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Introduction 
 

 

 

‘What are you writing?’ Yandi asked me. It was June 19, 2014, and a 

group of us were sitting on plastic chairs in the large hallway on the 

second floor of a suburban public health clinic (puskesmas) in West 

Java, Indonesia. In front of us, behind a large wooden desk, sat a clinic 

employee in a bright blue batik shirt.1 On the wall behind him, framed 

pictures of the mayor, the vice-mayor, and the head of the clinic gazed 

down on us. The man was informing us about the services the clinic 

offered to what he called ‘drug users’ (pengguna narkoba), as well as 

educating us more generally about HIV prevention and the potential 

health consequences of drug use. The eight participants in the session, 

including Yandi, were all enrolled as patients in an opioid substitution 

programme at another clinic, where they were treated with the liquid 

substitute for heroin, methadone. 

 When Yandi asked me his question, I had just written that 

these information sessions seemed almost ritualistic. While a few 

participants were not paying attention, like the two men behind me, 

who were discussing renting out a car to make money, others were 

eagerly asking questions. But the goal of these questions was not to 

 
1 Batik shirts are elaborately decorated using a textile technique that uses wax and dye. They 

are commonly worn throughout Java. 
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obtain new information. The methadone users were already very 

knowledgeable about HIV prevention and the consequences of drug 

use. Many had been in methadone maintenance treatment for years, 

and during this time they had attended several information sessions 

and talked with other users, nurses, and doctors. They already knew 

the answers to their questions. Moreover, they were unlikely to make 

use of the services offered at this particular clinic, as none of them 

actually lived nearby. Although the suburb was attached to a major 

city, it was technically an independent municipality, and we had 

driven an hour from the methadone clinic to get there.  

When I told Yandi that I was interested in understanding what 

happened at these sessions, he had dramatically flicked back his long 

ponytail and squinted his eyes to look at me with suspicion. ‘It’s just 

the same as the other meetings,’ he said. Many health clinics offered 

these information sessions. There was ample time for questions and 

answers, the atmosphere was often amicable, and the participants were 

usually fed and received a travel allowance. Yandi, a man in his late 

thirties, had been going to the methadone maintenance clinic for 

several years now, and he could clearly explain to me all of the 

services offered at health clinics.  

Afterwards, I asked Yandi whether we had been at the clinic 

before, as it seemed familiar. He replied that we had attended a 

different information session there a few months earlier, adding that it 

was his seventh time attending the session we had just participated in 

– that is, his seventh time at that clinic alone; he could not count the 

total number of sessions he had attended at clinics throughout the city. 

But Yandi had no intention of using this clinic’s services, as it was far 

from his home and, moreover, he had not injected heroin for years.  

This vignette demonstrates just one of several repetitions that 

were salient in the lives of many of the people using methadone I 

spoke to during my fieldwork in 2013 and 2014. Some repetitive 

activities were sought out in order to ‘have something to do’, while 

others were part of the methadone maintenance treatment programme 
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they had enrolled in, or part of their personal trajectories in relation to 

addiction. The programme sought to bring stability to their lives. This 

stability was meant to free them from the need to use heroin, allowing 

them to work on themselves and become more financially stable, more 

productive, and healthier and develop better relationships with their 

families. For those who failed to achieve these goals, however, 

stability often became an uncomfortable repetitive state in which they 

became increasingly stuck. Yandi definitely felt stuck. He kept going 

to these events, however, to have something to do. He wrote in his 

diary, which I asked him to keep, ‘Hope for that which is not possible’. 

Methadone maintenance treatment has become available in 

every major city in Indonesia, and the state and judicial institutions, as 

I will show, increasingly positioned drugs users as patients in need of 

treatment and care. At the same time, however, these institutions 

maintain that drug use is an existential threat to Indonesia, and thus 

these health care programmes operate within a nation that has upheld 

its strict narcotics laws. While many may accept addiction as an 

illness, drug use remains a criminal act. Heroin users gravitated 

towards the methadone maintenance treatment programme at a public 

hospital in West Java as their heroin use made life outside it 

increasingly unliveable. The programme allowed former and current 

heroin users to continue their lives, but at the same time, the repetitive 

bodily, institutional, and medical rhythms that resulted made them feel 

stuck. In this dissertation, I explore the effects of the rhythms 

produced by drug use and treatment to show how methadone, even 

while allowing its users to keep going and promising to free them of 

the disruptive force of heroin, also further entrenched repetitions of 

substance use. The biomedical prognosis of both their condition and 

its treatment as unending came together with the clinic’s regulations 

around substance administration in ways that intensified their feelings 

of being stuck.  

The goal of this dissertation, then, is to understand the 

spatiotemporal effects of endless treatment within a sociojuridical 
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environment that alternately views drug users as criminals and as 

patients. I foreground people who were supposedly stabilised through 

long-term (and potentially endless) methadone maintenance 

treatment, but who did not find a comfortable way of being stable on 

methadone. What does it mean to live with the stability of methadone? 

And what if this stability is never reached at all? What futures seem to 

open up or foreclose when treatment is imagined as endless repetition? 

What does it mean to continue using an addictive substitution drug in 

a programme and a society that expect you to become abstinent? These 

questions I explore in this dissertation. 

To do so, I look at the methadone users of a methadone 

maintenance treatment clinic at a government hospital in West Java. 

In particular, I look at the roughly twenty methadone users who would 

often hang out in front of the clinic after taking their daily methadone 

dose, who the clinic’s medical staff described as ‘not yet stable’. In 

the next two sections I look at the history of drug use in Indonesia and 

the history of methadone substitution treatment. These histories give 

an indication of the different substances that have been used in the 

archipelago and the range of attempts to control drugs and their users. 

I give a brief description of the development of opioid substitution 

treatment and its aim to foster ‘productivity’. Finally, I discuss how 

methadone users’ orientation towards their futures may become 

troubled. 

 

Drug use in Indonesia 

Dr Tom, the founder of the Program Terapi Rumatan Metadon 

(Methadone Maintenance Therapy Programme), was one of the first 

to offer substitution treatment for opioid users in Indonesia. He 

founded his clinic in 2002 in a large city in West Java, and he was still 

in charge at the time of my fieldwork. The doctor was an enthusiastic, 

jovial man who balanced his tasks at the clinic with his other functions 
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as a psychiatrist and head of the mental health department. With only 

a couple of hundred psychiatrists active in Indonesia (Isaac et al., 

2018; Pols, 2006, p. 369), his services were in high demand. The clinic 

offered subutex substitution in 2002, but soon moved to suboxone and, 

finally, to methadone in 2006. That (methadone) substitution 

treatment only recently arrived in Indonesia may not be surprising. 

The island nation, consisting of roughly 17,000 islands and with a 

population of 280 million, is well-known for its strict drug control 

efforts. At Indonesia’s international airports, signs remind newly 

arrived passengers that trafficking drugs to Indonesia leads to the 

death penalty. To combat what it perceived as a threat to national 

security, the Indonesian government has vowed to free the country of 

drug use by the year 2015 (Presiden Republik Indonesia, 2011). In this 

effort, Indonesia has upheld many of its restrictive and punitive laws 

on drug use and illicit trafficking, which have led to high incarceration 

rates and forced rehabilitation. Methadone, itself being a substance 

liable to addiction, is an uneasy fit with this goal of national 

abstinence. 

In chapter 1, I describe how the Indonesian government often 

portrayed narcotics as a modern threat coming from outside of 

Indonesia. Narcotics, however, have a long history within the 

archipelago. The betel nut, a mild stimulant, for instance, was chewed 

from at least the seventh century, according to reports by Chinese 

traders (Hartwich, 1905, p. 50), and continued to be used by a large 

part of the population up to the mid-1900s (Reid, 1985, pp. 538–539). 

Alcohol use likely was also widespread from roughly the same time, 

at least in Java and Bali. Reliefs of the Borobudur temple, which was 

completed in the ninth centuries (Jákl, 2021, p. 122), depict the use of 

alcohol, which continued throughout the centuries. Ma Huan (1970) 

noted the use of palm wine on his voyage to Java during the fifteenth 

century. From the eighteenth century, however, alcohol use seems to 

have declined under changing Islamic convictions, though the decline 
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was unevenly distributed (Jákl, 2021, p. 324). Local alcohol cultures 

continue to this day, especially among non-Islamic communities.2  

Tobacco was introduced to Asia by the colonial powers in the 

late sixteenth century. It was smoked through a pipe, first by the 

aristocracy and then, when local production increased, by the general 

population (Reid, 1985, pp. 535–536). Ordinary Indonesians, 

however, chewed tobacco after chewing betel nut. By the end of the 

eighteenth century, this practice was widespread (Hartwich, 1905, p. 

81; Reid, 1985, p. 356). In the mid-1990s smoking cigarettes became 

fashionable and associated with ‘modernity’, while betel nut chewing 

largely disappeared. While betel nut chewing was open to both men 

and women, smoking was largely restricted to men. Unlike opium, 

smoking tobacco received little criticism (Reid, 1985, pp. 539–540); 

today, it is aggressively marketed (Hardon, 2021, p. 109). In 2011 

almost 57% of men and 1.8% of women smoked daily. Another 10.3% 

of men and 0.8% of women smoked occasionally. On average, men 

smoked 13 cigarettes per day and women 8.1 (WHO, 2012, pp. 24, 

35).  

Opium, a key ingredient of heroin, has been around in at least 

some parts of Indonesia since before the arrival of the Dutch in the 

late sixteenth century and was probably introduced by Arab traders 

(Rush, 2007, pp. 4, 26). Within a century after their arrival, the Dutch 

managed to obtain a monopoly on importing opium into all of the 

Indies. This was a major source of income for the colonial 

government, as it tendered the monopoly for opium farming and 

selling (Ibid.). In the late nineteenth century, there was increasing 

discomfort with the sale of opium in the colonies, and the Dutch 

government was pressured into setting up a stricter, more centralised 

distribution system, the Opium Regie. The ideals of this ‘ethical 

policy’, which foregrounded the state’s duty to improve the welfare of 

 
2 Nastasja Roels, for instance, writes about alcohol use in the Menadonese youth punk scene 

(Roels, 2022). 
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its colonial subjects, were quickly set aside, and opium profits boomed 

(Ibid., p. 217–241). Disappointment in the Regie led to additional 

measures taken from the 1920s to limit or end opium use, like 

licensing requirements for opium users, education, and improved 

public health facilities, including addiction clinics. By the late 1930s 

the Opium Regie ‘was still in business, but among the Javanese it was 

serving only the diehards, mostly old men and a few others who clung 

to opium’s addicting relief and pleasures against the tide of social 

change’ (Ibid., p. 255; Rush, 1985, p. 559). Although the importance 

of opium sales as a source of revenue for the colonial government had 

largely declined in the twentieth century, the newly formed republic 

took over and expanded the sales network, as creating a new taxation 

system proved difficult and the revolution sought funding for its 

military (Cribb, 1988, pp. 701, 707). In the later years of the 

revolution, opium was also sold extensively outside of the republic’s 

borders. It was well-suited for trade, as it was light enough to 

circumvent the Dutch blockade during the war of independence while 

still being valuable (ibid., p. 721).  

By the time of this research, opium use was absent, and other 

narcotics, like heroin, had arrived in its wake. Despite its relative 

proximity to the so-called Golden Triangle, the mountainous opium-

producing area in Myanmar, Laos, and Thailand, Indonesia never 

became a large producer or consumer of heroin, although it played an 

important role as a transit country (Frederick & Worden, 2011, p. 363; 

State, 2014; UNODC, 2013). With 22 international airports and over 

120 seaports that lack adequate security resources, the republic’s 

borders are notoriously penetrable. International trafficking of heroin 

and other drugs has been mostly in the hands of West African, 

Chinese, and Iranian syndicates (State, 2014; UNODC, 2010, pp. 72–

73). Starting in the Golden Crescent, opiates move through India, 

Thailand, and Singapore to the ports of Medan, Jakarta, and Bali 

(National Narcotics Board West Java Province, presentation, n.d.; 

U.S. DOS, 2014). Heroin seems to have first appeared on the 
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Indonesian consumer market in the 1970s, when it was used mainly 

by high school and college students (Joewana, 1987, in Irwanto, 

2006). The substance likely remained rare, and by the 1980s, it had 

disappeared again (Irwanto, 2006, p. 45).  

Around the time of the economic and political turmoil that 

resulted from the financial crisis and the destabilisation (and later 

collapse) of Suharto’s New Order regime, heroin made a return. A 

1999 report by the United Nations Office on Drugs and Crime 

(UNODC) indicated that Indonesia had become a ‘new market outlet 

of heroin’ (UNODC, 1999, p. 114). Heroin injection practices, too, 

seem to have arrived in Indonesia only in the late 1990s (Pisani, 2006). 

After an initial period of growth, however, heroin use remained low. 

The National Narcotics Board estimated that in 2011 about 2.2% of 

the Indonesian population between the ages of 10 and 60 were using 

drugs. In absolute terms, this amounts to 3.7 to 4.7 million drug users, 

of which 110,000 used heroin (UNODC, 2013, p. 1).3 The most 

popular drugs at that time were cannabis (used by 0.50% of the 

population between the ages of 10 and 60), ecstasy-type substances 

(0.19%), amphetamines and prescription stimulants (0.18%), 

benzodiazepine (illicit use prevalence unknown), and heroin (0.11%) 

(UNODC, 2010).4 The scale of drug consumption has been difficult to 

assess as the statistics by the National Narcotics Board are considered 

unreliable (see Stoicescu, 2015). 

 
3  In a careful estimation of the number of injecting drug users nationwide, Elisabeth Pisani 

(2006) arrives at a figure of 145,000 to 170,000. In 2014, the government produced a much 

lower estimate of 74,000 (Indonesian National AIDS Commission, in Harm Reduction 

International, 2014). 
4  See also the UNODC Data Portal: https://dataunodc.un.org. During the last few decades, 

the Indonesian drug market has changed significantly. Indonesian youths achieve highs 

through psychoactive prescription drugs as a safe alternative to illicit drugs (Hardon, 2021). 

