Drug use patterns among young adults, international data
A comparison of drug use among Australian young adults and those in other countries (Europeviii, the United 
Statesix and the United Kingdomx, Table 7), shows:

• Australia has lower proportions of recent (past 12 month) drug use and ‘ever’ drug use when compared to the 
United States; but higher recent drug use than England and Wales (data from Europe is not available).

• Cannabis is the illicit drug used most in all countries.

• Australian	young	adults	have	significantly	higher	proportions	of	recent	use	of	cocaine	and	ecstasy,	
compared to closest age groups in the United States (ages 18-25), Europe (ages 15-34) and England and 
Wales (ages 16-24).

• The proportion of young Australian adults who used cocaine recently (11%) was almost double that of the 
United States (6%) and England and Wales (5%).xi

• Australia has higher proportions of recent ecstasy use (11%) than the United States (3%) and all of Europe 
(2%).

• Internationally, there are higher proportions of young men than young women taking illicit drugs across all 
drug categories.11

viii From the European Monitoring Centre for Drugs and Drug Addiction (EMCDDA) European Drug Report: Trends and Developments. Luxembourg. 2019.
vx From Monitoring the Future’s National Survey on Drug Use and Health (NSDUH), National Institute on Drug Abuse. National Survey of Drug Use and Health: 
Trends & Statistics. United States,; 2020.
x Office	for	National	Statistics.	Drug	misuse	in	England	and	Wales:	year	ending	March	2020.	UK.
xi In Europe recent cocaine use among those aged 15-34 years (the closest age bracket available) was 2.1% (EMCDDA, 2019).
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Country Region USA Europe  England Australia 
    and Wales  

Year 2018 2019 2019 2019-2020 2019

Age bracket 18-25 18-24 15-34 16-24 18-24

  

Lifetime use % 56 na na Na 45

Illicit drugs past 12 months use % 39 na 16 21 31

 Past 12 months use for:

Cannabis 35 18 14 19 25

Ecstasy 1 na 2 4 11

Cocaine 6 na 2 5 11

Hallucinogens 7 na <1 1 5

Ketamine na na na 3 4

Table 7

Comparison of drug use trends between USA, Europe and Australia (per cent)

Sources: England and Wales data is from March 2019 to March 2020, prior to any COVID-19 restrictions. 

USA data from NSDUH website:

https://www.drugabuse.gov/drug-topics/trends-statistics/national-drug-early-warning-system-ndews/national-survey-drug-use-health, 

European data from the European Monitoring Centre for Drugs and Drug Addiction.12 

UK	data	from	the	Office	for	National	Statistics.13 

Australian data from NDSHS, 2019.

1.6 Drug use patterns among young adults, high risk and harmful
To establish the drug use by young adults that presents the most high risk and the most potential harm, we 
used	the	2019	NDSHS	data	and	Nutt’s	Drug	Harm	Classification	Scale.14 As summarised in Table 8 we estimated 
that the most harmful drugs used by young adults in 2019 were: 

• methamphetamine

• cocaine

• amphetamines

• cannabis.xii  

xii Note:	The	classification	of	ecstasy	as	a	drug	with	a	low	risk	profile	may	seem	incongruous	given	that	there	was	a	high	profile	media	debate	in	
Australia, and in NSW in particular, following on from a number of deaths at music festivals in the mid to late 2010s.15 This example demonstrates the 
importance of recognising the other factors that increase risk for people when they use drugs (such as polydrug use).
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Table 8

Estimation of people aged 18-24 who have used an illicit substance in the past 12 months 
(NDSHS 2019, ABS 2019) against Nutt’s Drug Harm Classification Scale 

Drug type
 

Overall harm
 Estimated 18-24-year olds 

Notes
 

 score who have taken drug in  
  past 12 months (2019)

Heroin 55 **9,215  

Crack cocaine 44 not applicable Only very small proportion of all 
population (<0.2%) report using 
crack cocaine in 2019

Methamphetamine 33 *25,000 Numbers given for meth/
amphetamine all, but data on 
forms used indicates roughly half 
reported using methamphetamine 
and half reported using 
amphetamines

Cocaine 27 300,000  

Amphetamine 23 *25,000 See notes on methamphetamine

Cannabis 20 600,000  

GHB 19 no data  

Benzodiazepines 15 no data  

Ketamine 15 93,000  

Methadone 14 ** 6,270  

Mephedrone 13 no data  

Butane 11 no data  

Khat 9 no data  

Anabolic steroids 10 no data  

Ecstasy 9 300,000  

LSD 7 *90000 Data on forms of hallucinogens 
used suggests 73% took LSD and 
61% took mushrooms

Buprenorphine 7 no data

Mushrooms 6 *80000 See notes on LSD  

*Numbers are derived from proportions of forms of drugs used from 2019 NDSHS against 2019 ABS population data (see Appendix C for extra data tables). 

** Numbers likely to underestimate use and should be used with caution. Total numbers of young adults who have used illicit drugs will not match earlier tables, 
because it is likely many of the same people are taking multiple forms of drugs (e.g. methamphetamine and amphetamine). 
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Polydrug use – the use of more than one drug together (either at the same time, or in the same session) tends 
to increase risks to health through toxicity16, and is causally linked to drug-related deaths and drug-related 
hospitalisations in Australia.  

In EDRS 2019 data,8 95% of survey respondents reported using one or more other drugs (including alcohol) on 
their last occasion of stimulant use.xiii 

There was also a high reported use of ‘downers’ xiv in addition to stimulant use with 76% of the EDRS sample 
combining stimulants and depressants on their last occasion of use. 

There is very limited data on injecting drug use among young adults in Australia2. A national survey of 
people who used needle and syringe programs, show a relatively small proportion of respondents from young 
adults aged under 25 years. 

In 2019 they were 4% of all respondents, down from 30% in 1995.17 The EDRS reports on injecting 
methamphetamine use (not heroin)xv . Of people reporting to have taken methamphetamine in the past six 
months, 21% injected methamphetamine crystal, and 9% injected methamphetamine powder.  

More common routes of administration were snorting for methamphetamine powder (73%), and smoking for 
crystal (80%).8

1.7 Drug use among young adults, related deaths and hospitalisations
To understand drug-related deaths among young adults, we reviewed an analysis of ABS data (1999 to 2019) by 
the National Drug and Alcohol Research Centre (NDARC)18,xvi   (see Figure 3 for detail).

NDARC found that in the 15-24 year old age group:18

• 2.6 deaths occurred per 100,000 in 2018 (approximately 43 deaths)

• drug-related deaths decreased from 1999 to 2018 

• drug-induced deaths were least common among 15-24-year-olds, compared to 35-44-year-olds and 
45-54-year-olds

• opioids	remain	the	leading	cause	of	drug-related	death	for	15-24-year-olds,	despite	decreasing	significantly	
since 1999

• overall, men have higher drug-related deaths than women, but the male death rate is only slightly higher 
than women for 15-24-years-olds

• since 2013, there has been a slight increase in the number of deaths among 15-24-year-olds from anti-
epileptic drugs, sedative-hypnotic (barbiturates and benzodiazepines) and anti-Parkinson drugs. These 
drugs are now the second highest cause of drug-related deaths among 15-24-year-olds.

xiii Stimulants refers to ecstasy and other drugs including MDA, methamphetamine, cocaine, LSD, mephedrone or other New Psychoactive Substances.
xiv Downers	refers	to	depressants,	a	group	of	drugs	that	produce	a	sedative	effect.
xv Note that NDAR produce a yearly report on injecting drug use – the IDRS - but this does not contain any age breakdowns.
xvi It is important to note that currently, it is not possible to determine what proportion of drug-related deaths of 15–24-year-olds, including those from 
barbiturates and benzodiazepines, were unintentional versus intentional.
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Number of drug-induced deaths of people aged 15-24 by primary drug involved 1999 to 2019 
(ABS 2019; source for figure is NDARC, Drug Trends)  
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Figure 3

The latest (2017-18) NDARC data19 on drug-related hospitalisations (excluding alcohol and tobacco) does not 
have data breakdown for 18-25-year-olds; however, analysis of the closest age-range (20-29) shows:

• 20-29-year-oldsxvii have the highest rates of drug-related hospitalisations of any age group

• amphetamine and other stimulant-related drugs (ATS)xviii accounted for the majority of hospitalisations in this 
age range (see Table 9 below)

• men accounted for 50% more hospitalisations than women for ATS and cannabinoids

• many drug-related hospitalisations involved polydrug use

• since 1999, for this age group, opioid-related hospitalisations have decreased and ATS and cannabinoids-
related hospitalisations have increased. 

(see Appendix D for detailed gender, age and drug hospitalisation data). 

xvi And, there is no data on unintentional drug-related deaths for young people aged 15-24, or for young people aged 18-25 (Penington Institute has data on 
accidental drug-related deaths for people aged 20-29 only (Penington Institute, 2020).
xvii 18-25-year-old	specific	data	is	not	available.
xviii Includes	methamphetamine,	MDMA,	ecstasy,	pharmaceutical	stimulants	such	as	dexamphetamine	and	other	legal	stimulants,	e.g.	caffeine.
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Table 9

Number of drug-related hospitalisations of people aged 20-29 by drug type 2017 to 2018 
(NDARC, Drug Trends)xix

Drug Hospitalisations 2017-18 Hospitalisation rate per 100,000

Opioids 1,355 37

Amphetamine and other stimulants 4,567 126

Cannabinoids 2,606 72

Cocaine 310  9

Source: NDARC Drug Trends19

1.8 Drug use among young adults, priority populations
The	Australian	Institute	of	Health	and	Welfare	(AIHW)	has	identified	‘priority	populations’	among	people	who	
use	alcohol	and	other	drugs	(AOD)	as	those	groups	who	are	either	more	disadvantaged,	more	likely	to	suffer	
adverse health impacts from AOD use and/or are more likely to engage in risky AOD use. 