In recent years, Indonesia has increasingly become a destination for and producer of 

cannabis and amphetamine-type stimulants (UNODC, 2010, p. 69, 2013). While cannabis 

is mostly produced for the domestic market and controlled by Jakartan syndicates, 

amphetamine-type stimulants like ecstasy and methamphetamine are trafficked both 

domestically and internationally (US Department of State, 2010, p. 349).  
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While the first efforts at drug control were made in the 

colonial period, ever stricter drug control efforts have been codified in 

Indonesia’s post-colonial narcotics laws. In chapter 1, I describe how 

these repressive laws were drafted to curtail drug consumption, 

production, and trafficking. In 2002 President Megawati Sukarnoputri 

established the National Narcotics Board (Badan Narkotika Nasional, 

BNN), a government agency in charge of combating illegal drug use 

and trafficking (Irwanto, 2006, p. 46). It has pursued its task through 

a policy of prevention and eradication of drug abuse and illicit 

distribution.5 It can safely be said that the BNN, which is always led 

by a police officer, has for a long time strongly focused on drug 

policing and less on treatment. The timing of this research coincided 

with an intensification of drug control efforts throughout Southeast 

Asia, especially in the Philippines, where then President Rodrigo 

Duterte allowed and endorsed extrajudicial executions of drug 

offenders (Holmes & Agence France-Presse, 2016). Indonesia, too, 

made frequent appeals to a war on drugs; at the end of my fieldwork, 

it even resumed the (judicial) execution of drug traffickers.  

Space for health-based harm reduction as an alternative 

approach to drug users opened up in response to a rapidly rising HIV 

prevalence in Indonesia. Unsafe injecting drug use was a major mode 

of HIV transmission (UNAIDS & WHO, 2004, p. 8). In 2000 an 

estimated 65.6% of injecting drug users in Indonesia’s capital city, 

Jakarta, were HIV positive (UNAIDS, 2006, p. 516). In 2002 HIV 

infection rates among injecting drug users nationwide were estimated 

between 19 and 34% (Kementerian Kesehatan, 2003, p. 46), but just 

 
5 This policy is called P4GN, an abbreviation of ‘Pencegahan dan Pemberantasan 

Penyalahgunaan dan Peredaran Gelap Narkotika, Psikotropika dan Prekursor Serta Bahan 

Adiktif Lainnya Kecuali Bahan Adiktif untuk Tembakau dan Alkohol yang Selanjutnya’ 

(Prevention and Eradication of Drug Abuse and Illicit Distribution of Narcotics, 

Psychotropics, and Precursors as well as Addictive Materials with the Exception of 

Addictive Substances from Tobacco and Alcohol, Et Cetera). This explicitly exempts 

tobacco and alcohol from the activities of the narcotics board (https://bnn.go.id/profil/, 

accessed on September 6, 2022). 
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four years later new estimates showed the significantly higher rate of 

42.5%, amounting to over 90,000 people (Mathers et al., 2008, p. 

1737). This level remained stable, with 41% of all injecting drug users 

being HIV positive in 2014, although prevalence was much higher in 

certain regions (Indonesian National AIDS Commission, 2014). 

Hepatitis C prevalence among users was also high, at 77.3%, while 

hepatitis B was at 2.9% (Nelson et al., 2011).  

In 2002 a special cabinet session concluded that the HIV 

infections among injecting drug users ‘posed a serious threat to the 

country’ (Irwanto, 2006, p. 47). The session ushered in a new period 

of HIV/AIDS prevention in Indonesia. Harm reduction programmes 

now became a key strategy for curbing the spread of HIV. In 2004 

antiretrovirals became available for free for people living with HIV. 

The first needle exchange programme for injecting drug users had 

been running in Bali since 1999, but in 2003 the state also allowed two 

pilot projects for methadone distribution supported by the WHO 

(Mesquita, 2006, p. 66). Then President Susilo Bambang Yudhoyono 

made a visit to a methadone programme in 2005 (Lorete, 2006, p. 78), 

and in a speech on the International Day against Drug Abuse and Illicit 

Trafficking that same year, he expressed his support for adding more 

clinics and allocated funds accordingly (Mesquita, 2006, p. 66). 

AusAID and USAID (Irwanto, 2006, p. 47; Mesquita, 2006, p. 66) 

and, later, the International HIV/AIDS Alliance, through a project 

funded by the Dutch government (Varetska et al., 2013), also 

supported harm reduction projects throughout Indonesia.  

These new initiatives posited drug users as patients, primarily 

through the link between injection of heroin and the spread of HIV. 

Yet the strict drug laws that criminalised these same users were kept 

in place. In chapter 1, I explore this tension by looking at how the 

patienthood provided by the methadone maintenance programme fit 

within the continuing war on drugs in Indonesia. Heroin users, 

according to more and more Indonesian legal authorities, should be 

treated as ill. I argue that a medical understanding of addiction has 
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allowed drug users a new subject position where they can figure as 

treatment-deserving patients. This patienthood, however, becomes 

blurry under a drug regime that largely continues to be repressive. On 

the one hand, the notion of addiction as disease has not negated the 

threat drug use seems to pose, but transformed it, resulting in new fears 

about the uncontrolled spread of illicit use. On the other, the 

availability of other forms of treatment has opened up new avenues 

for users to find protection and safety. Drug users in Indonesia have 

become ‘dangerous patients’ whose illness pushes them towards 

illegal and supposedly dangerous activities. 

 

Opioid substitution treatment 

The clinic established by Dr Tom offered methadone maintenance 

treatment to its patients. Methadone, usually distributed as methadone 

hydrochloride, is a synthetic opioid. It was first created in 1939 in 

Germany as part of the search for a synthetic analgesic (Bockmühl & 

Ehrhart, 1949). Due to their pharmacological similarity, by 1949, the 

first experiments with methadone as a substitute for morphine had 

been published (Isbell & Vogel, 1949). The results were positive, and 

in the 1960s and 1970s, Vincent Dole and Marie Nyswander pioneered 

the treatment of drug users with methadone as a long-term opioid 

substitute. They understood heroin addiction as a metabolic disease 

that could be corrected, but not cured, by replacing heroin and 

morphine with methadone (Dole, 1988). Maintenance treatment was 

widely controversial, and it remains so. In the United States, Dole and 

Nyswander were even threatened with legal action by the Treasury 

Department, which viewed maintenance treatment with methadone as 

illegal, and many programmes that followed their initial trials 

provided methadone at much lower dose and for limited periods of 

time (Des Jarlais et al., 1995, p. 1580). The controversy was partly due 

to unease over the substitution of one opioid for another, as well as the 
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risk of methadone being diverted to populations without prescriptions 

(Bartoszko, 2019, pp. 269, 272; Des Jarlais et al., 1995, p. 1580; 

Friedman & Alicea, 2001, pp. 19–20). Some critics argue that 

methadone has had little impact on street-level substance use 

(Bourgois, 2000, p. 170). In many programmes, however, researchers 

have found that opioid substitution brought about a reduction in 

mortality rates, the intake of illicit opiate use, injection practices, HIV 

and hepatitis C transmission, and criminal behaviour (Farrell et al., 

1994; Karki et al., 2016; Marsch, 1998; Ward et al., 1999). Over the 

years, these programmes have spread throughout the world. In 2020 

eighty-four countries offered opioid substitution treatment (Harm 

Reduction International, 2020, p. 12).  

Here it is useful to give a brief overview of how 

anthropologists have critically interrogated the logic behind these 

programmes and foregrounded the experiences of patients. Several 

anthropologists have investigated substitution clinics through a 

Foucauldian lens of discipline and control (see Keane, 2009 for an 

overview). Clinics, for instance, mainly work to regulate the pursuit 

of pleasure and restore economic productivity (Bourgois, 2000; 

Fraser, 2006). In addition, to prevent overdose and the diversion of 

substances, they often enforce strict rules (Bartoszko, 2019; 

Bergschmidt, 2004; Bourgois, 2000; Fraser & valentine, 2008; 

Friedman & Alicea, 2001). Patients, for instance, need to come to the 

clinic at regular intervals, sometimes daily, to obtain their methadone 

dose. Some clinics have security guards and special security doors. 

Urine testing is also common to check whether other illicit substances 

are still being used. The strict and sometimes inexplicably 

complicated rules and opening hours of clinics, combined with the 

addictive nature of the substances used for substitution, have made 

patients feel a severe restriction to their freedom (Bourgois, 2000; 

Fraser, 2006; Friedman & Alicea, 2001), which they describe through 

metaphors like ‘liquid handcuffs’ and ‘juice bars’ (Frank et al., 2021; 

Smith, 2011). Suzanne Fraser and kylie valentine (2008, p. 123; see 
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also Fraser, 2006) describe how an Australian methadone maintenance 

programme clinic’s distrust of its patients recasts their complaints 

about its treatment of them as indicative of not problems with the 

programme but drug seeking behaviour. The clinic’s strict regulations 

created long queues and extended periods of togetherness at the dosing 

points that may even have reproduced the very ‘disorderly’ and 

‘unproductive’ subjects that the clinic sought to counteract. More 

recently, Aleksandra Bartoszko (2019) has argued that patients’ 

participation in (mostly buprenorphine-based) substitution treatment 

in Norway was a survival strategy. The programme’s focus on future-

oriented survival instead of present-oriented living had some adverse 

effects, such as feelings of failure and mistrust among the patients, 

who felt the substitution programme was acting against their interests, 

generating resistance. The lack of choice in their substitute for heroin 

led the patients to tinker with substances to achieve a high, which 

resulted in a greater risk of overdose.6 

Methadone binds itself to the same brain receptors as heroin. 

At the right dosage, it is only mildly sedative and largely unproductive 

of a euphoric high (Dole et al., 1966; O’Brien, 1997) At the clinic, it 

was distributed as a liquid to obviate the need to inject and thereby 

eliminate the risk of spreading bloodborne diseases. Although policy 

makers and international donors have introduced methadone in 

Indonesia primarily to reduce HIV transmission by eliminating the 

injection of heroin, the clinic’s doctors, as I will show in chapter 3, 

also aimed to make heroin users ‘stable’. This state of stability, a 

supposed physical normality brought about by methadone, provided 

the means to achieve a ‘productive’ and ‘functional’ life.7 Methadone 

 
6  Interestingly, while Norway has moved from methadone to buprenorphine-based 

substitution in order to prevent overdoses (Bartoszko, 2021, p. 45), the Indonesian clinic has 

done the opposite in order to prevent diversion. 
7  This focus on physical ‘normality’ and ‘productivity’ is not exclusive to Indonesia. Dole 

and Nyswander took employment and ‘responsibility’ as key indicators in their 1964–1965 
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maintenance treatment programmes, then, do much more than merely 

treat drug use through substitution; they also attempt to foster specific 

types of personhood. Physicians elsewhere expected patients to live ‘a 

normal life’ again (Dole & Nyswander, 1965, p. 650) by becoming 

‘productive’ (Bourgois, 2000, p. 165; Fraser & valentine, 2008) or, for 

women, by taking up traditional gender roles (Friedman & Alicea, 

2001). Maintenance treatment in West Java asked its patients not only 

to strive for healthy bodies, but also to become productive and 

functional. These values, as I will discuss in chapter 1, are central in 

the relationship between the Indonesian state and its citizens. 

Stability in the programme is reached through a physical 

‘normalisation’. Providing methadone removes the need for heroin 

along with the ability to enjoy it. A crucial difference, however, is that 

heroin’s half-life is two to three hours, whereas methadone’s is eight 

to fifty-nine hours (Roxane Laboratories, 2012; Wockhardt UK, 

2015). This means that while heroin leaves the body quickly, 

methadone lasts for twenty-four to thirty-six hours (Dole et al., 1966; 

Dole & Nyswander, 1976). It, therefore, usually only needs to be 

administered only once daily to be effective and can be more easily 

monitored and provided by doctors. In methadone maintenance 

treatment a constant daily dose of methadone is administered after an 

initial period of adjustment (Friedman & Alicea, 2001, p. 17). The 

treatment supplants heroin’s rhythm of searching for several doses a 

day by daily provisioning of methadone by a clinic. In Indonesia, the 

doctors hoped that users would not only stop injecting, but also put 

their energy and time towards facing their problems.  

Dole and Nyswander (1976, p. 2118) indicate in their ten-year 

review of methadone maintenance treatment that the prognosis of 

long-term heroin users was poor after leaving the programme. With 

 
study of methadone maintenance treatment, and concluded: ‘The majority of these patients 

are now productively employed, living as responsible citizens, and supporting families’ 

(Dole et al., 1968, p. 2708; Dole & Nyswander, 1976). 
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the onset of neuroimaging, attention has shifted from drugs’ acute 

impact to an understanding of addiction as a chronic relapsing disorder 

located in the brains of long-term users (Koob & Volkow, 2010). The 

clinic in West Java emphasised the chronicity of its patients’ affliction, 

and that leaving the programme would inevitably lead to relapse. 

Detoxification, then, was not the goal and was actively discouraged. 

Since methadone only worked so long as it was provided daily and in 

the right dose, the patients were continually receiving maintenance 

treatment even as they were expected to improve themselves. 

Treatment became endless. 

The stability they were expected to achieve, then, was 

inherently unstable, since an insufficient dosage or failed 

administration could lead to resumption of heroin intake and to 

methadone being diverted. This necessitated strict compliance with 

the treatment regime, which was ensured through several control 

measures. These measures played an important role in the daily 

structuring of time and in how time was experienced by participants, 

as Suzanne Fraser (2006) shows in her article on methadone in 

Australia. The specific subject position of the methadone user as 

‘unproductive’, ‘disorderly’, and ‘illicit’ was at least partly shaped by 

the clinic’s infrastructure. Through its complicated opening hours and 

outdoor queueing, the clinic ‘reproduce[d] rather than depart[ed] from 

the model of waiting and dependence widely seen as characteristic of 

lifestyles associated with regular heroin use’ (Fraser, 2006, p. 200).  

In this research I focused on a group of patients that managed 

neither to achieve the clinic’s goals nor to live comfortably with 

substitution treatment. They were not experiencing the ‘normal’ life 

the clinic promised, and they were also unable to leave. Because the 

clinic’s doctors assumed that addiction was a chronic condition, 

treatment became endless. Among the methadone users, there was a 

strong sense of ‘being stuck’. I had not set out to study this ‘stuckness’, 

but during my fieldwork, the temporality of both the daily rhythm of 

methadone dosing and the suggested chronicity of their relapse 
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disorder occupied a central role in their experience of substitution 

treatment and how they imagined their futures.  

 

The temporality of methadone maintenance treatment 

In the stories my interlocutors told, the futures they imagined 

prominently featured continuations of their current situation. This 

foreclosure of other futures was based not only on their (and their 

doctors’) understanding that addiction was a chronic condition and 

methadone a lifelong treatment, but also on the therapeutic setting of 

repeated administration, the binding qualities of methadone and 

heroin, histories of addiction and relapse, and social stigmatisation. 

They would often indicate that life was ‘monotonous’ (monoton) or 

that they were at a ‘dead end’ (mentok) or (in English) ‘stuck’. In this 

dissertation, I draw on phenomenological anthropology to understand 

the stuckness many people in the methadone programme felt. 

Phenomenological anthropology is particularly suited to the study of 

a temporal phenomenon like stuckness, as it assumes that the temporal 

structure of human existence is central to how we experience the world 

(Desjarlais & Throop, 2011, p. 88). Temporality, the experience of 

time, is often not a straightforward linear trajectory from past to 

future.8 Illness and treatment can disturb existing temporalizations and 

shape new temporal frames. It uproots expectations of the future 

through shattering diagnoses, chronic loss, or the necessity of adhering 

to a strict treatment regime. It can change the past by recasting specific 

feelings as symptoms or by connecting past behaviour to current 

physical states. 

 
8 Time is understood not as a given, but as made through what Zigon calls a process of 

temporalization. In ethical moments, we temporalise the present by drawing together 

‘futures and pasts as could-be’s, having beens, and could-have-beens’ (Zigon, 2014, p. 450). 

This means that people may not necessarily structure their time chronologically or just on 

the basis of what has happened or is happening. 
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The stories my interlocutors told about their lives form a key 

entry point to understanding how an interpretation of addiction and 

treatment as endless affected their lives. If experiencing is our way of 

engaging with the world, then narratives are ‘an essential resource in 

the struggle to bring experiences to conscious awareness’ (Ochs & 

Capps, 1996, p. 21). Narratives help us to make sense of the world and 

are themselves fundamentally temporal; to unfold, they require a plot. 

The temporal frames that we can imagine give meaning to our actions 

in the present. Cheryl Mattingly (1994) argues that clinicians and 

patients actively work to organise therapeutic events into a larger plot. 

This co-created emplotment structures time and gives meaning to 

current suffering and particular therapeutic actions. While some 

temporal frames allow patients to keep going in a painful present, 

others, as I will show in this dissertation, make persevering more 

difficult. Following Heidegger, Mattingly argues that ‘the meaning of 

the present is always a temporal situatedness between a past and a 

future which we await’ (Ibid., p. 818). The stories we create give 

meaning to this in-betweenness, but ‘if the present moment is not well 

anchored in a past and future it would float off as a meaningless speck. 

If it is too well anchored it becomes diminished’ (Stern, 2004, p. 27).  

Angela Garcia describes how a medical model of addiction as 

chronic came together with an experienced history of loss among 

Hispanos in New Mexico. It made addiction more than a lifelong 

illness that had ‘no way out’ (Garcia, 2008, p. 720); it deepened the 

Hispano ethos of suffering and ‘bur[ied them] beneath the weight of 

that which does not end’ (Ibid., p. 722). Garcia’s interlocutor Alma 

states, ‘It’s not that I wasn’t ready… It’s that there was nothing to be 

ready for’ (Ibid., p. 733). The medical discourse of chronicity 

prohibited the formation of a narrative plot of anything other than loss. 

While methadone sought to break the repetitive use of heroin, it 

brought new forms of repetitiveness and unendingness and a 

narrowing of imaginable futures, which problematised the meaning of 

users’ daily return to the clinic. 
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The lives of the patients in methadone maintenance treatment 

were filled with repetition, whether through daily dosing or through 

recurrent relapse. Jarrett Zigon (2014) argues that repetition is not 

necessarily conservative and past-oriented. His Muscovite 

interlocutors regularly returned to (unwanted) situations, and their 

awareness of this led them to actively temporalise these returns into a 

string of events. The undesirability of returning also generated new 

possibilities for action. Repetition allowed his interlocutors to 

‘discover the proper way to act’ or to ‘just stop doing it’ (Zigon, 2014, 

p. 452). Not all repetition is future-oriented or generative of new ways 

of acting, however. Garcia (2008) and Raschig (2017) show how 

return can lead to not only change but also ‘world-collapsing 

exhaustion’ (Raschig, 2017, p. 418). Instances of repetition strung 

together into a rhythm thus do not just provide meaningful temporal 

frames; they also remove meaning.  

In times of anticipated adversity, people may try to keep the 

future open-ended as a way to keep going. They may actively embrace 

‘narrative thinking in the subjunctive mode [that] leaves open multiple 

possibilities both for the beginning and end of a story’ (Samuels, 2018, 

p. 96), for instance, by entertaining alternative plots (Mattingly, 2014), 

living with contradictory future narratives (Banerjee, 2020), keeping 

plots vague or unfixed (Samuels, 2018), or anticipating unlikely 

futures to keep other futures at bay (Tidey, 2019). Entertaining such 

open-ended futures, however, seems to be more difficult for people 

who are addicted to drugs. Several authors have pointed out the 

supposedly troubled future orientation of substance users. Gerda Reith 

(1999), for instance, shows how her interlocutors, people who were 

addicted to opiates, placed temporality at the centre of their addiction 

experience. Her interlocutors experienced addiction as ‘a “blockage” 

of the future, a cessation of forward movement’ and ‘a profound 

amnesia and an inability to recall the past’ (Reith, 1999, p. 103). 

Unable to envisage a future, the present seemed to them to be frozen, 

to extend itself. In contrast, her interlocutors imagined recovery as a 
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‘reawakening’ of the future. Nicholas Bartlett has argued that some 

people with a history of heroin use in Gejiu, southern China, ‘appeared 

to live with an absence of hope for the future’ (2020, p. 68). The very 

idea of a post-drug life seemed foreclosed, ‘as if their futures had been 

preordained’ (Ibid., p. 70). Here, narrative played a crucial role in 

giving meaning to their past actions and current suffering. A narrative 

of having been sacrificed for a greater good (namely, other people’s 

prosperity) gave meaning to both their past actions and current 

suffering (Ibid., p. 73).  

I argue in this dissertation that my interlocutors’ methadone use 

indeed stabilised their futures, but it did so by anchoring the future in 

the present. The narratives of a ‘forever-present’ were formed out of 

their diagnoses and prognoses, treatment regimes, past attempts at 

recovery, and lived experiences. While these allowed them to cast 

themselves as patients, it also rendered their condition endless and 

narrowed their range of imaginable futures. Methadone allowed its 

users to keep going within a largely repressive drug regime, but 

ironically, it also made them feel stuck. This stuckness was especially 

uncomfortable when users failed in their responsibility, restored by 

methadone, to improve themselves and become productive. In 

response to this stuckness, they focused on continuing day by day. 

Like Yandi, they sought out sessions like the one described at the 

opening of this introduction, socialised with peers, and tried to keep 

themselves busy – to have the energy to ‘keep going’.  

 

Methodology 

To gain insight into the role the methadone maintenance programme 

played in the lives of former and current heroin users in Indonesia, I 

conducted a year of ethnographic fieldwork from August 2013 to 

August 2014. During this time, I followed the daily activities of people 

who were receiving opioid substitution treatment in the methadone 
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maintenance programme of a government hospital in a large city in 

West Java, Indonesia. To understand the temporal workings of the 

clinic, I used a wide array of data-gathering methods. Most of the 

material I present in this dissertation was gathered through participant 

observation. This generally meant ‘hanging out’ with the patients in 

the car park of the hospital, joining them to pick up their daily doses 

at the clinic, and having lunch together. It also entailed accompanying 

them to information sessions at governmental health clinics 

(puskesmas) and to sessions organised by one of the two local NGOs 

that worked with drug users. I would also join them at the occasional 

information meetings organised by the Provincial National Narcotics 

Board (BNNP) or the city’s HIV/AIDS Prevention Committee 

(KPAK). During this time, I made notes or recordings of day-to-day 

interactions and conversations among the methadone patients and 

between them and doctors, nurses, NGO outreach workers, police 

officers, heroin users that were not enrolled in the programme, and 

others. I also spend time with doctors and nurses, though this was 

usually limited to short conversations during their work at the clinic. 

 In addition, I conducted semi-structured and open-ended 

interviews with doctors, nurses, officers of the National Narcotics 

Board and the National AIDS Commission, the police, NGO outreach 

workers, educators, and directors, and one researcher-activist. This 

allowed me to get a wider sense of the role of methadone maintenance 

treatment in the drug control landscape. In these interviews and during 

small talk, I recorded people’s narratives, taking advantage of their 

reflections on and experiences of the local situation (Hollan, 2001). I 

only conducted formal interviews with a few of the methadone users. 

There were two main reasons for this: first, patients did not seem eager 

to shift from casual, friendship-based conversations to more formal 

interviews. This may have been in part in appreciation of our 

relationship, but it also speaks to a tiredness or boredom with 

repeating their life stories. They frequently had to engage in these 

conversations during their rehabilitation programmes, with doctors 
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and nurses at the methadone clinic, and (in exchange for money) with 

the hospital’s medical students, who wanted to practice their research 

skills.  

Second, it was hard to talk to the patients alone. I usually saw 

them at the clinic’s car park or in group sessions. During these 

encounters we sat in cacophonous spaces with little privacy. Finding 

privacy was difficult, as most methadone users lived far from the clinic 

and at first seemed unwilling to invite me over. In most cases, it was 

only at the end of my fieldwork that I was invited to join them at home. 

Their family members were not always aware of their enrolment in the 

methadone programme, and on several occasions I had to lie about my 

research to protect their privacy. It was sometimes also difficult to 

follow the methadone users in a more practical sense. After hanging 

out in the car park, they often went out to either acquire drugs or 

engage in illicit activities to obtain the funds to do so. Although they 

were not shy about discussing these events, they did not allow me to 

join them. This may have been partly to protect me, but likely it was 

also to avoid attracting unwanted attention.  

To encourage them to reflect on their daily activities, and to 

obtain insight into their lives away from the methadone community, I 

asked eight of the methadone users to keep a diary for a month. These 

diaries allowed them to write when was convenient for them and to be 

the masters of their own narratives.9 I provided them with books and 

pens, but they were free to write whatever they wished to share with 

me. I told them that the university offered compensation for the time 

and energy they invested in the project, but that they would receive 

this no matter what they ultimately handed in. After a month, 

respondents handed in the diaries and received 300,000 rupiah (about 

25 euro’s), and the project was continued for a second month. The 

 
9 Friedman and Alicea (2001, Chapter 2) provide space for one of their interlocutors to 

publish her narrative as she wrote it. They understand this interlocutor’s insistence on 

writing as a way for her to speak with her own voice and control the narrative. 
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results ranged from detailed descriptions of daily life to life stories to 

drawings of ‘things seen today’. I was surprised at how much detail 

many of the diaries contained. They depicted everyday scenes – eating 

at the mall, for instance, or a child losing the key to the front door – 

but also contained life histories, poems, and drawings. The notebook 

of Yandi also contained a ‘commentary’ from his wife who had 

apparently found it and disagreed with his statements. Of course the 

authors were well-aware that they wrote for me and the books contain 

several messages for me (mostly of thanks and good wishes). Though 

this awareness likely shaped what they wrote, I tried to keep the 

instructions as open and vague as possible so they would not be led in 

specific directions.  

In addition, together with some methadone users, I drew 

timelines based on their life histories. The idea was to get a 

chronological overview of events, but this proved to be less 

successful, as they did not seem interested in the endeavour, and I soon 

abandoned it. I also held two focus group discussions with a group of 

methadone users and an outreach worker to discuss the methadone 

maintenance programme. These sessions took place at the house of 

one of the users and were very loosely structured around following the 

interests of the participants. 

Finally, I sporadically joined outreach workers from local 

NGOs during their work in neighbourhoods and prisons, and I visited 

two methadone users in police custody, one in a holding cell and the 

other at a detention centre. I analysed public and institutional 

discourse through close readings of both Indonesia’s narcotics laws 

and the media coverage of drug-related events both major and minor, 

national and local. The clinic’s brochures, guidelines, announcements, 

and meetings also provided important insights. 

According to the clinic, there were sixty-three active 

methadone users in the city at that time. Only three of these were 

women and almost all of them were between thirty and fifty years 
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old.10 The group that hung out outside the hospital, with whom I 

worked, varied in size, but around fifteen to twenty people were 

present on most mornings. Other users joined us several days a week, 

just at weekends, or more intermittently. About half of the research 

participants were married or in a relationship. Four had one or two 

children. A majority lived with a parent. 

I was introduced to this community by an outreach worker 

from a local NGO, who provided clean needles to users and helped 

them arrange take-home doses. I met her during a month of pre-

fieldwork; she and her colleagues were kind enough to show me 

around for two weeks and introduce me to their target groups 

throughout the city. I accompanied them to outreach events in 

neighbourhoods, education sessions in prison, their internal meetings, 

and their work with the methadone users. Despite their precarious, 

criminalised position, the patients enrolled in methadone maintenance 

welcomed me among them. This ease of access may be partially due 

to the fact that I was an ‘outsider’, someone unlikely to be aligned with 

law enforcement and whose presence provided them with something 

‘new’, and they eagerly asked questions about the Dutch drug 

situation. Although I remained close with the outreach worker, the car 

park, where a group of users would hang out every day from about 

eight o’clock in the morning until between three and five o’clock in 

the afternoon, became my main site.  