These are:

• Aboriginal and Torres Strait Islander communities

• people experiencing homelessness

• people in contact with the criminal justice system

• people who identify as lesbian, gay, bisexual, intersex or queer

• people who inject drugs. 

1.9 Drug use among young adults, where and why 
The 2019 NDSHS found that the main reason young adults take illicit drugs is for enjoyment and to have fun 
(55%), followed by ‘wanting to enhance experiences’ (13%) and ‘wanting to improve mood’ (11%)  
(See Table 10).

The usual place of drug use (see Table 11), although not presented by age, showed:

• ecstasy and cocaine were more frequently consumed at parties, raves/dance parties and in licensed venues, 
consistent with international data12

• cannabis and methamphetamine had higher rates of use at home. 

Main reason %

Enjoyment/ wanting to have fun 55

Wanting to enhance experiences 13

Wanting to improve mood 11

Wanting to do something exciting 7

Influence	of	friends	or	family	 6

Other 6

Addiction/ dependency 1

Table 10

Main reason why people aged 18-24 who have used illicit drugs, continue to use illicit 
drugs (per cent) (NDSHS 2019)  

xix Note that age data only provided for these 4 drugs whereas drug hospitalisation data includes other drugs such as pharmaceuticals. This table therefore 
represents a snapshot of drug-related hospitalisations only and does not account for total hospitalisations in this age group.
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Place Cannabis Ecstasy Meth/amphetamine Cocaine 
 % % % %

In a private home 91 50 74 65

At private parties 34 57 39 60

At raves/dance parties 8 66 26 34

At a public establishment (i.e. licensed venue) 4 41 20 43

In public places (e.g. parks) 13 12 5 6

In a car or other vehicle 8 3 9 6

Somewhere else (includes school, TAFE, work) 10 6 18 7

Table 11

Usual places of illicit drug use among people who have recently used them aged 14 and over 
(per cent) (NDSHS 2019)

1.10 Demographic profiles of young adults who use illicit drugs
To	understand	the	demographic	profiles	of	young	adults	who	use	illicit	drugs,	we	looked	further	at	the	NDSHS	
and EDRS data from 2019. 

The NDSHS data showed that for all people aged over 14: 

- Cannabis	was	more	likely	to	be	used	by	people	who	were	unemployed,	Indigenous	and/or	identified	as	
homosexual or bisexual.

- Cocaine use was highest among those who were employed, lived in major cities and high socioeconomic 
areas.

- Ecstasy	was	more	likely	to	be	used	by	people	who	were	employed,	identified	as	homosexual	or	bisexual,	
living in the most advantaged socioeconomic areas and residing in cities.

- Methamphetamine/amphetamine use was higher among people who were unemployed.1

EDRS survey data are collected from people who identify as taking illicit substances (most, but not all of 
whom are 18-26-year-olds). While not nationally representative, the EDRS data provides useful insights into the 
demographic	profiles	of	young	adults	who	use	illicit	drugs.	Of	the	2019	survey	respondents:,xx, 8

• 22% were employed full-time

• 45% were either full or part-time students 

• 27% were unemployed

• 48% were in rental accommodation

• 4% owned their own home

• 40% lived with family

• 5% resided in a boarding house or hostel

• 1%	had	no	fixed	address

• median weekly income was $500 

• 54%	had	post-school	qualifications.

xxThis study includes amphetamines, methamphetamines, cannabis, hallucinogens, MDMA and ketamine as ‘ecstasy and related substances’.
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1.11 Drug use among young adults – workers and apprentices
A number of industries in Australia have been connected to higher levels of alcohol and other drug use, 
including risky drug use behaviours – particularly those in male-dominated, blue-collar industries, with 
construction and commercial cooking notable areas in the literature.20-23

Young apprentices in construction and cooking have been found to have high levels of risky drinking and AOD 
use24,25, with higher proportions using methamphetamine and cannabis compared to other people of the same 
age.26

To explore this issue, the National Centre for Education and Training on Addiction (NCETA) conducted 
secondary	analysis	of	NDSHS	data	from	2007-16,	specifically	looking	at	15-24-year-olds	and	employed	young	
people (across all industries) (see Table 12 below).27

NCETA reported:

• young Australian workers are more likely to use illicit drugs of all types than other young people  
(aged 15 to 24)

• cannabis is the most used drug by young workers (23%), followed by ecstasy (10%) and cocaine (7%)

• between 2007 and 2016:

 - methamphetamine use decreased

 - cannabis and hallucinogens increased

	 -	 illicit	drug	use	among	hospitality	workers	significantly	increased.	

Drug use (past year) Young people 2016 (%) Young workers 2016 (%)

Cannabis 20 27

Ecstasy 6 10

Methamphetamine 2 2

Cocaine 4 7

Hallucinogens 3 4

Any 22 30

Table 12

Roche et al (2020) analysis of NDSHS data from young people and young workers aged 15-24 
who have used alcohol and illicit drugs in the past 12 months (NDSHS 2016)

Notes: Any drug use means use of at least one of the following drugs for non-medical purposes: cannabis, ecstasy, methamphetamine, cocaine, hallucinogens, 
inhalants, heroin, ketamine, GHB, tranquilisers, steroids, methadone and/or injectable drugs.
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1.12 Drug use among young adults – nightclubs and music festivals 
‘Party drugs’, including ecstasy and other amphetamines, have been linked to electronic dance music scenes 
since the 1980s.28

Recent studies have found strong links between people who attend nightclubs and use of ecstasy29,30 and 
generally high rates of illicit drug use by people who attend music festivals, in particular. 

A survey of attendees at an Australian music festival, aged 18 to 30 years (n=642), found 73% of people 
reporting they had used an illicit drug in the past 12 months.31 Risky drug use by music festival attendees 
included ‘double dropping’ (taking two doses of a drug at once) as a common practice.32

Analysis of data from the Global Drug Survey, found that almost all Australian music festival attendees (98%) 
had, in the last 12 months, used an illicit drug – ecstasy (79%), cannabis (74%) and cocaine (69%).15 

An analysis of festival attendees who self-reported seeking emergency medical treatment (EMT) found that 
those seeking EMT after ecstasy consumption had consumed a median quantity of three pills, with most (81%) 
combining	ecstasy	with	another	psychoactive	substance,	specifically	alcohol	and/or	other	illicit	drugs.33 
Internationally, prevalence of such polydrug use is high among people attending music/dance-related settings 
including music festivals, nightclubs and raves/parties.34

1.13 Drug use among young adults – LGBTIQ+ people
Literature	suggests	that	drug	use	and	risky	drug	use	is	significantly	higher	amongst	lesbian,	gay,	bisexual,	
trans and gender diverse, intersex and queer (LGBTIQ+) people than heterosexual people in Australia, with 
LGBTIQ+ people more vulnerable to drug-related harms.2,35-38

A 2019 national online survey on the health of young LGBTIQ+ Australians (n=6,418)39 found that among those 
aged 18 to 21 years:

• one-third (42%) reported using drugs for non-medical purposes in the past six months (compared to 31% of 
other 18-to-24-year-olds who used drugs in the past 12 months)

• drugs most commonly used in the past six months were cannabis (36%), ecstasy (12%) and amyl nitrite 
(8%). 

Men who engage in chemsexxxi	(known	as	‘Party	and	Play’	in	Australia)	are	also	identified	as	high	risk	in	their	
drug use, due to:

• frequent use of high-risk drug types, such as methamphetamine, ketamine, mephedrone and GHB/GBL 

• high-risk drug consumption behaviours, such as polydrug use and injecting drug use

• risky sexual practices that put participants at higher risk of blood-borne virus transmission.40

While international literature estimates that only a small proportion of men who have sex with other men 
engage in Party and Play/chemsex41, Australian data from Sydney Gay Community Periodic Survey 2020 (of 
all people aged 16 and above) found 22% of respondents were using ‘party drugs’ for sex in the previous six 
months.37

xxi The use of drugs in a sexual context.
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1.14 Summary of key findings from Section 1
While	every	attempt	has	been	made	to	accurately	reflect	the	data	on	young	adult	drug	use,	it	is	important	to	
be aware that young adult drug use is likely underestimated. 

• In 2019, 45% of 18-24-year-olds in Australia had ever used an illicit drug.

• Almost one third of all 18-24-year-olds in Australia (approx. 700,000 people) had used an illicit drug in the 
past 12 months.

• The most commonly used drugs in the past 12 months were cannabis (25%), followed by cocaine (11%) and 
ecstasy (11.8%).

• Cannabis represented 81% of all recent illicit drug use by 18-24-year-olds.