 By following the methadone users in their daily activities, by 

hanging out, and by creating friendships of a sort (Tillmann-Healy, 

2003), I became quite close with some of the users. I regularly bought 

them coffee or lunch as a way of thanking them for spending their time 

 
10 I have decided to use the pronoun ‘he’ in this dissertation. Though I did speak with women 

in methadone treatment, most of my conversations were with men. Women who use drugs 

likely experience other societal and familial norms and pressures than men, and I cannot do 

these justice here. Friedman and Alicea (2001) have written extensively about women in 

methadone clinics in the United States. The different expectations and challenges that 

women living with HIV in Indonesia face are explored by Irwan Martua Hidayana (2012). 
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with me, but I also allowed them to treat me if they insisted. Because 

of the distrust many users experienced from their own family and 

friends, I actively tried to signal trust towards them. I lent out my 

motorcycle and left my bag unattended, for instance. Many of the 

methadone users themselves, however, were much more hesitant to 

leave their belongings with their peers and would have felt responsible 

had anything happened to my things. Given their discomfort, I decided 

to be more careful, and instead of lending out my motorcycle, I would 

take people where they needed to go. Despite us becoming closer over 

the course of the year, I also clearly remained an outsider. I did not 

use heroin and was foreign and relatively wealthy. This ‘outsider’ role 

also created opportunities, with people discussing events and feelings 

with me that they did not share with the other patients.  

I took measures to ensure that the information they entrusted 

me with was safely stored, especially given the criminalisation and 

stigmatisation of both drug use and trafficking. During my fieldwork 

I used pseudonyms for all my interlocutors in my notes. Interviews 

and group sessions were recorded only when permission was given, 

and stored with password encryption. I assigned the users’ diaries 

numbers rather than using their names. In this dissertation, too, I have 

chosen to use pseudonyms for not only my interlocutors, but also the 

clinic. Since cities have few clinics, and often only one, I also have 

not disclosed the location of my research beyond the province, West 

Java.  

In West Java the two key languages are Bahasa Indonesia 

(Indonesian) and Bahasa Sunda (Sundanese). I conducted nearly all 

talks and interviews in Indonesian, only rarely using Sundanese or 

English. All translations of quotes are my own. I have included 

Indonesian words in italics whenever I deem them of interest to 

speakers of Bahasa Indonesia. In direct quotes that I translated from 

Indonesian, words spoken in English are in italics. The data from 

recordings was transcribed by me or by a transcriber. 
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Chapter outline 

This dissertation is organised in four chapters followed by a 

conclusion. In chapter 1, I show how drug users in Indonesia figure in 

governmental discourse as ‘dangerous patients’. Their use is 

considered detrimental to their functioning as citizens and forms an 

obstacle to Indonesia’s development, but as ‘drug addicts’, they suffer 

from a disease. Drug users’ position as patients remain ambiguous and 

can easily shift between enforcement and treatment. In this chapter, I 

use the post-independence national narcotics laws and the speeches of 

government officials on the International Day against Drug Abuse and 

Illicit Trafficking to show how national imaginaries of a ‘big’, 

‘developed’, and ‘independent’ Indonesia intertwine with drug policy. 

This discourse frames drug users as dangerous and in opposition to 

these national imaginaries and allow for the Indonesian state to 

intervene in their lives. To neutralise the perceived threat drug users 

pose, healing has become not only a right, but also an obligation and 

duty. 

 In chapter 2, I explore how users came to the methadone 

clinic and how, in doing so, alternatives were lost to them. To what 

extent were they, as one of the clinic’s nurses claimed, ‘at the end of 

the road’? The people in the methadone programme had grown up in 

a time when heroin was affordable and easily available, but they were 

now living in a society where the drug trade was strictly controlled 

and supply was erratic and expensive. The problematisation of their 

drug use came not only from their own biographies, but also from the 

changes happening around them. In the end they often came to the 

programme when other options were no longer available or had failed. 

The methadone programme was relatively cheap, legal, and had a 

constant supply, three things that were not true of heroin. At the clinic 

they met and bonded with people in similar situations. Outside its 

walls, they met up and formed a community that provided support and 

cooperation, but which also had its own triggers and binding qualities. 
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Methadone allowed these users to keep going within a harsh 

environment of drug control. 

In chapter 3, I ask how an understanding of both treatment 

and addiction as endless came together in the methadone maintenance 

programme. Addiction was understood in the methadone programme 

as a ‘chronic relapsing disorder’, that is, as a permanent alteration of 

the brain. Methadone tried to ward off what doctors called suges, the 

urge to use, through continuous oral substitution. The goal of this 

substitution was ultimately ‘stability’, a state of productivity and 

abstinence in line with the national ideals of citizenship I discuss in 

chapter 1. Since methadone suppresses the urge to use but cannot heal 

the disorder, users were always expected to fail and were therefore 

regularly monitored. They were always working towards an ever-

receding horizon of becoming stable, or they were stable for now. 

 The effects on the patients in the programme of seemingly 

endless treatment of a chronic condition is central to chapter 4. For 

many, the long-term experience of repetition and endlessness led to a 

sense of being ‘stuck’. With alternatives gone and little prospect for 

change, a mood of stuckness prevailed, making it difficult to continue 

treatment. The chapter centres on a case study of one couple who 

explicitly connected their current situation to boredom and repetition. 

In the end, they both broke with the treatment regime and stayed out 

of the programme even when their health rapidly deteriorated. I argue 

here that the effects of becoming oriented through stabilization 

treatment combined with a chronic relapsing model deepened existing 

rhythms and anchored users in the present. It became increasingly 

difficult for them to orient themselves towards other futures. 
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Chapter 1  

Protecting the People, Saving the User 
 

 

 

On June 26, 2014, a commemoration of the International Day against 

Drug Abuse and Illicit Trafficking took place at the large, colonial-

style ‘Satay Building’ (Gedung Sate) in Bandung, West Java. Once 

intended to house the state-owned corporations of the Dutch, in 1980 

it became the office of the governor. On the day in question, a large 

part of the car park had been transformed into a seating area. Chairs 

were lined up and large pieces of fabric in the red and white of the 

Indonesian flag were draped over a metal frame to provide shelter 

from the sun. Underneath, a large crowd faced a stage where a singer 

performed Sundanese pop songs.  

 Off to the side, a door opened, and the director of the 

Provincial National Narcotics Board (Badan Narkotika Nasional 

Provinsi) exited the governor’s office with the regional secretary.11 On 

both sides of their path from the door to the stage children held up 

poles with brightly coloured banners like a guard of honour. As the 

gamelan orchestra began to play, another group of children started to 

dance in slow gestures around the two officials.12 Slowly, they 

escorted the men past the audience to two empty seats right in front of 

 
11 The regional secretary (sekretaris daerah) is the highest-ranking civil servant in the 

provincial government. 
12 A gamelan orchestra is a Sundanese percussion ensemble.  
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the stage. When they arrived, the provincial officials received what 

seemed like a hero’s welcome.  

A diverse group of attendees was seated all around me: 

regional government officials, the staffs of government health clinics 

(puskesmas), two nurses and the head of the local methadone clinic, 

and representatives of NGOs, the police, the army, and the National 

Narcotics Board. The presence of so many officials, many of them 

high ranking, showed that the Indonesian state’s efforts to stop drug 

use involved a wide range of actors. In the back, Ajat and Didi smoked 

cigarettes and leaned against a fence. They had been invited as 

representatives of the patients in the methadone maintenance 

treatment programme.  

Members of the Provincial National Narcotics Board, which 

had organised the event, stood out in their black-and-red polo shirts, 

the chests of which were decorated with two embroidered circular 

patches. The first displayed the provincial coat of arms bearing a white 

Sundanese dagger (a kujang); emblazoned on the second was the 

slogan ‘Indonesia Free of Drugs 2015: Together, We Make It Happen’ 

over a map of the country and an image of five interlinked hands 

forming an unbroken chain. In this way, their uniforms linked drug 

enforcement efforts in Bandung to those at the provincial and national 

levels while simultaneously inviting those present to participate.  

When the dignitaries were seated, an officer from the 

National Narcotics Board opened the ceremony. She bowed to the 

officials and urged the public to recognise the dangers that drugs posed 

to Indonesian society: ‘Our nation faces an extraordinary crime 

[kejahatan luar biasa]. In West Java, 2.5 per cent of the population 

uses drugs, making it the sixth-worst province in Indonesia. […] This 

means that between eight hundred thousand and one million people 

use drugs in this province alone. […] This impacts health, [and leads 

to] economic losses, social problems, religious and moral problems.’ 

She warned the audience, ‘Drug use does not know boundaries 
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[batasan], that is, [people of] all ages, all types of employment, all 

religions, and all education levels can become drug users.’  

The speeches that followed communicated similar messages 

and reminded us that drug use had become an obstacle to the 

development of Indonesia. The stage was decorated with banners that 

underlined key aspects of the talks. On large posters, close-up photos 

of the governor and vice-governor of West Java were accompanied by 

either the slogan ‘Protect the Future of Our People by Fighting Drugs’ 

or ‘Come On, Let’s Save Our Brothers and Sisters’.13 Behind the 

speakers, an even larger print stated the theme of the day: ‘Drug use 

can be prevented and rehabilitated’.14 These visual and aural messages 

showed how Indonesian drug control efforts were haunted by the 

spectre of danger. Drug use figured in governmental discourse as an 

existential threat to the state and the nation. The people ‘needed to be 

protected’ by waging a war on drugs.  

At the same time, in drug control efforts, users were 

increasingly recognised as victims and considered ill and in need of 

saving. The National Narcotics Board had even declared 2014 as the 

‘Year of Saving Drug Users’, with the slogan: ‘It Is Better to 

Rehabilitate Drug Users Than to Imprison Them.’15 In the speeches, 

the words ‘victim’ (korban) and ‘patient’ (pasien) were used to 

describe people who use drugs. The need to save these users through 

rehabilitation programmes and to provide care for them was explicitly 

 
13 In Indonesian, these slogans read: ‘Melindungi Masa Depan Bangsa Dengan Memerangi 

Narkoba’ and ‘Ayo Selamatkan Saudara Kita’. For ease of reading, melindungi is here 

translated as ‘to protect,’ but since it is derived from its root, lindung, ‘to provide shelter’ 

might be a more accurate translation that is also compatible with the argument made in this 

chapter. Memerangi is translated as ‘to fight’, but since its root is perang, ‘to war against’ 

might be closer to its intended use here.  
14 This slogan is an adaptation of the United Nations Office on Drugs and Crime’s 2014 

campaign theme, ‘Drug Use Disorders Are Preventable and Treatable’. Significantly, the 

Indonesian version translates the English ‘treatable’ into ‘can be rehabilitated’ (dapat 

direhabilitasi).  
15 The BNN gave the year 2015 the title: ‘Indonesia Free of Drugs’. 
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recognised. 

While the notion that addiction should be considered a 

disease was not new (it had been part of every post-independence 

narcotics law), it had only recently gained more traction. The 

medicalisation of narcotics use has opened up different ways of being 

a drug user in Indonesia. That the methadone users had been invited 

to a ceremony organised and attended by people and institutions that 

also criminalised their substance use was a clear indication of this 

shift. After the ceremony in Bandung ended, I approached Ajat and 

Didi. By now, I was not surprised to hear them describe the day’s 

events as ‘the usual’ (biasa aja). They had not missed the calls for 

‘saving’ drug users. However, many users had had regular encounters 

with law enforcement. The illegality of their substance use had led to 

police harassment, extortion, and incarceration. Methadone had 

offered Ajat and Didi some protection, but treatment had by no means 

‘saved’ them; their continuing heroin use alongside methadone was 

still illegal. 

I will argue in this chapter that while people who use drugs 

increasingly figured as patients, in the eyes of the Indonesian state 

(and, as we will see in chapter 3, in the eyes of doctors), they remained 

dangerous patients. On the one hand, the supposed danger of drugs 

and the need to protect the Indonesian people and the nation had led 

to a criminalisation of their drug use and penalised it with increasing 

sanctions. On the other, the increasing recognition of a disease called 

addiction had led to the setting up of methadone clinics, needle 

exchange programmes, and rehabilitation centres (both voluntary and 

otherwise) to treat those affected. These two ways of controlling drug 

use bled into each other and, as I will show in this chapter, people who 

use drugs had to navigate this borderland between criminal and 

patient; in order to receive their rights as patients, the Indonesian state 

expected them to show a willingness to heal and become productive 

again. If they did not seek healing, it was thought that drug use would 

spread like an epidemic, becoming, in a way, infectious. To neutralise 
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the perceived threat people who use drugs posed, treatment and 

healing became not only a right, but also a duty and obligation. 

In this chapter, then, I will ask: How did Indonesian people 

who use drugs come to occupy such an ambiguous position through 

shifts in drug control discourse? And how was the rhetoric of drug use 

as a disease still troubled by the existential threat consumption was 

deemed to pose to the nation and the state? To provide further insight 

into how this spectre of danger informed drug control efforts, I will 

first look at high-ranking Indonesian officials’ statements about the 

2014 executions of drug traffickers, as well as their remarks at the 

national celebration of the International Day against Drug Abuse and 

Illicit Trafficking. I will then look at a new emphasis on drug use as a 

disease. Finally, I will look at how the notion of drug use as a threat 

and a disease came together in the obligatory reporting of drug users. 

 

Drug use as an existential threat 

Indonesia facing a ‘state of narcotics emergency’ 

A certain moral panic permeated the discourse of drug control in 

Indonesia. The short fragment from the provincial celebration above 

hinted at the idea of an existential threat. While Indonesia, like other 

countries in Southeast Asia, was already widely known for its tough 

laws on drug use and trafficking, international attention increased 

when the enforcement of the death penalty for drug traffickers and 

producers was resumed after President Joko Widodo (Jokowi) took 

office in 2014.16  

 The first round of executions took place rather abruptly a few 

months after I returned from Indonesia. On the prison island of 

Nusakambangan just off the coast of Java, Dutch citizen Ang Kiem 

 
16 President Joko Widodo, often called by his nickname, Jokowi, is the seventh president of 

Indonesia and was inaugurated on October 20, 2014. 
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Soei and four others faced a firing squad.17 Soei, who had always 

claimed innocence for his alleged involvement in an ecstasy factory 

that produced up to 15,000 pills a day, had been on death row since 

2003. He requested that he be allowed to face the twelve-man firing 

squad without a blindfold. The execution was announced three days 

before it took place, and Soei’s children rushed to the small island on 

the other side of the globe to see their father for the last time. One 

daughter arrived mere hours before his death (Maas, 2015). 