• Amongst young people (aged 14 to 29xxii) who used drugs frequently and are therefore at higher risk of 
harm,	there	are	some	large	numbers	of	young	people	who	could	benefit	significantly	from	harm	reduction	
messaging,	specifically:	

 - cannabis users – of the 1.1 million people aged 14-29 who used cannabis in the last year, 525,000 (48%) 
used it about once a month or more and 115,100 (1%) used it daily

	 -	 ecstasy	users	–	over	one	in	five	people,	aged	14-29,	who	use	ecstasy	reported	using	it	at	least	once	a	
month (approx. 102,750 people)

 - cocaine – of the total number of young people who used cocaine in the past 12 months (440,000), 78,800 
(18%) used it at least once a month but the majority reported using it every few months or once or twice a 
year

 - meth/amphetamine – of the 110,000 14-29-year-olds who used meth/amphetamine in the past year, 33,170 
(30%) used it about once a month or more, with 16,830 people (15%) using it daily. 

• Despite being the age group most likely to have used drugs recently, young people aged 15-24 have the 
lowest drug-related death rate of any age bracket.

• People aged 20-29 years have the highest drug-related hospitalisation rates in Australia. There is a lack of 
national	age-specific	data	for	drug-related	hospitalisations	of	18-25-year-olds,	so	this	is	an	area	that	needs	
further research.

• There could also be value in exploring the extent of injecting drug use in young adults. Because the NDSHS 
does not collect information from vulnerable people residing in institutions or who are experiencing 
homelessness, it is likely to underestimate the number of people who inject drugs.42 As a segment of the 
population likely to be highly marginalised and disadvantaged, and experience multiple negative health 
consequences from drug use (including higher risk of overdose and higher risk of blood borne viruses)2, 
better data could help target messaging and campaigns to help reduce illicit drug harms. 

xxii NDSHS data on age groups was a bit sporadic for some data sets. Ages 14-19 and 20-29 were the most relevant age brackets from data on drug use frequency.
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1.15 Identified groups at risk/risk factors:
• Increased use by men	–	There	is	a	significant	gendered	dimension	to	young	adults’	drug	use	with	a	higher	

proportion of young men using drugs overall and across each drug type than young women. An increase in 
recent young adult drug use (ages 18-24) between 2016-19 of 3% was almost entirely driven by increases in 
drug	use	by	young	men,	with	usage	increasing	from	29.6%	to	35.3%.	Particularly	significant	increases	in	the	
numbers and proportions of young men using ecstasy and cocaine were also recorded.

• Polydrug use – The use of multiple drugs at the same time increases the risks of health harms16 and is a 
common practice in Australia, particularly using alcohol with cocaine, ecstasy and meth/amphetamine. 
Polydrug use is a causal factor in many drug-related deaths and hospitalisations in Australia. Research with 
young adults who use ecstasy-related drugs suggests that polydrug use is common.8

• Night-time economy – The use of some drugs, particularly ecstasy and cocaine, is connected to the 
night-time economy (bars, clubs, raves and parties). These venues may provide guidance for the location of 
targeted harm reduction campaigns. 

• Cannabis more common – Considering numbers alone (and not other risk factors), cannabis would 
appear to be the most important drug for harm reduction messaging, followed by cocaine and ecstasy. 

• Ecstasy and cocaine	–	Given	the	significant	increase	in	use	of	both	ecstasy	and	cocaine	between	2016-19,	
people who use these drugs may also be a consideration for targeted harm reduction messaging, especially 
males.

• Young adult sub groups – Individual research targeted at young workers (particularly in male-dominated 
blue collar industries), LGBTIQ+ people, and young adults who go to clubs and music festivals) have found 
higher prevalence of illicit drug use and high-risk drug taking behaviours, compared to the population 
average among the same age group.

1.16 Section 1 supplementary data tables and figures  
Supplementary	data	tables	and	figures

Table A1: Number of people aged 18-24 who have ever used an illicit drug from 2001 to 2019 (NDSHS 2019) 

Table A2: Number of people aged 18-24 who have used an illicit drug in the past 12 months from 2001 to 2019 
(NDSHS 2019) 

Table A3: Number of 18-24-year-olds who used illicit drugs in last 12 months by drug type and sex from 2001 to 
2019 (NDSHS 2019)

Table B1: Frequency of drug use, reported by people aged 14-19 and 20-29, who have used drugs in the past 12 
months (NDSHS 2019) 

Table B2: Frequency of drug use, reported as a proportion of people aged 14-29 who have used drugs in the 
past 12 months against the total population for this age group (NDSHS 2019)  

Table C1:  Main forms of drugs used by drug type among people aged 14 and over who have used drugs in the 
past 12 months (per cent) (NDSHS 2019)

Table C2: Forms of hallucinogens used by people aged 18-24 amongst those who have used hallucinogens in 
the past 12 months (NDSHS 2019)
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A	narrative	review	was	undertaken	to	identify	the	most	effective	types	of	messaging,	interventions	and	delivery	
modes for young adults. The review considered Australian and international evidence, published and grey 
literature.

In this section, we present:

• sources of information most accessed by young adults in relation to drug use and health

• types	of	messages	that	are	most	effective

• efficacy	of	specific	harm	reduction	interventions.	

Given	the	limited	evidence	of	program	effectiveness	available,	only	information	pertinent	to	the	high-risk	
subgroups,	drug	types	and	behaviours	identified	in	Section	1	are	included	here.	The	complete	narrative review 
is provided on the Alcohol and Drug Foundation’s website.

2.1 Information sources preferred by young adults
Understanding the sources of information used by young adults when seeking information about alcohol and 
other	drugs	(AOD)	is	important	for	targeting	effective	education	strategies	and	establishing	credible	and	
relevant interventions.3 Findings regarding information seeking for mental health issues are also reported to 
inform our understanding of ‘what works’ when communicating with young adults.

In 2013, Australian young people (n=2335, aged 16 to 25 years) were surveyed about drug policies and harm 
reduction.3 The top three sources of information rated by participants were the internet (88%), a friend (63%) 
and a doctor, nurse or other health professional (45%). 

The	role	of	experienced	users	was	noted	as	a	possible	influential	strategy	for	young	adults.3  

The sources they said they would use least are parents and relatives, mass media and telephone hotlines. 

Subsequent studies have also found that young adults experiencing problems with AOD prefer to go to friends 
for advice, rather than parents or health professionals.43

With technology playing a central role in the lives of young adults44, use of the internet has now extended to 
searching for information about health, and help-seeking for a range of issues, often through their phones.45,46 

Online sources of information about issues that are stigmatised such as mental health and AOD use are 
preferred	by	people	seeking	anonymity	and	confidentiality46, and are often accessed via a Google search, or 
through social networking sites.45

Young LGBTIQ+ people report that they are more likely to face discrimination in healthcare settings (especially 
trans and non-binary youth) and are more likely to use informal sources of information found online and 
through friends.47,48  

Young LGBTIQ+ people in Australia report they most commonly use a search engine or Wikipedia for 
information on mental health (74%), followed by friends (54%) and then online mental health services and/or 
information (51%).47 

When	websites	are	used,	official	health-branded	websites	are	among	the	more-trusted	sites	of	online	
information for young adults.45 However, opinions on government-branded sites were more mixed, with 
some	studies	finding	that	less	than	a	quarter	of	young	adults	would	trust	or	use	them	for	mental	health	
information.45 

Only small proportions of young LGBTIQ+ people used health services (22%) or family (19%).47

Harm reduction – strategies that work

Section 2

https://cdn.adf.org.au/media/documents/Narrative_Review_-_Messaging_illicit_drug_harm_reduction_to_young_adults_in_Australia.pdf
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2.2 Messaging content preferred by young adults
There	are	inconsistent	published	findings	regarding	‘what	works’	when	it	comes	to	messages	for	young	adults,	
with most authors drawing conclusions based on their own point of view.

For example, research from neuroscientists highlights that the inclusion of neuroscience evidence, such as brain 
imaging, might be useful in harm reduction campaigns.49 

Research about general health messaging suggests that positive messaging (what can be gained from 
behaviour	change),	rather	than	negative	messaging	(what	will	be	lost),	is	potentially	more	effective.50 There 
is also some evidence that positive behaviour change messaging and positive psychology are more credible 
among older adolescents.49

The use of negative ‘scare tactics’ in public messaging around drug use has been common in Australia and 
internationally since the 1960s.51,52 Researchers generally agree that negative ‘scare’ campaigns have limited - 
to no - impact on people already using drugs and can in some cases lead to greater drug use, greater stigma 
and discrimination, deterring help-seeking (see mass media information in the Narrative Review).51

A review of Australian drug education in schools found that harm reduction messaging for young adults in 
Australia has been framed as an escape from trauma, which inevitably ends in psychosis and paranoia.53 For 
many young adults, these messages do not resonate with their experiences of taking illicit drugs53, particularly 
as they take illicit drugs for enjoyment, to have fun and to enhance experiences.1,54 

Young adults have been found to want ‘real information on actual situations’ that is accessible, relevant and 
from a non-judgemental source. Where young adults do not trust the information provided to them or doubt its 
credibility, they are more likely to ignore it.3

Understanding young adult’s motivation for drug use and the role of drugs in pleasure seeking, opens up the 
possibility for creating relevant, realistic, targeted harm reduction policy and practice.49,50,55 It can better 
incorporate practical and truthful information that helps young adults navigate drug-related harms.56 

As noted by Rigg and Sharp, when discussing MDMA harm reduction: 

“With only ‘just say no’ messages available for consumption, individuals who decide to use MDMA are left 
with very little guidance on how to lower their risk of MRD [MDMA-Related Deaths] . . . In other words, users 
should be provided with the type of information that is most likely to keep them safe and alive if a decision 
to use MDMA is made.”56

In developing any messaging campaign for young adults, the participation of young adults who use drugs is 
critical for creating relevant and authentic messages.57 

Studies	show	that	the	best	way	to	understand	why	young	adults	may	or	may	not	find	drug	use	messaging	
effective	is	to	ask	them,	and	then	find	out	what	it	is	they	need	and	want	from	drug	education	and	information	
programs.3 

Engaging young adults in messaging can also assist in creating appropriate messages for diverse groups of 
young people with respect to their social, political, geographic and cultural circumstances. Harm reduction 
messaging	which	reflects	these	differences:

“. . . holds the potential to speak directly to the ways in which youth use and manage their use and 
thereby support resilience and may reduce the possibility of harms associated with substance use.”57

Other – albeit very limited – studies from the United Kingdom suggest that messaging campaigns are more 
impactful	when	championed	by	respected,	credible	and	influential	community	figures	rather	than	the	
government or government agencies.58
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Studies from Australia also suggest peer-led education among young adults is more credible.54 Peer-led 
education is believed to be particularly important in settings where drug use is the norm, and where social 
influences	and	interactions	contribute	to	the	initiation	of	maintenance	or	problematic	AOD	use.49,59

Overall, the literature on AOD harm reduction messaging suggests it should be:

• positive

• truthful

• normative

• culturally and locally relevant

• informative

• action oriented. 

The engagement of young adults in developing messages is critical to achieving this. 

2.3 Mass media campaigns
Use of mass media campaigns in AOD harm reduction are common, with most focusing on preventing uptake or 
promoting abstinence, rather than reducing harms among people who use drugs.60

Reviews examining the evidence for mass media campaigns have found that they do not work in reducing 
drug use in the general population,61,62 or in young people63 and may actually increase the interest of young 
people wanting to use illicit drugs60 and increase the number of young people who use drugs.62 (For additional 
information see Narrative Review)

2.4 Targeted media campaigns
While mass media campaigns have often focussed on preventing the uptake of drugs in the general population, 
a number of community organisations and peer-led harm reduction services have delivered targeted 
information campaigns focussed on educating a core demographic of people who use drugs, to minimise risks. 

These have generally comprised multi-media information campaigns, or providing educational information in 
locations where young adults are known to consume drugs, such as at clubs, bars and music festivals.

There is limited evidence on the impact of targeted multi-media campaigns on drug use due to a lack of studies 
in this area. Generally, however, drug harm reduction interventions targeted towards people who use drugs are 
more successful than universal campaigns (for additional information see Narrative Review). 

2.5 Harm reduction information via recreational nightlife settings 
Most of the literature on harm reduction responses delivered in recreational settings relate to alcohol, and 
related environmental policies such as limiting discounted drinks and opening hours. 

There is little evidence available on targeted drug use interventions in these settings.64,65 What is available 
suggests that reducing drug-related harm in recreational nightlife settings needs an integrated approach with 
a	range	of	interventions	employed	at	the	level	of	user,	staff,	environment,	stakeholders	and	the	police.66,58

A systematic review of AOD prevention in nightlife settings found only two studies on independent information 
campaigns	-	one	on	alcohol	and	one	on	ecstasy	and	GHB	which	involved	distributing	leaflets	and	infocards	
to	clubbers	about	drug	effects,	risks	and	harm	reduction	strategies.64 This review, however, found very small 
impacts of the interventions on attitudes.  

Provision	of	harm	reduction	materials	alone	is	unlikely	to	be	effective	and	should	be	integrated	into	a	
comprehensive response.66,67 

It	is	difficult	to	draw	any	conclusion	on	the	effectiveness	and	impact	of	independent	information	campaigns	
aimed at drug use. 
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2.6 Harm reduction information via peers
Peer-led interventions for at-risk youth have the potential to overcome stigma associated with help-seeking and 
allow harm reduction to occur in the relevant language of subcultures, making it more culturally relevant and 
relatable.59,68,69 

Peers are also a more trusted and credible source than other authorities.69

Peer-organisations have attempted to diversify how information is delivered to young adults at clubs and music 
festivals. 

For example, DanceWize NSW is a program by the NSW Users and Aids Association (NUAA) that produces 
credible information on reducing drug harms, safer partying and safer drug use.70

It distributes this information at music festivals through roving Key Peer Educators who are trained in welfare 
and	peer	support,	and	through	fixed	services	such	as	chill	out	spaces.70,71  Peer Educators are trained to assist 
and	monitor	distress	and	intoxicated	patrons,	provide	substance-specific	education	and	refer	people	on	to	
medical services.71 

Although there is no evaluation data available on the behavioural impacts of DanceWize NSW’s initiatives, some 
information from an evaluation of a 2018 pilot reveals the reach of the program. 

During	the	pilot,	80	Key	Peer	Educators	provided	services	including	first	aid	and	advice	and	information	to	
people about drug overdose, psychedelic/mental health crisis, psychopharmacology, sexual assault and risky 
drug-taking behaviour.71 

They	had	255	major	care	interventions,	4,421	peer-education	interactions	and	12,858	field	interactions.	Over	
87% of care interactions were with young adults aged 18-29.71 

Research on AOD-related harms supports the presence of onsite youth-led services positioned to provide 
outreach to young people: 

“The high prevalence of AOD use particularly among males and those attending electronic music festivals, 
indicates that there is a need for harm reduction services and interventions within festival settings.”72

The	benefits	to	patrons	of	such	services	are	described	through	descriptive	case	studies.	

For instance, a peer-organisation run ‘sanctuary’ space at Canada’s Shambala Music Festival provided non-
medical peer support for overwhelmed guests. Patrons were able to take a break from dancing, get rehydrated 
and cool down without having to approach a medical tent for assistance, thereby making the services 
accessible for people who may otherwise avoid professional help. Over 1,000 people approached the sanctuary 
space	during	the	five-day	festival	in	2014.73

There is, however, very limited evidence available on the impact of peer-distributed information on drug use. 

One Australian study looking at the impact of peer-delivered information at music events in Australia on MDMA 
and methamphetamine use, found that people given a unique message on MDMA risks by peer educators were 
better able to recall the message immediately post intervention and three months later than those provided 
with usual information (control group).74 

Those	who	received	the	peer-education,	self-reported	significant	reductions	in	mean	days	of	ecstasy	and	
methamphetamine use, and recent use of methamphetamine, compared to the control group.74  

A review of evidence of peer-led AOD education for at-risk youth by Hunt et al.59 found a number of key 
components	that	had	demonstrated	effectiveness	including:

• programs	based	on	social	influence	and	social	learning	theoriesxxiii 

• programs selecting peer leaders based on the nomination of their peers, rather than selection by adults or 
volunteers 

• programs where the peer leaders adopted the desired target behaviours associated with the intervention 

• programs involving the target population in the development of the content. 

xxiii Social	influence/social	learning	theories	look	at	how	individual	behaviours	are	influenced	by	or	learned	from	others.
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This review also noted the lack of Australian evidence on peer-led interventions for AOD use in at-risk youth and 
argued that this remains an important area to pursue in future research.59

Additional ‘in-place’ harm-reduction initiatives, including pill-testing and venue policies, have been suggested 
as a means to increase consumer knowledge and/or assist in timely distribution of information on harms for 
people who use drugs. 

2.7 Harm reduction information via pill-testing services
Recently there has been a focus in Australia on the absence of drug-checking (pill-testing) services as a critical 
harm-reduction measure at music festivals and other sites of AOD risk. 

Pill-testing services invite people to anonymously submit drug samples for analysis. A trained chemist then 
establishes	whether	the	substance	is:	what	the	patron	expected;	different	to	what	the	patron	expected;	or,	
contains a dangerous or undocumented substance.

Advocates for pill testing emphasise that the wrap-around services provided at the point of drug checking, 
which includes counselling, education and motivational interviewing, are just as – or more – important than the 
actual substance testing.75-77

“[Pill] checking is the ‘hook’ that engages users in conversations that promote health and prevent injury and 
illness.”73

Information gained from pill testing sites on potentially adulterated substances have also been used to provide 
real-time harm reduction information, for instance through alert announcements at clubs or via the media.78

Although there is a reasonable amount of literature on pill checking services, evaluations are self-selecting (i.e. 
by pill-checking tent attendees) and mostly based on self-reported intentions, with limited measure of actual 
behaviour change (generally where drugs were disposed of following an intervention – but not all studies 
captured this).79,80 

Such studies show overall good intentions, with many people disposing of drugs where harmful adulterants 
were	found	or	indicating	they	would	take	their	drugs	in	a	different	way,	such	as	in	smaller	quantities	or	over	a	
longer period of time.77

Studies have also found enthusiastic support for pill testing services from those who take MDMA – quite simply, 
they want these services.81,82

2.8 Harm reduction via environmental and policy approaches
A range of environmental and policy approaches to support greater harm reduction for people who use drugs 
in recreational settings are supported by guidelines and standards drawn up by the European Community 
‘Club Health’ project and recommended by the European Monitoring Centre for Drugs and Drug Addiction 
(EMCDDA) as being best practice.83 Initiatives include addressing environmental risk factors such as provision 
of chill-out zones and free water.83

There	has	also	been	a	call	from	advocates	for	the	training	and	education	of	staff	who	work	in	the	night-time	
economy	on	the	reasons	for	drug	use,	the	effects	and	risks	of	drug	use,	and	how	staff	should	respond	to	those	
risks.58

2.9 Digital provision of harm reduction interventions
A	range	of	different	digital	mediums	exist	to	promote	harm	reduction	messages	including	websites,	SMS	(text	
messaging) interventions, apps, interactive games, social media and online peer support groups84 (explored 
individually below).