Considerable diplomatic pressure from the European Union, the 

Netherlands, and Brazil proved inadequate to prevent these deaths.18 

The Indonesian minister of foreign affairs rejected a request from his 

Australian counterpart for a stay of execution by claiming that 

Indonesia was currently facing a ‘crisis concerning narcotics’ and that 

the death penalty thus had to be applied (Patnistik, 2015). 

 The executions showed Indonesia’s renewed vigour in 

combating drug trafficking. Newly inaugurated President Jokowi had 

refused to grant clemency to the seventy-three drug crime–related 

convicts on death row, stating that the government would ‘not be 

merciful in dealing with narcotics-related crime in [Indonesia]’ 

(Aritonang & Susanto, 2014).19 At the time of the first executions, 

more than 130 people were on death row, almost half of them for drug-

related offences (Amnesty International, 2015, p. 31). While the death 

penalty for certain drug offences is included in the republic’s first 

narcotics law, since the end of Suharto’s New Order regime in 1998, 

it had rarely been enforced.20  

 
17 At the same time, a sixth person was executed in Boyolali, Central Java. 
18 The executed drug traffickers and producers’ nationalities were Brazilian, Dutch, 

Indonesian, Malawian, Nigerian, and Vietnamese. 
19 Significantly, while President Jokowi refused the clemency requests of drug offenders, he 

pardoned a double murderer. 
20 Up until 2008, twenty-one people were executed in Indonesia, of whom five faced the 

firing squad for drug offences. Under president Susilo Bambang Yudhoyono, there was an 

unofficial moratorium on executions between 2008 and 2013. In 2013 five people were 
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 In total, President Jokowi justified the execution of fourteen 

drug offenders in 2015.21 He claimed, as had his predecessors, that 

drug traffickers had damaged the future of the nation and the next 

generation (Asril, 2015a; Dian, 2014) and that Indonesia faced a ‘state 

of narcotics emergency’ (Atmanta, 2014; Lamb, 2014b; Stoicescu, 

2015).22 Jokowi and other government officials often cited statistics 

from the National Narcotics Board that claimed that the number of 

people who use drugs was increasing and that drug use was causing 

forty to fifty drug-related deaths a day (e.g. Aritonang & Susanto, 

2014; see Stoicescu, 2015 for a discussion of these questionable 

statistics).  

 While publicly emphasising the threat drugs posed to the 

nation, the resumption of capital punishment for drug traffickers also 

represented a chance for Jokowi to improve his political standing. 

During the election campaign, he had generally been considered less 

tough than his opponent, Prabowo Subianto, a former general, and 

here he could show his decisiveness (Sulaiman, 2014). As the death 

penalty received support from a majority of Indonesian society 

(McRae, 2012), resuming the executions was a popular and rather 

uncontroversial decision. By contrast, a national outcry had followed 

former President Susilo Bambang Yudhoyono’s decision to pardon 

the Australian national Schapelle Corby, who had been sentenced to 

 
executed, two of them for drug trafficking. No executions took place in 2014. It has been 

suggested that the executions just before and following the moratorium were for political 

gain during the presidential elections, as the death penalty receives support from a large part 

of the Indonesian population (Carreau, 2013; McRae, 2012; Sulaiman, 2014). 
21 Besides the six people executed in January, another eight were shot in April (Amnesty 

International, 2016). 
22 At the 2004 International Day against Drug Abuse and Illicit Trafficking, President 

Sukarnoputri rejected the clemency pleas of seven inmates on death row for narcotics cases, 

claiming, ‘It is my responsibility to protect our people, our children, and the next generation, 

whose future is threatened by the criminal offences of narcotics abuse and illicit trafficking’ 

(“Presiden Tolak Grasi 7 Terpidana Mati Kasus Narkoba,” 2004). In 2006, President 

Yudhoyono stated that he would not ‘grant clemency to people destroying the nation’s 

future’ (McRae, 2012). 
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death for marijuana smuggling (Othman, 2012).  

Domestically, then, there was little criticism of the decision 

to resume the executions. Major newspapers mostly featured the 

government’s rationale for the executions. After Brazil and the 

Netherlands recalled their ambassadors, there was some concern about 

how the executions might affect both Indonesia’s relationships with 

those countries (Asril, 2015b; Batubara, 2015; Halim et al., 2015; 

Rastika, 2015) and ongoing negotiations for the annulment of the 

death penalty for Indonesian citizens abroad (Saut, 2015). These 

concerns, however, were often easily brushed aside by emphasising 

Indonesia’s sovereignty and claiming that the danger posed by 

narcotics superseded these concerns (see for instance Halim et al., 

2015; Rastika, 2015; Saut, 2015). 

 

A nation about to collapse 

For many, including me, this outspoken emphasis on a repressive war 

on drugs on the part of Jokowi, who campaigned on an economic and 

human rights reform agenda, came as a surprise (see Barton, 2015; 

Lamb, 2014a). But the ‘state of narcotics emergency’ was not a new 

trope. Although the government ostensibly moved towards the more 

health-based approach to drugs under President Susilo Bambang 

Yudhuyono, the securitisation of drugs (which, as we will see, has 

been intimately intertwined with Indonesia’s nation-building projects) 

never really ceased. To show this, I will discuss the speeches given at 

the national celebration of the 2014 International Day against Drug 

Abuse and Illicit Trafficking. 

As I attended the provincial ceremony that I described at the 

opening of this chapter, officials gathered in Jakarta at the palace of 

the vice president to celebrate the same event. The importance of the 

commemoration was highlighted by the formidable audience in 

attendance, consisting of, among others, then Vice President 

Boediono, his wife, the deputy chief justice of the Supreme Court, 
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members of the Indonesian cabinet, foreign ambassadors, 

representatives from the police and the armed forces, officials from 

the National Narcotics Board, and an NGO delegation. It was also 

aired live on national television.23  

The director of the National Narcotics Board, Commissioner 

General Dr Anang Iskandar, opened the ceremony by stating, 

‘Honourable Mr Vice President and attendants, allow me to convey 

here several achievements in the efforts [of the National Narcotics 

Board] to save the Indonesian people from the threats of narcotics use 

and illicit trafficking.’ Right from the start, the director made clear 

what was at stake: nothing less than the Indonesian people and the 

nation. The drug user and the trafficker threatened both, and the forces 

keeping these threats at bay were the National Narcotics Board and 

the Indonesian government. These messages would be repeated in 

different formulations throughout the event. 

 The second speaker, Vice President Boediono, similarly 

argued that Indonesia was facing a threat that would culminate in a 

disaster if the government did not intervene. He was more explicit than 

Anang Iskandar about what threat people who use drugs supposedly 

posed to Indonesian society. He stated, ‘Throughout history we have 

many, many examples where a community, a people, collapses 

because of drug abuse.’ To illustrate this, he compared Indonesia to 

China during the opium wars of the mid-nineteenth century. The vice 

president claimed that when the British sold their opium in China, a 

‘large part of the Chinese army was addicted to opium’. Because of 

this, he suggested, China lost and had to sign a peace treaty that 

disadvantaged and humiliated it. This, he argued, was not so different 

from present-day Indonesia:  

 
23 The broadcast was posted to YouTube by the National Narcotics Board with the title: 

‘BNN News: Perayaan Hari Anti Narkoba Internasional 2014.’  

Accessible at https://www.youtube.com/watch?v=iy9TV169GTM. 
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This is the challenge of our time; we face a situation that is 

more or less the same. […] We face an illegal good that can 

damage individuals and that in the end destroys the 

community and eventually the state bit by bit. Like before, 

we have […] the international network of narcotics dealers. 

It is exactly the same. They wish to feed it to a weak people 

over and over again (menyuapkan terus pada bangsa yang 

lemah). […] The state cannot do it alone, […] we need to 

involve all members of society. If we do nothing, the 

[prevalence of people who use drugs] will go up in the 

coming years – I once read figures of over five million in 

2015. […] If we are still far from [the prevalence of drug 

use in China during the opium war], thank God. […] If we 

get near this number, everything will be out of control for 

sure. Everything will collapse, including our military. 

Here, Vice President Boediono attempted not only to give an example 

of a powerful Asian society brought to its knees by purposely induced 

drug addiction, but also to highlight the iterability of this process. The 

dark omen of a rising prevalence of drug users indicated where 

Indonesia was heading. The threat of drug use was thus both internal 

and external: it was found in the weakened Indonesian drug user and 

in the international networks of narcotics dealers. If the state did not 

act, the destruction and humiliation that befell China would inevitably 

be repeated in Indonesia. The possibility of becoming a ‘weak nation’ 

preyed upon by others necessitated a strong leader – the state – to 

protect it from anarchy. 

 

Securitising drug control 

The invocations of drug use as a threat that circulated on the 2014 

International Day against Drug Abuse and Illicit Trafficking, which 

intensified after President Jokowi’s inauguration in October 2014, 

were not new. Rather, the securitisation of drugs emerged during the 

anti-colonial nation-building efforts that took place post-

independence. Three decades after Indonesia’s independence, 
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President Suharto’s dictatorial New Order regime first inscribed in law 

the threat of drug use to the nation, revising the 1927 colonial law on 

drug control to accommodate the ‘technical advancements and 

developments of the current era’ (Undang-Undang 9/1976: Tentang 

Narkotika, 1976, para. d). The law shifted Indonesia’s drug control 

strategy from regulation to repression. This happened at a time when 

the international war on drugs proclaimed by US President Richard 

Nixon in 1971 was well underway.  

Securitisation works by presenting an issue as an ‘existential 

threat’ that requires extraordinary or emergency measures. It is ‘a 

move that takes politics beyond the established rules of the game and 

frames the issue either as a special kind of politics or above politics’ 

(Buzan et al., 1998, p. 23). Emily Crick (2012) has argued that the 

securitisation of drugs began as early as 1961, with the United 

Nations’ Single Convention on Narcotic Drugs. While previous 

treaties aimed at regulation, this convention ‘prohibited the non-

medical and non-scientific production and use of specific drugs’ 

(Ibid., p. 407). The Indonesian law of 1976 echoes the convention in 

its emphasis on the dangers drugs pose to the state and mankind. The 

law maintains that:  

the production, storage, distribution, and use of narcotics 

without restrictions and strict control and contradictory to 

the prevailing regulations is a crime that greatly harms 

[merugikan] individuals and society and constitutes a great 

threat to humanity’s survival and the existence of the state 

in the fields of politics, security, economy, social life, and 

culture as well as to the developing national resilience of 

the Indonesian people (Undang-Undang 9/1976: Tentang 

Narkotika, 1976, para. c).  

The law therefore imposed a maximum prison sentence of two years 

for cocaine and marijuana use, three years for the use of other 

narcotics, and lifelong imprisonment or the death penalty for drug 

trafficking. 
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The New Order regime was perhaps spurred to action by the 

increasing availability of marijuana and heroin and the lifestyle of the 

so-called hippies, but also by a conviction that with the growing unrest 

among students at that time, the government had to represent law and 

order by suppressing its enemies (Vickers, 2013, pp. 169–171). The 

drug user became one such enemy; as the regime claimed in the 

preamble of the narcotics law: ‘It is not impossible that drug abuse 

constitutes one of the means for subversive activities’ (Undang-

Undang 9/1976: Tentang Narkotika, 1976, sec. penjelasan; my 

emphasis). Drug policy, then, from its inception in the republic, has 

never just been about controlling certain substances; it is also about 

maintaining internal stability.  

 Maintaining internal stability was key to the New Order 

regime. The threat drugs posed to the doctrine of national resilience 

(ketahanan nasional) that Suharto’s regime promulgated from the 

mid-1960s onwards (Van der Kroef, 1975) is explicitly cited in all 

post-independence narcotics laws. This comprehensive national 

security approach aims at maintaining Indonesian autonomy and 

stabilising the state (Departemen Pertahanan Republik Indonesia, 

2008; Herrmann, 2015, p. 61; Honna, 2003, p. xi). It is thus a 

profoundly inward-oriented security approach (Van der Kroef, 1974, 

p. 165). It emphasises self-reliance and rejects dependence, especially 

economic dependence (Van der Kroef, 1974, 1975). Dependence on 

drugs, especially when imagined as being imported from outside the 

nation, endangers this principle. 

National resilience was closely linked to the New Order 

regime’s post-colonial development project (pembangunan). This 

project of nation-building consisted of building up infrastructure and 

providing the conditions for economic growth. Ostensibly, 

development was depoliticised, foreclosing the possibility of 

alternative projects, which were deemed to undermine the self-evident 

focus on progress and the stability of the state (Gordon, 1998; 

Heryanto & Lutz, 1988; Li, 1999). Development entailed more than 
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economic change; it put Indonesian citizens under the guidance of the 

state through a process of careful social engineering (Heryanto & 

Lutz, 1988). Suharto was crowned ‘the father of development’, in 

charge of guiding the nation and upholding national stability and 

security. The drug user clearly figured, and still figures, as an obstacle 

to the development of the nation. The Indonesian Ministry of Defense, 

for instance, holds in its 2008 white paper that the distribution of 

narcotics is a major threat that weakens the nation and the younger 

generation in particular. Resilience is identified as a way to uphold 

national values and prevent the influx of undesirable foreign 

influences like drug use (Departemen Pertahanan Republik Indonesia, 

2008, p. 90).  

 In its efforts to control drug use and the drug trade, the 

government positions itself in opposition to a crisis, presenting itself 

as the people’s much-needed protector and saviour.24 In many ways, 

the protecting and saving done by the state are promulgated according 

to the Indonesian post-colonial trope of the ‘family principle’, 

according to which the state guides Indonesian citizens towards 

correct behaviour (Blackburn, 1999, p. 197) – that is, ‘All Indonesians 

[are] part of a family in which the Indonesian government [is] the 

parent and the student-citizens [are] the children’ (Kuipers, 1998, p. 