These technologies have been employed as stand-alone methods of providing harm reduction services or 
integrated into broader harm reduction programs.
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There	are	many	perceived	benefits	of	using	online/digital	interventions	over	face-to-face	interactions	for	harm	
reduction, including the provision of anonymity where stigma may be a barrier, reach to geographically remote 
areas, 24-hour access and little to no cost.85 

Overall, technologies have the potential to increase access to harm reduction interventions, reduce burden on 
face-to-face	services	and	fill	gaps	in	service	delivery.86-88

Young	adults	are	believed	to	be	a	good	target	for	interventions	that	utilise	technologies	due	to	difficulties	in	
engaging them in face-to-face services and because of their online presence.87,88. Additionally, technological 
delivery of harm reduction is seen as relevant given that young adults predominantly use the internet to get 
information on drugs and a range of health and mental health issues, often through their phones.46,89 

In Australia, the use of digital technologies in health and mental health harm reduction and treatment services 
has been encouraged90,87,91; however, the types of interventions provided vary greatly:

• passive information provision (e.g. messages on safer use)

• online assessment and screening tools

• brief interventions 

• websites of peer-support

• more comprehensive treatment (e.g. online counselling).92 

How	these	interventions	are	delivered	also	varies	–	some	provide	one-off	sessions	or	passive	access	to	a	
website, and others provide interventions over many sessions and many weeks or months.93 

Systematic reviews studying digitally delivered harm reduction interventions have found mixed results.92,93

While	a	major	concern	of	online/digital	harm	reduction	initiatives	is	whether	or	not	they	are	significantly	
different	in	outcomes	compared	to	face-to-face	delivery,	there	is	very	limited	information	comparing	the	two	
delivery	mechanisms	for	young	adults	who	use	drugs.	Given	the	lack	of	studies	it	is	hard	to	draw	any	definite	
conclusions.	Greater	research	in	this	area	would	be	of	benefit.	

What	is	clear	is	that	most	digital	harm	reduction	interventions,	across	alcohol,	drugs	and	mental	health,	find	
benefits	when	compared	to	no	intervention.	

2.10 Website-based harm reduction interventions
There is limited quality evidence on the impact of internet-facilitated harm reduction interventions on alcohol 
and other drug use in Australia61 and limited studies outside of school and university contexts. Given the paucity 
of data on drugs-related programs, data from mental health has also been included here. 

What can be deduced from the available literature is that:

• Computer-based interventions for the prevention and management of illicit recreational drug use are 
more	effective	in	reducing	use	in	the	immediate	and	mid-term	when	they	are	targeted	at	people	who	use	
recreational drugs, rather than being universal.94

• Online youth mental health and smoking interventions that perform best have some level of interactivity and 
engagement with a real person, either through online chat, face-to-face guidance, or follow-up telephone 
calls by health professionals.95, 96

• High attrition rates are an issue in online mental health programs (including information, screening, referral 
and treatment) targeted at young adults95 – an issue also found in online interventions aimed at reducing 
illicit substance misuse among university students.97	Researchers	suggest	that	to	be	more	effective,	online	
interventions need to be tailored to individual need.63

A	key	area	that	is	missing	in	the	literature	is	the	link	between	how	young	adults	use	the	internet	to	find	
information on drugs and other issues (i.e. Google searches/social media) and how harm reduction 
organisations respond to this through their own online presence. 

The research demonstrates that government branded websites are less trusted than peer-based websites 
and health websites45 so, ensuring visibility in search returns for young adults Googling drug-related harm 
reduction information may be a good practical step to take. 



33

2.11 Mobile phone/SMS harm reduction interventions
Three papers were found that reviewed existing evidence on the use of mobile phone text messaging in harm 
reduction in alcohol use in adults98, alcohol and tobacco use in adolescents86, and risky drinking patterns in 
university students.99

Each	provided	very	broad	findings	and	overall	results	were	inconclusive.	Some	interventions	reduced	use,	some	
had no impact (for additional information see Narrative Review). 

As the systematic reviews included all forms of intervention (from provision of simple harm reduction messages 
to treatment), it is useful to look at evidence from just those interventions concerned with harm reduction 
messaging. 

Although limited, it appears that elements of success in text-messaging harm reduction programs include:100-102

• the integration of peers in messaging and the roll-out of the program

• providing information tailored to individual need, and/or 

• providing an interactive component such as time with a counsellor. 

Two example studies of text messaging drug use harm reduction interventions (with groups other than university 
students) are below.

- One small study in Australia102 signed up 700 young people, aged 12-26 years, at a town festival in 
Victoria to the Register and Get Educated (RAGE) program. Participants received 20 text messages over six 
months	on	harm	reduction	concerning	different	drug	types.	Texts	were	co-designed	between	a	Youth	Steering	
Committee (created especially for the project), project workers from a local harm reduction service and AOD 
counsellors. Surveyed participants said that messages were relevant, they gained new knowledge and some 
reported shifts in attitudes in relation to some drugs. However, the study did not attempt to capture impacts 
on	use	and	there	was	no	control	group.	Despite	limitations,	this	study	offers	a	potential	case	study	in	how	to	
implement	a	co-designed,	youth-specific	drug	harm	reduction	intervention	via	text	message.			

- One US study103 on text messaging for men who have sex with men and use methamphetamine 
found	significant	decreases	in	frequency	of	methamphetamine	use,	and	unprotected	sex	while	using	
methamphetamine after the intervention (note: this study did not have a control group). Participants were 
actively recruited at gay venues and through community organisations. Participants were sent one to four 
texts per day with information on drug use and safe sex and they could text questions and chat in real time, 
via text, to online counsellor. 

	 One	other	factor	that	may	impact	the	effectiveness	of	text	message	interventions	is	the	timing	of	
implementation, especially where they can be used with people at point of crisis or who have reached out for 
assistance. 

 The ‘Your Call’ trial in Auckland, NZ, signed people into the program who presented at hospital with alcohol-
related injuries. Participants received targeted text messages over four-weeks in the 7-10 days after being 
discharged from hospital.104	The	study	found	a	significant	reduction	in	hazardous	drinking	compared	to	control	
(usual	care)	group	at	three,	six	and	12	months	after	intervention	but	no	differences	in	alcohol	related	harms	and	
troubles. Potentially then, utilising a harm reduction text messaging intervention with young adults who have 
been	hospitalised	due	to	drug	use	may	have	some	benefit.	
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2.12 App-based harm reduction interventions
There is limited evidence available on stand-alone mobile phone apps as a drug harm reduction intervention, 
with apps generally integrated into broader multi-media initiatives. 

One study in Italy used a mobile e-health smartphone application (D-ARIANNA) for binge-drinking targeted 
at students (18-24 years, n=590).105 D-ARIANNA acted as a risk screening and information tool. Personalised 
feedback on the level of risk associated with drinking was provided and participants reported a reduction in 
binge drinking.105

The Australian website/blog: ‘Hello Sunday Morning’, utilised an in-phone app called ‘Daybreak’ to provide 
broader support to people wanting to stop drinking or reduce their alcohol intake. The Daybreak app, aimed 
at people aged 18+ years, asks people to sign up to a three-month abstinence program, set goals and record 
their	reflections	and	progress	on	Hello	Sunday	Morning	blogs	and	social	networks,	with	other	participants	
able to comment and ‘like’ posts.106 Participants were mostly those with hazardous or high-risk drinking. 
Four	months	after	the	program,	significant	decreases	in	alcohol	consumption	were	found,	although	factors	
influencing	success	rates	appeared	to	be	engagement	with	community	and	access	to	peer	support,	rather	than	
harm reduction education.106 Providing access to an online professional clinical component (access to trained 
clinicians via smartphone chat) was found to further improve outcomes.107 

Given the illegal nature of drug consumption, it is not clear if apps that require either inputting information 
about drug use or discussing drug use online would be spaces where young adults who use drugs would feel 
safe	and	confident	to	share	information.		

A small study (n=21) looking at the priorities of young people (aged 16-21) in using social media to give and 
receive support for mental health issues found that trust and privacy (through private accounts and groups) 
and trusting peer relationships were key.108 

2.13 Gaming-based harm reduction interventions
There is a small but promising evidence base on the impact of serious educational online games in reducing 
harm from alcohol and other drugs.61

Trials of games aimed at improving partygoer’s awareness of the risks related to psychoactive substances109,110, 
found that self-reported awareness of risks increased after completing the game both in a nightlife setting and 
in a laboratory setting. 

A	study	comparing	the	effectiveness	of	a	harm	reduction	game	versus	an	information	leaflet	with	young	adults	
at	nightclubs	in	Italy	(average	age	23.53,	n=136,	not	screened	for	drug	use)	did	not	find	a	significance	in	
difference	between	the	mode	of	delivery.110 

2.14 University interventions
The majority of AOD harm reduction studies undertaken in university settings focus on reducing alcohol 
consumption. Most require targeted recruitment strategies to engage students and are not mandatory. 

Looking at studies that target university students, results are variable with low evidence that on-campus 
programs are successful in reducing smoking and drug use, due to fewer quality studies available111 (for 
additional information see Narrative Review). 

Looking at programs concerning illicit drugs only, there are some studies with university students on the content 
of these interventions but, as noted, limited evidence on the impact of the programs themselves. 

A systematic review of eight studies on e-interventions among university students for illicit substance use harm97 
found	only	two	that	reported	a	significant	reduction	in	drug	use.	

The types of interventions in the review were varied across the studies. 

Most used personalised feedback, providing participants with information on health, costs of substance misuse, 
and	tips	to	decrease	use	in	a	short	(20	to	45	minute)	session	and	were	designed	to	prompt	self-reflection	and	
consideration of decreased use. 
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Two	studies	used	self-affirmation	theory,	where	participants	were	asked	to	select	their	most	important	personal	
values and identify opportunities to act on their intentions. Participants received messages based on their 
selected values. 

A third program used social cognitive theory and was delivered two to four times a week over four weeks, as 
part of a six-month life-skills training program.97 This program comprised observational learning, facilitation and 
self-regulation. 

A	final	study	in	the	systematic	review	had	participants	completing	the	Alcohol,	Smoking	and	Substance	
Involvement Screening Test (ASSIST) followed by a brief interview. 

Overall, the quality of studies in the systematic review were poor. 

Of	the	five	studies	that	reported	any	positive	outcome	(including	reduction	in	use,	reduction	in	negative	
consequences from drug use and/or attitudinal changes), four used personalised feedback and the other 
delivered the ASSIST questionnaire. Interaction and engagement was found to be an issue with many of the 
interventions, with people not completing online activities and high rates of attrition.97

The review concluded that e-interventions for student illicit drug use have potential, but more needs to be 
known about the process of study design to ensure messaging is relevant, engaging and the intervention 
acceptable to the target population.97 

A systematic review of ‘user-centred design’ practices in the development of illicit substance use interventions in 
higher-education found “limited consideration of end user experience and minimal engagement of UCD [user-
centred design] practices”112 that	had	impacted	program	effectiveness	and	sustainability.	

Later work, by the same authors, on the development of a protocol for digitally delivered harm reduction for 
students in higher education, suggests programs adopt processes that include end users (target group) in all 
stages of development from design to evaluation.113

They also noted that given the illegal status of substance use, it cannot be assumed that those interventions 
evaluated	as	successful/effective	for	alcohol	and	tobacco	will	be	effective	for	illicit	drugs,	so	different	
approaches to harm reduction interventions may be needed.97

2.15 TAFE, trainee and workplace interventions
Workplaces	have	been	identified	as	a	site	for	possible	interventions	to	address	AOD	use	and	other	health	
issues, given that most people spend large amounts of time at them.114

Young	adults	transitioning	to	workplaces	are	particularly	vulnerable:	pressures	exist	for	young	workers	to	‘fit	in’	
to workplace cultures, including those that involve high levels of risky AOD use.26 

Workplace cultures, policies and environments, stress, bullying and other psychosocial factors can have 
significant	impacts	on	workers’	physical	and	mental	health,	with	poor	workplace	environments	found	to	lead	to	
higher rates of substance use.25

Industries in Australia with higher levels of alcohol and other drug use, risky drug use and lower levels of mental 
health are predominantly male-dominated blue-collar industries.20-23

Apprentices in these industries are found to be particularly vulnerable to workplace bullying and endure poorer 
working conditions than older counterparts, such as long hours, low wages and job insecurity, with little power 
and control.115 

Where studies have been undertaken in construction and cooking industries, apprentices have been found to 
have high levels of risky drinking24 and high to very high levels of AOD use25, including higher proportions of 
people using methamphetamine and cannabis than other people their age.26

Despite this, there is limited research on AOD harm reduction interventions aimed at trainees. No systematic 
reviews were found. Three relevant studies were found, all from Australia, with two from the National Centre on 
Education and Training on Addiction (NCETA). 
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2.16 Harm reduction intervention targeted at trainees/apprentices
In two Australian studies22,26, interventions to reduce substance use and increase wellbeing were evaluated 
in apprentice chefs and tradesmen trainees (both groups aged under 24 years), with both interventions run 
through TAFE and voluntary. 

In the interventions with trainee chefs22, participants received either two brief face-to-face psychological 
wellbeing	and	substance	use	sessions	(1x1hr	and	1x2hr	session)	as	well	as	five	related	information	sheets,	or	
only the information sheets.  

The	first	face-to-face	session	focused	on	enhancing	coping	and	communication	skills,	including	practical	
exercises for stress reduction and alternative coping strategies (e.g. talking to co-workers and supervisors 
about work-related issues). 

The second session focussed on understanding and reducing AOD-related harm and risks. 

The study found improvement in the intervention group in psychological wellbeing, including dealing with stress 
and coping with verbal abuse - all factors that reduce risk of AOD harm.22 However, there was only a limited 
impact on alcohol consumption rates.22

The intervention with carpentry apprentices20 used a similar program, with the intervention group receiving the 
same face-to-face psychosocial sessions and ‘usual treatment’ (information sheets on mental health and AOD 
use delivered as part of the normal TAFE orientation process) or receiving the information only. This evaluation 
found	no	effect	on	either	group	on	all	measured	outcomes.26

Despite	the	two	studies	using	an	almost	identical	program,	differences	in	results	can	partly	be	accounted	for	
by	method	differences	(the	second	study	did	not	have	good	follow-up	rates),	and	also	context.	

The	first	study	took	place	among	apprentice	chefs	and	program	content	was	tailored	to	the	needs	of	the	
workforce, determined by pre-research in the industry including focus groups and stakeholder interviews.22 The 
second study of carpentry apprentices just used the exact same apprentice chef program.26 

Tailored	interventions	that	acknowledge	different	workplace	cultures	and	needs	are	likely	to	be	more	successful	
than those that assume the needs of young trainees are homogenous (despite any similar characteristics such 
as presence of high levels of AOD use).  

2.17 General literature on workplace harm reduction initiatives
Overall, most studies on workplace interventions are concerned with alcohol consumption rather than drug 
use, with many focussed on the use of mandatory AOD testing and Employment Assistance Programs (work-
provided access to counselling).61

Studies	on	different	workplace	interventions	regarding	AOD	use	show	mixed	results.	

A US evaluation of the impact of the PREVENT program on alcohol use and smoking among young adults (aged 
18–29)	in	the	railroad	industry	found	significant	decreases	in	drinking	post-intervention,	compared	to	workers	
who	were	not	in	the	program.	There	was	no	difference	in	rates	of	smoking,	however.	

PREVENT is a two-day health promotion program that uses interactive teaching methods (i.e. group discussion, 
motivational interviewing and classroom activities).  Participants are compensated on full pay to participate in 
the program.116

Given	the	mixed	results	from	different	workplace	interventions,	researchers	suggests	that	successful	
implementation of workplace harm reduction initiatives addressing alcohol and other drug use should include 
co-design in addressing gaps, needs and in designing best mode of implementation.117 

Literature from mental health and psychology investigates how best to improve mental health and workplace 
resilience	in	individuals	through	different	psychological	approaches.118 
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The focus of this literature is more on the psychological approach (such as Cognitive Behavioural Therapy) 
used by workplace interventions.119,120 However, given the many structural factors that contribute to workplace 
stress and AOD use, some argue that programs need to move beyond individual interventions to address 
systemic workforce and labour market regulation in order to address AOD harms.115

Roche et al. suggest that top-down approaches are needed to implement workplace cultural change and 
address	stigma	around	AOD	use,	with	raising	management	awareness	of	AOD	issues	the	first	step.25

 

2.18 Summary of key findings from Section 2
There is limited evidence on the impact of many harm-reduction interventions targeted to young adults who use 
drugs due to a lack of program evaluations. 

The evidence base, however, is strong on the role of peer-based educators as a preferred and trusted source of 
information among young adults. 

There is also clear and measured demand and use of peer-provided harm reduction services in music festivals 
and clubs, such as chill-out spaces and pill-testing facilities. 

Although not harm reduction information/messaging per se, there is clearly a role for peer organisations to 
engage in policy debates and advocacy where licensing and other restrictions prevent the distribution of harm 
reduction information and services to people who use drugs. 

A	major	finding	across	all	harm	reduction	interventions	aimed	at	young	adults	who	use	drugs	is	that	they	
must be involved in co-designing the interventions in order for them to be relevant, credible, properly targeted, 
engaging and acceptable to the target population. 

There is also a strong evidence base to support the role of peers in delivery of harm reduction messaging, as 
they	are	a	more	trusted,	preferred	and	credible	source	of	information	than,	for	instance,	government	officials.	

Funding for future evaluations of targeted community and peer-led harm reduction campaigns is needed, 
and a worthy investment considering the amount of funds going towards mass media campaigns which are 
evidenced to have little impactxxiv. 

Outside of targeted programs, most young adults search for information online via Google searches and trust 
peer and health organisations above government sources. Therefore, strategies to improve search engine 
optimisation of peer harm reduction organisations is worthy of investigation. 