137). This has been one of the nation’s foundational principles since 

Indonesia’s independence; it is written into the constitution of 1945 

and into the state ideology, Pancasila.25 This principle was most 

prominent under President Suharto (Milner, 1996, p. 234), not 

coincidentally nicknamed ‘Father Suharto’. Although much has 

changed in Indonesia since independence and Suharto’s New Order 

regime, the state’s mechanisms for guiding its ‘children’ (that is, 

 
24 Thereby ignoring the likely involvement of the state in drug trafficking (Honna, 2011). 
25 As Supomo, co-author of Indonesia’s constitution, claimed, ‘All of the relationships 

between the government and its citizens must be included in the family principle way of 

thinking […] In that system, the attitude of the citizen is not “What is my right?” but “What 

is my duty as a member of this large family?”’ (Milner, 1996, p. 234). 
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citizens) are still apparent in the rhetoric concerning drug use. The 

drug user needs guidance and saving, and society needs the protection 

of a father figure who positions himself in opposition to sinful 

behaviour and disorder.26 

 The narcotics laws that followed the 1976 law, passed in 1997 

and 2009, have further securitised drug control. They have increased 

the number of offences that demand prison sentences, created more 

complex differentiations among drugs, instituted minimum sentences, 

and increased jail time (see appendix 1). Although these laws no 

longer equate drug use with ‘subversive activity’, they do maintain 

that narcotics crimes have become a ‘very serious threat to mankind’s 

existence’ (Undang-Undang, 22/1997: Tentang Narkotika, 1997, sec. 

penjelasan; Undang-Undang 35/2009: Tentang Narkotika, 2009, para. 

d) and the 2009 law stipulates that it is intended to ‘prevent, protect, 

and save the Indonesian people from drug abuse’ (Undang-Undang 

35/2009: Tentang Narkotika, 2009, para. 4). 

 The Indonesian people, the state, and the nation’s 

development are thus seen as put at risk by narcotics use. The 

emphasis placed on drug use as disease, which I will describe below, 

has not dispelled this perception. This was clear at the International 

Day against Drug Abuse and Illicit Trafficking, when the director of 

the BNN stated:  

In 2030 we plan to be an emerging economy with a stable 

democracy. […] We have a very large, productive 

generation that is skilled in technology and should be free 

of drugs and drug trafficking. They are the real human 

capital [in English] of the future. They will advance our 

nation. Therefore, we need to struggle together against 

narcotics. 

 
26 See also Doreen Lee’s (2016, p. 138-140) analysis how after the fall of President Suharto 

the Indonesian state cast student activists as a threat to Indonesia’s stability. It justified a 

violent eradication of the threat by accusations of disorder and anarchy.  
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This statement is in line with a growing aspiration among elites for 

Indonesia to be acknowledged as a ‘big nation’ (negara besar), a 

rather vague ambition to claim international respect as a major power. 

This is primarily fuelled by Indonesia’s growing economy, the 

changing regional strategic environment, and the population’s desire 

to take on a more significant role as a major regional and global player 

(Fealy & White, 2016).  

To become a ‘big nation’, President Jokowi has insisted that 

a national 'mental revolution’ (revolusi mental) is necessary. In a 

presidential instruction the president stated that the revolution is 

intended ‘to build a dignified, modern, advanced, and prosperous 

national culture’ (Presiden Republik Indonesia, 2016).27 It does so by 

‘improving’ the behaviour and thinking of Indonesians which should 

lead, among others, to more tolerance, national unity, hygienic 

behaviour, economic self-reliance and a larger workforce capacity. 

Following instructions from the Minister of State Apparatus 

Utilization and Bureaucratic Reform, the director of the BNN saw the 

organisation’s part in the mental revolution as ‘providing 

rehabilitation in order to recover drug abusers so that they can 

reintegrate and become productive again and they will not be a burden 

to the state and their families [beban negara dan keluarga].’28  

The focus on drugs as coming from outside the nation fit well 

with the nationalist mood of recent years, in which external forces are 

believed to be working against Indonesia to prevent it from taking its 

‘rightful place’ as a big nation. In June 2017, for instance, President 

Jokowi stated that ‘foreign drug dealers that enter [Indonesia] and 

resist [arrest] even a little bit should just be shot right away’ 

(Aliansyah, 2017). Edward Aspinall has argued that this mood ‘draws 

heavily on the terminology and symbols of the anti-colonial struggle’ 

 
27 Find an English translation from the cabinet secretariat of Presidential Instruction No. 

12/2016 here: https://setkab.go.id/en/president-jokowi-signs-instruction-on-national-

movement-of-mental-revolution/ (accessed August 9, 2022). 
28 https://bnn.go.id/bnn-barometer-revolusi-mental/ (accessed August 9, 2022). 
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(2016, p. 76). Foreign countries affront Indonesia’s ‘national dignity’ 

by not taking the country seriously and undermining its development 

and integrity. These sentiments intertwine with cultural and social 

changes that are deemed foreign (and usually negative) and feelings 

of economic exploitation by foreign countries (Aspinall, 2016, p. 78; 

Mietzner, 2015, p. 133). The ‘foreign’ values that enter the country 

come to be regarded as sites of ‘proxy wars’. The Indonesian Ministry 

of Defense states in its white paper: ‘A threat from the outside is the 

penetration of foreign cultural values that are difficult to hold back 

and that influence the value system up to a local level’ (Departemen 

Pertahanan Republik Indonesia, 2008, p. 89). The Ministry identifies 

a number of cultural values that threaten Indonesia, such as 

individualism, consumerism, and hedonism. Young Indonesians in 

particular are supposedly morally threatened by pornographic material 

and the trafficking of women, as well as at risk of HIV/AIDS 

(Departemen Pertahanan Republik Indonesia, 2008, pp. 89–90). The 

war on narcotics is also a proxy war to prevent the weakening of the 

younger generation (Departemen Pertahanan Republik Indonesia, 

2008; see also Aspinall, 2016). Thus, the drug user is identified as a 

citizen, instrumentalised by foreign powers or corrupted by values 

spread through globalization, who damages Indonesia’s autonomy and 

development; as the vice president warned at International Day against 

Drug Abuse and Illicit Trafficking, outsiders ‘wish to feed [drugs] to 

a weak people over and over again’. 

As the supposed ‘state of narcotics emergency’ protracts, 

more and more users are incarcerated. Indonesia’s prisons are 

overcrowded; in 2013 they exceeded their capacity by almost 53,000 

prisoners (Kementerian Hukum dan Hak Asasi Manusia, 2014, p. 

132). This is in part due to the fervour with which drug offenders are 

sentenced to prison. While in 2002 the narcotics prisoner population 

amounted to 7,122 (10% of all inmates), by 2013 this had increased to 

over 52,000 (32%), of whom roughly 28,000 were imprisoned on 

charges of drug dealing and 24,000 for drug use (Kementerian Hukum 
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dan Hak Asasi Manusia, 2010, p. 12, 2014, p. 133). At least twenty 

prisons are exclusively used for incarcerating drug offenders (Open 

Government Indonesia, 2014).29 

  

Drug use as a disease 

Saving drug users 

As the war on drugs raged on, the National Narcotics Board declared 

that same year, 2014, as the ‘Year of Saving Drug Users’ (Tahun 

Penyelamatan Pengguna Narkoba). Its accompanying slogan, ‘It Is 

Better to Rehabilitate Drug Users Than to Imprison Them,’ was 

promoted on several prominent billboards in the city, alongside the 

Indonesian adaptation of the theme of the International Day against 

Drug Abuse and Illicit Trafficking, ‘Drug Use Can Be Prevented and 

Rehabilitated.’ Thus, while drug use and trafficking were seen as 

weakening the nation by hindering its security and economic 

development, users could be saved through rehabilitation.  

The governmental regulation that works out part of the 2009 

narcotics law in more detail (Republik Indonesia, 2011) no longer uses 

the term ‘drug abuser’ (penyalahguna) but instead, for the first time, 

the words ‘addict’ (pecandu) and ‘victim’ (korban). An addict, here, 

is defined as someone who uses or abuses narcotics while in a state of 

being addicted, and a victim is someone who uses drugs 

unintentionally, for instance, by being tricked or forced (Ibid., para. 

1). Drug abuse, then, is still central to these definitions. Incidental use 

is not mentioned in the regulation. It should be noted that the police 

and National Narcotics Board officials and NGO outreach workers 

that I encountered in my research rarely differentiated between 

 
29 Just like the regular prisons, the dedicated narcotics prisons are often overpopulated. In 

West Java, for instance, the Banceuy narcotics prison has a capacity of 450 inmates, but in 

2009 its population reached over 960 prisoners (Nelwan et al., 2009, p. 54). 
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pengguna narkoba (drug user), penyalahguna narkoba (drug abuser), 

and pecandu (addict). They used the concepts rather interchangeably, 

and people were often warned that using drugs once can immediately 

lead to drug addiction. 

At the national celebration of the International Day against 

Drug Abuse and Illicit Trafficking, the director of the National 

Narcotics Board stated several times that drug users ‘should be saved 

and guided in order to recover and to have a better future, as well as 

to be useful again to the nation and the state.’ Here, ‘saving’, 

‘guiding’, and ‘recovering’ pointed at rehabilitation, which was 

supposed to end drug use and make users fit for ‘productive activities’. 

As I will show in chapter 3, doctors similarly linked methadone to a 

return to ‘productivity’. 

Like the notion of the drug user as a threat, the idea that 

people who use drugs suffer from a disease that can be treated was not 

new. Since 1976, treatment for people who use drugs has been 

included in Indonesian narcotics laws, allowing judges to substitute 

part of a sentence with rehabilitation (Undang-Undang 9/1976: 

Tentang Narkotika, 1976, Chapter 7; Undang-Undang 22/1997: 

Tentang Narkotika, 1997, Chapter 7; Undang-Undang 35/2009: 

Tentang Narkotika, 2009, Chapter 9). Under the current law, from 

2009, drug abusers and addicts (penyalahguna dan pecandu 

narkotika) are obliged to undergo medical and social rehabilitation 

that is provided by the state. While all previous laws state that judges 

can (dapat) order rehabilitation or treatment, they also mandate that 

use be punished with a prison sentence. The 2009 law requires judges 

to take rehabilitation into consideration when delivering a verdict 

(Undang-Undang 35/2009: Tentang Narkotika, 2009, paras. 54, 127). 

In practice, however, the capacity of the government-run 

rehabilitation centres is limited, and many judges have ignored the 

2009 law. Officers of the National Narcotics Board and the police told 

me that judges hesitate to send people to privately-owned 
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rehabilitation programmes as there is too little oversight and 

enforcement.  

This hesitance among prosecutors and judges to demand that 

users undergo treatment (or to sentence them to do so) is evidenced by 

the proliferation of circular letters (surat edaran) from the Supreme 

Court (2009, 2010, 2011) and the attorney general (Jaksa Agung, 

2013) concerning the placement of drug use offenders in 

rehabilitation. In these letters the possible victimhood of drug users is 

stressed. In 2009 the Supreme Court acknowledged that ‘a high 

number of the criminals and convicts arrested on drug charges fit in 

the category of drug user or even victim; from a medical viewpoint, 

they are in fact people that are suffering from a disease. Because of 

this, imprisonment of those involved is not the right measure, as it 

ignores the importance of care and treatment’ (Mahkamah Agung, 

2009). In 2014 the Supreme Court, the Ministry of Health, the 

Ministry of Law and Human Rights, the Ministry of Social Affairs, 

the attorney general, the national police, and the BNN drafted a joint 

statement that expressed their commitment to ‘reduce the number of 

drug addicts and victims of drug abuse through a programme of 

treatment, care, and recovery of suspects, those on trial, and convicts’ 

(Ketua Mahkamah Agung et al., 2014). 

At the national celebration, the director of the National 

Narcotics Board asserted that ‘drug users are victims. They are sick. 

There are two dimensions: the criminal and the victim.’ While he 

identified drug dealers as criminals that needed to be aggressively 

combated, he contrasted this with the theme of the day, ‘Drug use can 

be prevented and rehabilitated’, which contained within it ‘the hope 

that society will not have a wrong view of narcotics [users]’, instead 

understanding that they ‘are sick [and] need our help to stop. They 

need rehabilitation, so they can function as normal people in society, 

in order for them to have a healthy life.’ Here, the idea of drug use as 

a disease is central. It is suggested that treating drug users’ disease can 
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return them to their productive selves, allowing them to ‘be useful 

again’.  

 

Obligatory reporting: defusing danger 

If we were to take the above statements at face value, it would seem 

that sick drug users increasingly figured as either patients or victims 

of the criminal drug trafficker, and that the former was entitled to care. 

Indeed, there is some truth to this. Apart from the increasing 

prominence of the drug user as victim and patient in laws and 

speeches, most if not all major cities in Indonesia now had opioid 

substitution treatment, needle exchange programmes, and drug 

rehabilitation centres. While many health initiatives were funded by 

foreign donors and primarily attempted to combat the HIV/AIDS 

epidemic, the need to care for people who use drugs was increasingly 

recognised by the Indonesian government as well.  

But even as the role of patient increasingly became available 

to people who use drugs, it remained a precarious subject position. In 

a country where drug eradication continued to be a prominent goal 

(the BNN had declared 2015 to be the year Indonesia would be free of 

drugs) their patienthood was tightly patrolled and their rights were 

often contested. The line between patient and criminal remained thin. 

While the user was sick, the use was deemed dangerous to society. In 

the speech in which the director of the BNN, Anang Iskandar, claimed 

that people who use drugs are sick and are victims, he also said: ‘This 

Join Statement [of 2014] is our commitment to drug users to sort out 

and separate users from the drug trafficking system, because we 

realise that drug users form the front troops [laskar terdepan] of the 

illicit drug trafficking networks. That is why, by law, drug abuse itself 

is threatened with punishment: they can be sentenced to jail and can 

also be sentenced to rehabilitation.’ There was thus a need to sort drug 

users. Being ill did not fully negate the ‘existential threat’ drug users 

were deemed to pose to Indonesia’s prosperity through their 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

59 

unproductivity, and users therefore needed to prove their willingness 

to heal. 

While drug use was considered unambiguously a threat, the 

position of the drug user was more obscure. Since at least the first 

narcotics law of 1976, the drug user has been represented as a 

disruptive force that is at the same time both within the nation and 

outside it. In many regards, he is similar to the post-revolution 

Indonesian criminal that James Siegel described so well. Like the 

criminal, the drug user ‘fails to interiorize national values’ (Siegel, 

1998, p. 75), especially those related to the idea of development 

(pembangunan). Therefore, they ‘cannot find a place in the new 

nation’ and, in a way, ‘are made foreign to it’ (Ibid., p. 49, 135). 

Through being linked to foreign values and cartels, drug users are 

similarly ‘on the edge of Indonesian society but never outside it’ 

(Ibid., p. 3). The proper development of the nation is imagined to be 

hindered by the dependence of the user.  

 Treatment programmes aligned with these national ideals. 

Their aim was often a restoration of productivity. Indonesia’s National 

Rehabilitation Centre (Balai Besar Rehabilitasi Lido) in Bogor, for 

instance, listed as the three main outcomes of rehabilitation 

‘Recovered, Productive, Socially Functional’.30 As I will show in 

chapter 3, the methadone maintenance treatment programme had a 

similar orientation. The clinic’s welcome leaflet showed how opioid 

substitution was intended to give users back their ‘productivity’ and 

'functionality’, the latter including good social relations with family 

and society. 

Adding to the spectre of drug use was that the drug user could 

be anyone, as it was imagined that every citizen could become, or 

potentially already was, a drug user. They were, in a way, invisible, 

and like the post-revolution criminals Siegel described, almost ghost-

like. In post-authoritarian Indonesia, such concerns about unseen 

 
30 See http://babeslido.bnn.go.id/alur-rehabilitasi/. 
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forces persist, and are especially potent when they come together with 

the fears about the spread of Western ideals that I outlined above. 

Annemarie Samuels has discussed how people living with HIV/AIDS 

in the province of Aceh are cast as ‘one of the unseen dangers that 

form a threat to the nation’ (Samuels, 2016, p. 108). This is due to not 

just the fear of the spread of HIV, but also the association of this 

diagnosis with what many Indonesians consider to be ‘foreign’ or 

Western behaviour, such as sex outside of marriage. A key concern of 

the Indonesian state, then, is how to make the invisible visible (Ibid., 

p. 112–114). The links between the spread of HIV and (injecting) drug 

use only adds to the idea of drug users as a dangerous force. These 

unseen dangers have led to civil servants at all levels, students, police 

officers, and employees frequently being subjected to drug testing by 

National Narcotics Board. These technologies aim to make the drug 

user visible to the state.  

Another reason the position of drug users was ambiguous is 

the tension between an understanding of addiction as a disease and a 

belief that it is simply a failure of will power. In a televised speech, 

Anang Iskandar told viewers that drug users must seek healing, 

whether ‘voluntarily’ by reporting themselves as drug users or as the 

result of being forced by a judge’s ruling. Self-reporting was important 

because, as one officer of the National Narcotics Board told me, ‘If 

you have injured your leg you will search for treatment and walk 

again. With drugs, you do not realise you are sick. That is why you 

need to self-report.’ The officer reasoned that because drug use 

impairs the will to heal, drug users need to report for treatment. 

Despite an emphasis on disease, then, ‘the motivating factor behind 

drug recovery is invariably understood in terms of personal choice or 

will’ (Garcia, 2008, p. 727). To self-report is to ‘prove’ one’s 

willingness to heal, to become a patient and not a criminal.  

The (self-)reporting of people who use drugs has been 

obligatory since 1976 and neglecting to do so is now an offence with 
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severe punishment for both users and their family members.31 The 

measure has had little effect until ‘institutions for compulsory 

registration’ (institusi penerima wajib lapor; IPWL) were appointed 

by the Ministry of Health in 2011. Dozens of healthcare institutions 

throughout Indonesia now also serve as IPWL. National Narcotics 

Board officers in West Java stressed that IPWLs were still in a start-

up phase and needed capacity-building. Although registration does not 

necessarily mean that treatment began immediately, reporting drug 

users was nevertheless stressed to be pivotal to helping them.  

Drug users are expected to report at an IPWL, either through 

self-reporting or through registration by a family member. They can 

then start treatment in order to, according to the 2011 government 

regulation, ‘fulfil the rights of drug addicts in obtaining treatment 

[pengobatan] and/or care [perawatan] through medical and social 

rehabilitation’ (Republik Indonesia, 2011, para. 2a). By registering, 

people who use drugs obtain certain rights, such as access to free 

rehabilitation and treatment. Moreover, they can ‘escape’ being 

arrested and facing trial for drug use. The registration card issued at 

IPWLs is supposed to sanction up to two placements in a forced 

rehabilitation centre, while the third will result in a trial. This ‘three-

strikes’ approach again shows the porous boundaries between the 

patient and the criminal. The will to heal may only fail twice. Failure, 

in fact, is to be expected. Lisa Stevenson (2014, Chapter 2) shows in 

Life Beside Itself how the suicide prevention care of the Canadian state 

can become experienced as uncaring by its Inuit citizens in the Arctic. 

The state assumes that, due above all to a lack of motivation, Inuit will 

fail to comply with their duty to live. In addition to receiving care, 

they must therefore also acquire a desire to live and to cooperate in the 

regime of care. The ‘three-strikes’ approach shows the limit of what 

 
31 Failure to report oneself when one has already come of age can be punished by up to six 

months in jail or a fine of two million rupiah. Family members (if aware of the drug 

addiction) can be sentenced to up to three months of jail or a fine of one million rupiah. To 

my knowledge, however, no one has actually been incarcerated or fined for failure to report. 
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the Indonesian state considers ‘legitimate care’ and when users fail to 

cooperate in their duty to heal. Here, a medical failure becomes a 

moral failure. The role of patient, then, was at best a temporary refuge 

for those who used drugs, a way to access care, but with the clear 

understanding that its purpose was to end their drug use.  

The government regulation describes how treatment is both a 

right (hak) and an obligation (wajib) (Republik Indonesia, 2011). 

While simultaneously allowing people who use drugs to become 

patients and forcing them to do so indicates an acceptance of drug use 

as a disease of the will, it also criminalises those who do not show a 

willingness to heal. Miriam Ticktin has shown how suffering bodies 

evidence a common humanity. In France, immigration policies have 

led to a system where only those who are physically suffering are 

‘worthy of recognition in the form of rights’ (2011, p. 98). In 

Indonesia, the bodily suffering of people who use drugs was not 

enough to grant them patient rights. The legislation necessitates users 

to actively prove their willingness to heal and show a desire to get 

better and become abstinent. In addition, the reporting was another 

way in which drug users were rendered visible to the state. 

At every event I attended that the National Narcotics Board 

hosted for people who use drugs, the latter were urged to report 

themselves because as patients they would receive legal protection and 

treatment. Indeed, one high-ranking National Narcotics Board official 

in West Java told me that ‘it is already clear in the law, […] there is a 

programme of decriminalisation.’ But, he continued, ‘a judge that 

deals with the drug problem can decide to put someone in 

rehabilitation. There is indeed the word “can” [dapat], so it is not 

obligatory.’ At the time of my fieldwork in 2013, no judge in West 

Java had ever mandated rehabilitation. 32  

 
32 To my knowledge, president Jokowi never mentioned methadone maintenance treatment. 

A search for ‘metadon’ on the website of the National Narcotics Board (https://bnn.go.id) 
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Through repeated encounters with law enforcement, my 

interlocutors experienced the fluidity and porousness between the 

subject positions of criminal and patient. Many had experienced police 

action and harassment, and several had gone to jail. Others had been 

arrested but released after their families paid off police officers, who, 

they believed, targeted them thereafter in hope of obtaining more 

bribes. With these experiences, they were hesitant to officially register 

as drug patients at an IPWL. There were few guarantees that this data 

would not leave the medical domain. At the same time, to show that 

they were undergoing treatment and therefore should not go to trial, 

my interlocutors used their methadone cards as if they were IPWL 

registration cards. This helped some of them to bargain with the 

police, and sometimes they were let go or allowed to pay a smaller 

bribe. And though judges in West Java never ordered rehabilitation, in 

rare cases, the police would arrange for drug users with close ties to 

an NGO providing IPWL to receive rehabilitation without their case 

ever reaching court. Though my interlocutors had little faith in the 

legal protection offered by IPWLs, they assumed that being registered 

with a clinic offered them some leverage: an arrest could attract 

unwanted media attention, stirred up by doctors or NGOs, to how the 

police functioned. Because of this, the hospital grounds were thought 

of as a relatively safe space. Police interventions were non-existent 

during my time there, although there were rumours from time to time 

of undercover agents scouting the terrain. Physical proximity to the 

clinic offered its patients protection.  

 

Conclusion 

I have argued in this chapter that people who use drugs in Indonesia 

 
found sixteen results, while ‘rehabilitasi’ found 1,710 (August 9, 2022). The website of the 

Ministry of Health (https://kemenkes.go.id) only showed eight results for ‘metadon’ 

between 2010 and 2022. 
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hold an ambiguous position as both criminals and victims. On the one 

hand, drug use was deemed to make users unproductive and to weaken 

national resilience. The user’s demand for drugs was assumed to 

threaten Indonesia’s economic development and independence. His 

drug use was associated with foreign values and actors.  

On the other hand, given the high prevalence of HIV (see, for 

instance, Afriandi et al., 2009; Indonesian National AIDS 

Commission, 2014) among people who use drugs, there has been more 

pressure to adopt a health-based approach. The advocacy by NGOs 

and foreign donors for addiction as a disease has often focused on 

harm-reduction measures and has emphasised treatment over 

punishment.33 The drug user figured as a victim of drug use himself, 

suffering from a disease and in need of help. While the recognition of 

drug use as a disease had allowed for novel ways of treating addiction, 

it had not mitigated the existential threat that drug use was deemed to 

pose. There was much concern over the uncontrolled spread of drug 

use if it was not combated by the state. Fears of contagion led to new 

forms of the securitisation of drug control.  

In Indonesia, people who use drugs thus figured as threats, as 

diseased, or, more often, as both. While they were now increasingly 

labelled as patients, they remained dangerous. As dangerous patients 

they needed to be ‘saved’ by returning them to ‘normal’, thereby 

‘protecting’ the development of the nation. In practice, however, 

despite the many attempts to reform the judicial system to allow for 

treatment, many were now sentenced for drug possession instead of 

drug use. The discourse of addiction as a disease remained inherently 

unstable even when it was being explicitly employed. With addiction 

as a ‘disease of the will’ (Valverde, 1998), intentionality and illness 

blurred, as was evident from the ‘three-strikes’ approach in the IPWL 

 
33 See, for instance, the ‘Support, Don’t Punish.’ campaign of the International Drug Policy 

Consortium and local NGOs:  

http://supportdontpunish.org/wp-content/uploads/2016/04/2016-Mobilisation-Guide-

Global-Day-of-Action.pdf 
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guidelines. Indonesia’s prisons were still overpopulated. By actively 

embracing the subject position of patient by registering for treatment, 

people who use drugs mitigated some of the threat they were deemed 

to pose, but, significantly, not all. They actively sought proximity to 

the clinic to avoid police harassment. Treatment for drug use has 

become a right, an obligation, and a duty.  
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Chapter 2 

Ending Up on Methadone 
 

 

 

Ajat and Annisa’s house lay a forty-minute commute on congested 

roads from the methadone clinic. It was not particularly large, but it 

was one of the few detached houses in the suburb. While we ate dinner 

on a mattress in the living room, their seven-year-old daughter played 

games on her father’s phone in a corner. Ajat told me about the long 

struggle to end his heroin use. He had started using heroin when he 

was seventeen, and he then continued to use, more or less without 

pause, for the next eighteen years, despite several attempts to stop. At 

times, he was able to reduce his use or even temporarily quit, but in 

the end, he always returned to it. He told me, ‘I am really, really tired 

(capek). I have been using since 1994.’ Ajat had become convinced 

that a life without drug use was impossible, but he was unable to 

accept this.  

Adding some rice to his plate, Ajat sighed, ‘Before, my body 

was big!’ His wife immediately added, ‘Fat!’ He picked up a bit of 

rice with his fingers and continued, ‘It used to be bigger, but now my 

body is rather skinny. And before that it was really skinny but over 

time [my weight] increased again.’ At different moments during our 

conversation that evening, Ajat mentioned what his body had looked 

like. It seemed to me that he used his physique to index different 

moments in the trajectory of his heroin use. None of the methods he 
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had tried ended his use or, in his view, sufficiently helped him, but his 

changing physique showed that he was impacted by them in different 

ways. 

 After several past rehabilitation and detoxification attempts 

had failed to bring about long-term abstinence for Ajat, his continued 

use put pressure on his marriage and wellbeing and he felt that he had 

to do something. He registered at the methadone clinic, but dropped 

out of the programme a few weeks later as he found the treatment 

uncomfortable. Next, he tried a detoxification programme he and his 

wife had devised themselves. It did not work. He told me, ‘Using 

heroin became a routine again. I continued, continued, and continued 

until, in the end, I gave up [menyerah]. In the end, I took methadone 

again.’ Ajat did not re-enter the methadone programme out of hope 

for a cure, then, but as a way to endure after giving up alternative 

attempts. ‘You have to realise,’ a nurse at the clinic told me, ‘that the 

majority [of the patients] that come here has already tried everything. 

They are at a dead end.’  

Methadone maintenance treatment usually followed many 

attempts at rehabilitation or detoxification. Although many users held 

little hope for recovery or long-term abstinence, the methadone 

patients registered at the clinic nonetheless. They searched for ways 

to endure and to relieve part of the burden on their families, finances, 

and bodies. They understood the methadone programme not as a 

radical departure from their days of using heroin, but as a potential 

way to keep going. In this chapter, I will zoom in on how two of the 

methadone clinic’s patients, Ajat and Joshua, had tried to keep going 

while their heroin use became increasingly destructive and untenable. 

Through their stories, I show the trajectories of patients towards the 

methadone clinic. These trajectories are shaped by the changes in 

Indonesian drug policies since the fall of the dictatorship, the 

availability of new modes of treatment, and their personal experiences 

and relationships with their families.  
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These stories show the increasing physical, financial, legal, 

and social stress heroin users experienced and the support they often 

continued to receive from their families, albeit, for some, at a distance. 

They were also very much affected by an understanding of their heroin 

use as a cycle, in which they revisited both treatment and heroin use 

again and again. Methadone was, in a way, just another return to 

treatment, but one that was fundamentally different from previous 

attempts. It lessened some of these challenges and allowed heroin 

users to endure while also building new friendships and informal 

support systems. At the same time, as we will see in more detail in 

later chapters, it made their treatment endless. 