In nightlife settings, harm reduction information campaigns and initiatives may be hampered where a ‘zero-
tolerance’ approach is taken by venue owners. 

Broader	policy	approaches	may	be	needed	to	address	barriers	to	implementing	effective	harm	reduction	
programs as well as peer-provided services that have clear and measured demand, such as chill-out spaces 
and pill-testing facilities. 

There is also clearly a role for peer organisations to engage in policy debates and advocacy where licensing 
and other restrictions prevent the distribution of harm reduction information and services to young adults who 
use drugs. 

Most interventions regardless of the place or mode (e.g. school or work, text or face-to-face) work better when 
there is some interaction with a trained professional and where information is personalised and tailored to 
individual	need.	In	workplaces,	this	includes	creating	programs	specifically	for	industries,	taking	account	of	
unique structural and cultural issues and the needs of young workers. 

xxiv La Trobe University has been working with a number of community and peer-led organisations on the W3 project: ‘What works and why?’ in order to 
develop evaluation and monitoring framework for peer-organisations working in HIV and hepatitis C. It is hoped that this can improve knowledge on program 
effectiveness	which	in	turn	can	be	used	to	improve	organisational	influence	within	the	community	and	policy	environments.	This	will	potentially	be	a	good	
resource for other peer-based organisations to help develop the evidence base of interventions: http://www.w3project.org.au/
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It is not entirely clear if face-to-face harm reduction interventions work better with young adults than digital 
interventions. The research with young adults in mental health and alcohol suggest not. 

What is clear is that digital innovations have a lot of promise in reaching stigmatised, marginalised and 
remote communities and that extending digital drug harm reduction information/education and services to 
young adults makes sense given their online presence and mobile phone use. There may also be opportunities 
to engage young adults with digital interventions at particular points of crisis, such as after a drug-related 
hospitalisation. 

Although there are a range of successful online interventions for alcohol use and mental health, more work 
is needed to develop relevant online/digital interventions for young adults who use illicit drugs, as the illegal 
nature of substance use means that it is not clear initiatives will translate across. The involvement of peers 
in developing appropriate technological channels is again critical to ensure they are properly targeted and 
relevant. 

In terms of location-based harm reduction interventions, the success of workplace initiatives is mixed, with 
limited studies on trainees and most studies concerned with alcohol are not age limited. 

Individual harm reduction messaging and programs (e.g. that help build resilience and help-seeking) may only 
go so far in industries where high AOD use is a product of broader socio-cultural and industrial issues. In these 
contexts, harm reduction programs may work better when they are integrated into broader workplace reform, 
involving	senior	staff	(managers	and	supervisors),	and	seeking	to	improve	basic	working	conditions.		
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3.1 Existing opportunities for young adult harm reduction
Patterns	of	illicit	drug	use	highlighted	in	this	report	indicate	opportunities	to	target	specific	drugs,	cohorts	or	
settings including: 

• high-risk subgroups (young adult males, trainees and apprentices, LGBTIQ+ young adults)

• high-risk drug types (ecstasy, cocaine and methamphetamine) 

• high-risk drug behaviours (polydrug use, Party and Play/chemsex)

• high-risk venues (nightclubs, bars and music festivals). 

Of	course,	many	of	these	high-risk	areas	overlap	which	can	make	it	easier	to	focus	efforts	at	targeted	
demographic groups to address multiple issues. 

Based	on	information	gathered	in	this	report,	harm	reduction	efforts	to	two	demographic	subgroups	are	
recommended – young adult males and LGBTIQ+ young adults.  

3.2 Young adult males
Young males are a clear target for harm reduction messaging given they represent the higher proportion of 
people who use drugs overall and across each drug type, and have led the increase in recent drug use between 
2016 and 2019. 

There are multiple reasons to engage young adult men in harm reduction, including:

• high	drug	use	overall,	especially	noting	the	significant	increases	in	cocaine,	ecstasy	and	ketamine	use

• high risk of drug-related hospitalisations (men aged 20-29) – almost 50% higher than women – from using 
high-risk drug types, high doses and polydrug use

• high drug use and risky drug behaviours by trainees/apprentices in male-dominated industries (construction 
and commercial cooking).

Recommendations for harm reduction
efforts for young adults 

Section 3



40

3.3 LGBTIQ+ people
Young LGBTIQ+ people are another potential target audience for harm reduction messaging. There are multiple 
reasons to engage them in harm reduction, including:

• higher than average use of drugs for non-medical purposes

• participate in Party and Play/chemsex with its associated harms – from high-risk drug type and consumption 
behaviour (polydrug use) with risky sexual practices and risk of blood-borne virus transmission

• use of unreliable online AOD information sources as an alternative to health services which are avoided due 
to previous experiences or expectations of discrimination.

The	literature	shows	that	identifying	core	demographics	or	subgroups	for	targeted	campaigns	is	more	effective	
than	broader	‘one-size-fits-all’	approaches.	

The best chance of success comes from understanding the knowledge, attitudes, beliefs and behaviours of the 
target	audience	so	that	messaging	can	be	framed	to	reflect	and	address	their	needs.	

This can be achieved through formative research with young adult representatives to provide direction on the 
campaign focus, delivery channel/s, setting and content development, ensuring harm reduction messaging is 
relevant, credible and acceptable to the target audience. 

Another option may be to identify existing peer and community organisations currently working with young 
adult males or LTBTIQ+ young adults and help them develop evaluation measures to detail the efficacy of their 
harm reduction programs. Noting the many gaps in the evidence highlighted in this Report, evaluations of 
harm reduction campaigns are desperately needed in order to build an evidence base.  

3.4  Key elements of effective messaging for young adults
From the existing evidence, several key components stand out as being integral to harm reduction messaging 
aimed at young adults.

• Young adults must be involved in co-design to ensure harm reduction messages are relevant, engaging and 
accepted. When these activities are carried out in the language of subcultures and delivered through peers, 
the messaging becomes culturally relevant, trusted, and credible. These types of peer-led processes have the 
potential to help overcome stigma that can be associated with help-seeking.

• Messaging should incorporate real information on actual situations, be non-judgemental, and relatable to 
young adult experiences with reasons for drug taking included (e.g. for fun and pleasure seeking). 

• Recognising young adults as a non-homogenous group is critical. Young adults are made up of diverse and 
complex	subgroups	with	different	social,	political,	geographic,	and	cultural	backgrounds	and	needs.		

• For	specific	industries	or	social	groups	where	frequent,	heavy,	or	high-risk	drug	use	is	the	norm,	use	targeted	
messages	that	recognise	the	environment,	social	influencers,	pressures,	and	interactions	that	contribute	to	
drug use. 

• Most harm reduction campaigns, regardless of the place or mode (festival, workplace, digital or face-to-
face),	are	more	effective	when	they	include	some	level	of	interaction	with	a	real	person	–	either	face-to-face	
or online. 

• Targeted	harm	reduction	efforts	can	be	aimed	at	venues	with	increased	ecstasy	and	cocaine	use,	such	as	
night clubs, bars, parties, and music festivals.

• Digital	technologies	have	a	lot	of	potential	for	drug	harm	reduction	efforts	aimed	at	young	adults	as	stand-
alone methods of providing harm reduction services or integrated into broader programs. Smartphone apps 
and	web-based	services	offer:

 - anonymity, where stigma may be a barrier

 - reach to rural and remote areas

 - 24-hour access

 - screening and assessment tools at a low cost. 
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Overall, the literature on harm reduction messaging tells us that harm reduction communications should be 
positive, truthful, culturally and locally relevant, informative and action oriented. 

The	engagement	of	young	adults	in	co-designing	harm	reduction	efforts	is	critical	to	achieving	this.

3.5 Options for future research
This report has revealed a number of gaps in the data regarding drug use among young adults aged 18-25 
years. 

They are the age group most likely to have recently (in the past 12 months) consumed an illicit substance and 
therefore there is merit in further detailed research being conducted on young adult drug use in Australia. 

Specific	areas	that	currently	lack	age-specific	data	and	are	worthy	of	future	investigation	include:

• drug-related hospitalisations for people aged 18-25

• the use of pharmaceutical opioids and barbiturates/benzodiazepines. These are the leading cause of 
drug-related deaths in young people (aged 15-24), yet there is no age-relevant data in the NDSHS about 
their use. Further research is needed to understand the use of pharmaceutical drugs in this age group 
(e.g. intentional/unintentional overdose; use in conjunction with stimulants to ‘come down’; etc.) and their 
relationship to drug-related hospitalisations and potential areas of harm reduction

• young adults residing in institutions (e.g. homeless shelters, FOYERS and other assisted living), who are 
homeless or incarcerated. Research shows they are one of the most vulnerable populations, yet they are not 
represented in the NDSHS data

• detailed information on frequency of drug use and dosing. This could help tailor harm reduction messaging 
to areas of highest risk

• drug use among young LGBTIQ+ populations. Existing regular survey data – Following Lives Undergoing 
Change (Flux), and the Gay Community Periodic Survey (GCPS) only survey adult gay and bisexual men 
and do not have detailed age-segmented data. Other youth LBGTIQ surveys provide some information on 
drug	use,	albeit	fairly	limited.	The	NDSHS	is	also	limited	given	that	sex	is	defined	by	male	and	female	only	
with	no	option	to	record	‘other’,	or	different	genders	(as	now	recommended	by	the	ABS).121 LGBTIQ+ people 
are	identified	as	a	priority	population	by	the	AIHW	and	are	more	likely	to	engage	in	risky	drug	use	practices	
and experience harm. Understanding more about drug use practice and harms among LGBTIQ+ young 
adults therefore has merit. 

Additional	areas	that	currently	lack	data	and	could	benefit	from	increased	research	include:

• young	adult-specific	information	on	places	where	drugs	are	consumed

• detailed information on types of drugs used by young adults in the ACT, Tasmania and the NT 

• exploring the extent of injecting drug use in young adults.

This Report has also highlighted the limited evidence available on the impact of drug harm reduction programs, 
services and campaigns targeting young adults. 

While peer and community organisations do an enormous amount of work in drug harm reduction, there has 
been little research in this area. Evaluation of peer-led harm reduction communications is needed to ensure 
future campaigns and activities are designed using a well-developed evidence base. 

There	is	also	a	strong	need	to	better	understand	the	most	effective	way	to	deliver	harm	reduction	messages	to	
young	adults,	and	the	opportunities	that	technology	may,	or	may	not,	offer.
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1 Appendices
Appendix A:  NDSHS 2019 data on numbers of young adults who use drugs

Table A1: Number of people aged 18-24 who have ever used an illicit drug from 2001 to 2019 
(NDSHS 2019) 

Table A2: Number of people aged 18-24 who have used an illicit drug in the past 12 
months from 2001 to 2019 (NDSHS 2019) 

Table A3: NDSHS 2019 data on the number of 18-24-year-olds in Australia who used illicit 
drugs in last 12 months by drug type and sex (over time)

 

 2001 2004 2017 2010 2013 2016 2019

Males 600,000 500,000 500,000 500,000 500,000 500,000 600,000

Females 500,000 500,000 400,000 500,000 500,000 500,000 500,000

All 1,100,000 1,000,000 900,000 1,000,000 1,000,000 1,000,000 1,100,000

 

 2004 2007 2010 2013 2016 2019

Males 400,000 300,000 300,000 400,000 300,000 400,000

Females 300,000 200,000 300,000 300,000 300,000 300,000

All 600,000 500,000 600,000 600,000 600,000 700,000

 2001 2004 2017 2010 2013 2016 2019

Cannabis 

Male 400,000 300,000 300,000 300,000 300,000 300,000 400,000

Female 200,000 200,000 200,000 200,000 200,000 200,000 200,000

Cannabis all 600,000 500,000 400,000 500,000 500,000 500,000 600,000

Cocaine

Male 50,000 30,000 60,000 70,000 60,000 70,000 200,000

Female 30,000 20,000 30,000 50,000 40,000 50,000 90,000

Cocaine all 80,000 50,000 90,000 100,000 100,000 100,000 300,000

Ecstasy

Male 100,000 100,000 100,000 100,000 100,000 90,000 200,000

Female 90,000 100,000 100,000 90,000 90,000 100,000 100,000

Ecstasy all 200,000 200,000 200,000 200,000 200,000 200,000 300,000

Meth/amphetamine

Male 100,000 100,000 70,000 60,000 60,000 30,000 40,000

Female 100,000 100,000 40,000 50,000 40,000 20,000 <10,000

Meth/amphetamine all 200,000 200,000 100,000 100,000 100,000 50,000 50,000

Any opioid all*           108,000 95,000

Hallucinogens all*       127,000 111,000 84,000 118,000

Ketamine all*       16,000 16,000 36,000 93,000

Note that NDSHS data provided for young adult cannabis, cocaine, ecstasy and meth/amphetamine only and provided in rounded numbers

*Data numbers for opioids, hallucinogens and ketamine calculated using ABS data and rounded to nearest thousand. ABS data only available from 2010 
onwards. NDSHS data on ‘any opioid’ only comparable for 2016 and 2019.
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Table B1: Frequency of drug use, reported by people aged 14-19 and 20-29, who have used drugs 
in the past 12 months (NDSHS 2019)  

* Estimate has a relative standard error of 25% to 50% and should be used with caution 

** Estimate has a high level of sampling error (relative standard error of 51% to 90%), meaning that it is unsuitable for most uses. 

n.p.	not	published	because	of	small	numbers,	confidentiality	or	other	concerns	about	the	quality	of	the	data.	

Proportion shown is against total number of people who have used each drug type 

 

Frequency of drug use  14–19    20–29   14-29  

Cannabis  %  #s  %  #s  #s 

Every day  *45 9,800  12 105,300  115,000 

Once a week or more  26  51,800  21 192,600  244,000 

About once a month  17 33,200  15 132,300  166,000 

Every few months  24  47,800  18 163,800  212,000 

Once or twice a year  29  57,600  34 306,000  364,000

Ecstasy 

At least once a month  *25  17,150  21  85,600  103,000 

Every few months  *29 20,300  38  151,200  172,000 

Once or twice a year  47 32,550  41 163,600  196,000 

Meth/amphetamines 

At least once a week or more  n.p.  n.p.  *19 16,830  n.p. 

About once a month  **39  7,700  *10 8,640  16,000 

Every few months  n.p.  n.p.  *26  23,040    

Once or twice a year  *53  10,660  46 41,490  52,000 

Cocaine 

At least once a month  n.p.  n.p.  20 78,800  n.p. 

Every few months  *29 11,680  31  124,000  136,000 

Once or twice a year  67 26,960  49 197,600  225,000 

Appendix B: NDSHS 2019 data on frequency of drug use
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Table B2: Frequency of drug use, reported as a proportion of people aged 14-29 who have 
used drugs in the past 12 months against the total population for this age group (NDSHS 2019)  

Frequency of drug use  People aged 14-29   
  #s % who used drug type  % of total population  
  in past 12 months aged 14-29

Cannabis

Every day  115,000  11  2 

Once a week or more  244,000  22  5 

About once a month  166,000  15  3 

Cannabis total frequent use  525,000  48  10

Cannabis all use past 12 months  1,100,000  100    

Ecstasy 

At least once a month  103,000  22  2 

Ecstasy all use past 12 months  470,000  100.0    

Meth/amphetamines 

At least once a week or more  17,000  15   <1 

About once a month  16,000  15  <1 

Meth/amphetamines total frequent use  33,000  30  1 

Meth/amphetamine all use past 12 months  110,000  100    

Cocaine 

At least once a month  78,800  18  2 

Cocaine all use past 12 months  440000  100    
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Table C1: Main forms of drugs used by drug type among people aged 14 and over 
who have used drugs in the past 12 months (per cent) (NDSHS 2019)

Appendix C:  NDSHS 2019 data on forms of drugs taken

Some	NDSHS	classifications	of	drugs	(such	as	meth/amphetamine)	combine	different	drug	types	such	as	
methamphetamine	(‘ice’)	and	amphetamine	(‘speed’).	Some	of	these	drug	types	have	very	different	risk	
profiles,	therefore	it	is	useful	to	examine	the	prevalence	of	different	forms	of	drugs	used.	NDSHS	provides	
breakdown of forms used for:

• cocaine - all people aged over 14 

• meth/amphetamine - all people aged over 14 

• ‘Any opioid’ - all people aged over 14

• Hallucinogens broken down by age bracket, including 18-24-year-olds.

Of note is the overwhelming majority of all people who use ‘any opioid’ in Australia during 2019 (96%) are in 
fact, ‘misusing’ opiate painkillers (compared to 10% of people who used heroin). 

Drug type and form Proportion

Cocaine

Cocaine powder 99

Crack cocaine (smokeable crystal) ** <1

Other **1

Meth/amphetamine

Powder/speed 20

Liquid ——

Crystal, ice 50

Base/paste/pure **1

Tablet *10

Prescription amphetamines for non-medical purposes 14

Capsules *5

Other n.p.

Opioids

Pain-killers/pain-relievers and opioids(a,b) 96

Methadone or Buprenorphine(a) 5

Heroin *3

* Estimate has a relative standard error of 25% to 50% and should be used with caution.

** Estimate has a high level of sampling error (relative standard error of 51% to 90%), meaning that it is unsuitable for most uses.

n.p.	not	published	because	of	small	numbers,	confidentiality,	or	other	concerns	about	the	quality	of	the	data.

(a) For non-medical purposes.  

(b) Excludes over-the-counter medications such asparacetamol and aspirin.  

Age group (years) LSD/acid/tabs Mushrooms/psilocybin Other

18–24 76 68 *25

Table C2: Forms of hallucinogens used by people aged 18-24 amongst those who 
have used hallucinogens in the past 12 months (NDSHS 2019)
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Appendix D:  Drug-related deaths and hospitalisation data from  
NDARC drug trends 

Table D1:  Rate (per 100,000 people) of drug-induced deaths for Australian males and 
females, by age group 1999-2019 from NDARC Drug Trends 18

All data below sourced from NDARC Drug Trends 19.
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Table D2:  Crude rate (per 100,000) of drug related hospitalisations by age group and sex
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Table D3: Age and sex profile of opioid-related hospital separations 2000 to 2019 

Table D4: Age and sex profile of Amphetamine-Type Substances-related hospital 
separations 2000 to 2019 
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Table D5: Age and sex profile of cannabinoid-related hospital separations 2000 to 2019
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