Ajat and Joshua both entered the methadone programme 

during my fieldwork, with a great deal of hesitation. In many ways, 

they were already ‘stuck’, at what the nurse called ‘a dead end', and 

methadone provided a way to keep living their lives. Several previous 

attempts to curb their heroin use had failed to result in abstinence, but 

at the same time, both men were unable to continue their consumption. 

In this chapter, I will show through Ajat and Joshua’s descriptions of 

their experiences how heroin use had become increasingly 

uncomfortable and untenable due to increasing physical, legal, 

financial, and social difficulties. I will then describe patients’ attempts 

to stop their heroin use via other alternatives prior to entering the 

methadone programme – alternatives that had not delivered what they 

had hoped. For Ajat, Joshua, and many other patients in the 

programme, their continued use had put a strain on the family relations 

they very much depended on for continuing to live their lives as they 

did. Finally, I will discuss how the clinic allowed them to endure, both 

by providing a cheaper, legal alternative and through the new social 

relationships it offered. 

 

 

 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

70 

Coming of age during the New Order regime 

The conversation at Ajat and Annisa’s home had come as a bit of a 

surprise to me. Ajat had invited me to his house numerous times 

during our interactions in the car park in front of the clinic, but there 

were always last-minute obstacles that prevented this from happening: 

a cousin was visiting, for instance, or he needed to see his in-laws or 

suddenly had other plans. I started to wonder whether Ajat might not 

really want to show me his place. This was not unlikely, as quite a few 

users had not told their families that they were on methadone. They 

were afraid that family members would consider them still addicted 

due to their continuous substance use, even when it was supervised by 

doctors. On some occasions when I met family members, the 

methadone users asked me to tell them I was researching ‘Sundanese 

culture’. I already knew that Ajat had not told his mother and most of 

his siblings about his methadone use. They lived in Jakarta, however, 

and I was certain that at least his wife knew about his heroin and 

methadone use: the clinic required that a family member give their 

approval for a patient to start treatment, and Annisa had given hers. 

She would also accompany him to pick up a take-home methadone 

dose and then stay with him to have a coffee in the car park. On the 

evening in question, however, they seemed very happy to have me 

over, and they spoke calmly and rather candidly about their life. They 

also did not seem to mind that their daughter overheard us, as she sat 

just two metres away throughout the conversation, playing video 

games.  

Ajat was born into a rather well-off Sundanese family in 

Jakarta in 1977. He was one of the few methadone users that had not 

been raised in or near the city that housed the clinic. He shared little 

about his early childhood but stated that he had good relationships 

with his parents and ten older siblings. When he was thirteen, he 

became what he called ‘disobedient’ (bandel-bandel) and began 

smoking tobacco and later marijuana as well as drinking hard liquor 
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with his school friends. At age seventeen, at a university in Jakarta, he 

began to study law, a topic chosen by his parents rather than one he 

was particularly interested in. In his first year, his friends introduced 

him to heroin. He did not hesitate to try it; he had heard it was good. 

As he told me, ‘Only someone who has never tried marijuana and 

prescription drugs and then is suddenly offered heroin will be shocked. 

If you are used to [drugs] […] and someone makes the offer, “Here, 

this is heroin,” it seems nice and of course you will try it.’ Soon, Ajat 

realised that it was difficult for him to stop using heroin. He told me, 

‘It turned out that [heroin] was like this. I then became aware that it 

was difficult to rid myself of it.’ Ajat described himself as a ‘full user’ 

from that moment when he was eighteen onward.34 He used heroin 

every day and was unable to stop. 

 In that early period of heroin use, many users said, they could 

continue to use without encountering problems. Indeed, Ajat and 

many of his fellow methadone users looked back with melancholy at 

this time when they could use in peace. Heroin of good quality was 

easily obtainable for them. At first it was closely tied to university 

campuses, as one methadone user told me, ‘We had to go to the 

campuses to get heroin. Putaw [street-grade heroin] was not available 

elsewhere.’ On these campuses, however, heroin was easily accessed 

by students. These places offered a cheap supply of heroin and 

relatively safe spaces for friends to use together. The campus remained 

a common site for drug use even when heroin became available 

elsewhere.35  

  There was consensus among both methadone users and the 

 
34 The term ‘full user’, in English, referred to a period where someone could no longer 

control their substance use.  
35 Yatun Sastramidjaja (2016, p. 220) argues in her dissertation on the Indonesian student 

movement that university campuses should not be considered ‘free spaces’, especially under 

the dictatorship, when campuses and students faced several crackdowns. Within the student 

body, however, small communities still managed to maintain spaces hidden from the state’s 

view, often in student boarding houses. 
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clinic’s staff that heroin use was largely non-existent in Indonesia 

before 1995.36 Historical information on the prevalence of heroin use 

in the country is scarce, but several sources support this claim. A 1999 

report from the United Nations Office on Drugs and Crime identified 

Indonesia as a ‘new market outlet of heroin from the Golden Triangle’ 

that has ‘suffered from growing levels of abuse in recent years’ 

(UNODC, 1999, p. 114). That same year, a former president of 

Indonesia, Habibie, claimed in a speech on the International Day 

against Drug Abuse and Illicit Trafficking that ‘Indonesia is no longer 

a transit point for drugs. It has become a market as well as a producer 

of some drugs’ (In Djaelani Gordon & Djaelani Gordon, 2003, p. 363). 

Before the late 1990s, the injection of any drug seems to have been 

nearly absent throughout Indonesia. Since then, HIV rates have 

increased significantly among users (Pisani, 2006).37 

Heroin made its entrance amidst the chaos of the Asian 

financial crisis of the late 1990s, which saw the Indonesian rupiah 

crash and industries collapse. In response to the crash, strong calls for 

reform were met with harsh military action and killings (Vickers, 

2013, p. 209). In 1998 Suharto stepped down, ending his thirty-one-

year rule over Indonesia. What followed was an unstable and violent 

period of reform (reformasi) that many experienced as a continuation 

of the crisis (Vickers, 2013, p. 223). It seems likely that the turmoil 

weakened drug control efforts, but the serious financial crisis also 

allowed a drug trade to flourish as people tried to make money from 

smuggling and selling (Djaelani Gordon & Djaelani Gordon, 2003, p. 

365). Heroin found its way to university campuses first, but drugs 

were soon openly dealt in schools, bars, and clubs and on public 

transport (Ibid., pp. 364, 370). My interlocutors remembered using 

 
36 Heroin seems to have made a brief entry into Indonesia in the 1970s, but use seems to 

have been limited, and it soon disappeared again (Irwanto, 2006). 
37 In Karawang, West Java, heroin users similarly identified the late 1990s as when heroin 

injection began. Most of these users were still in high school back then (Hidayana, 2012, p. 

61). 
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without fear on local buses, at parties, and in parks.  

This shift came as other markets for heroin dried up. Heroin 

had been used for about a century, especially in Europe and the United 

States, where use reached its peak in the late 1960s and early 1970s 

(Inciardi & Harrison, 1998, p. xi; Kinlock et al., 1998, pp. 13–22; 

National Institute on Drug Abuse, 1977, pp. 148–163; Stimmel, 1975, 

p. 6). At the same time, other heroin ‘epidemics’ occurred in Western 

and Southeast Asia (Hughes & Rieche, 1995), but Indonesia seems to 

have primarily served as a transit country. After the peak in the 1970s, 

the use of heroin in the United States declined, primarily because of 

the ‘fads and fashions in the drugs of abuse, as well as price, purity 

and availability issues’ (Inciardi & Harrison, 1998, pp. vii, xii). The 

incidence rate, that is, the number of new heroin users, also dropped 

throughout Western Europe, including in the Netherlands (GGD 

Amsterdam, 2011) and the United Kingdom (Parker, 2005, p. 73). 

Heroin became regarded as a ‘dirty’ or ‘dangerous’ drug and therefore 

appealed less to young people. In Southeast Asia, heroin use stabilised 

by the 1980s (Hughes & Rieche, 1995). Most current users in these 

countries started their use in the 1960s and 1970s and are now aging 

(GGD Amsterdam, 2011, p. 20; Inciardi et al., 1998, p. 36; Kinlock et 

al., 1998, p. 22; Parker, 2005, p. 86). The recent increase in medical 

use of prescription opioids in the United States and, to a lesser degree, 

in Europe has also brought forth a new generation of morphine and 

heroin users (Van Amsterdam & Van den Brink, 2015). 

In contrast, the Indonesian methadone community consisted 

of a much younger population. When heroin consumption became 

more widespread from the mid-1990s onwards, many of the men now 

enrolled in the methadone programme were studying at local 

universities. Many came from rather affluent middle-class families 

that could afford higher education. Consequently, these users were in 

their late twenties and early thirties at the time of my fieldwork. Many 

had used alcohol, marijuana, and prescription drugs in their youth and 

had discovered heroin only when starting their studies.  
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Some of the methadone users claimed that they had known little 

about addiction at that time. Ajat told me he had not known much 

about the risks of injecting heroin, as at the time, information on drug 

use, addiction, and HIV was limited. During one of our talks, he said:  

I did not know anything then. There was only minimal 

information on HIV and on the danger of addiction. I did 

not get addicted when I used marijuana or prescription 

drugs that were listed as group G38 – that was the time of 

Megadon, Rohypnol.39 I mean, when I stopped at some 

point, there were no side effects. [It was not] like what I 

experienced when I used heroin. So when I first started 

using heroin, I didn’t know, I didn’t get it. No one gave me 

information on what the effects were. 

Not every user told me that they were unaware of the risk of addiction, 

but many said they had often underestimated the effects of heroin 

withdrawal.  

The period in which users could take drugs with little 

interference from police was short-lived. When Indonesia had 

transitioned into a democratic state and order was restored, drug 

surveillance intensified; prices for heroin increased and availability 

decreased. Heroin users started to encounter more and more financial 

and legal problems. At first, their quotidian heroin use had not 

bothered them much. They regularly smoked or injected heroin 

together in student housing. Soon, however, campuses were surveilled 

by law enforcement. University restrooms suspected of being shooting 

galleries were raided, student housing was searched, and users in 

possession of drugs or syringes were arrested. The people who used 

 
38 Group G is a list of substances in the Indonesian narcotics law that are only available for 

specific purposes, such as research or treatment. For most people, this means that a doctor’s 

prescription is necessary to obtain them. The G refers to the Dutch word ‘Gevaarlijk,’ which 

translates into English as ‘dangerous’. 
39 Megadon, officially called Mogadon, is a sedative and muscle relaxant based on 

nitrazepam. Rohypnol is a strong sedative that is also known as a ‘roofie’ or ‘the date-rape 

drug’. 
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methadone told me how students would share needles, syringes, and 

heroin partly because they did not know much about HIV and partly 

because carrying syringes had become dangerous due to the increased 

police attention. Ajat was convinced that this was also the period in 

which he contracted HIV, though he was unaware of it at the time.  

 

‘The fall’ 

Joshua entered the methadone programme a few months after Ajat. He 

was not particularly liked among the group that hung out in the car 

park. The other methadone users considered him untrustworthy as he 

was suspected of stealing from others in the group. Still, he would 

often join us, and we would talk over coffee. In his diary, he wrote in 

detail about the drastic changes his life underwent due to not just his 

addiction to heroin, but also the crackdowns on drugs and the ensuing 

price increases and availability problems. He also wrote about his 

repeated attempts to stop and his dependence on his family. Joshua 

was forty-three years old when he joined the methadone programme 

during my stay. In his stories, he would often return to his life before 

he became addicted. One evening, when I visited him at the roadside 

pork restaurant that his family ran, his brother-in-law told me, ‘Joshua 

is a good guy.' The restaurant had been busy that night, and Joshua 

had just gone out to buy more ingredients. He liked to help his family 

out where he could. While we watched Joshua’s mother, younger 

sister, and brothers chopping vegetables, his brother-in-law continued, 

‘He was a great altar server. He knew the Bible by heart. Really, he 

could recite from it.’ But now, the family was disappointed with how 

little progress Joshua had made in his efforts to stop his heroin use, 

‘He’s been in and out of rehabilitation nineteen times and still has not 

recovered. If he really wanted to and put his mind to it, he could 

recover, but…’  
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Joshua was now living a life quite different from his younger 

years. The first thing he wrote in his diary is a short autobiography 

under the heading ‘The beginning, before the fall due to illegal drugs 

until contracting B20/HIV.’40 Beneath this, he wrote, ‘Before, my life 

was normal and just fine. You could even say I had a harmonious 

relationship with my family.’ Joshua and his family’s celebration of 

his younger life became clear when I visited his mother’s house, where 

he had been living for a few years. As we entered, passing the mobile 

food stall parked in front of the entrance, Joshua apologised for the 

small size of his home. We sat down in front of a wall of pictures, and 

as eyes moved from one picture to another, he produced a sad smile. 

Most pictures portrayed him when he was a motorcycle racer. In one 

photograph, he was holding a trophy; in another, he stood next to his 

motorcycle. In some, he posed with ‘flag girls’. The cupboard below 

these images housed a collection of trophies he had won. He pointed 

at a picture of himself smiling, ‘My face still looks good here, right? 

Not yet destroyed by drugs, the infections have not yet appeared.’ 

Though the images portrayed a much more youthful and indeed 

healthier-looking Joshua, his demeanour seemed the same. The slim 

man in the pictures did not stand in the foreground; even in those that 

depicted him holding a trophy, he was positioned in the back. He 

looked at the camera with a shy gaze, his head tilted slightly forward. 

Joshua was not someone to take centre stage.  

 He pointed at another picture, one where the ‘flag girls’ 

gathered around him. He told me how he would go clubbing every 

night, often with the women, and they would take ecstasy together. A 

smile again appeared on his face. Then he continued, pointing at 

different people in the photographs, ‘This one died. This one 

overdosed. This one now has a motor part company. This one became 

 
40 B20 is the diagnosis code of the disease HIV in the International Statistical Classification 

of Diseases and Related Health Problems (ICD). It was often used by drug users to refer to 

HIV. 
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an entrepreneur.’ When I asked him if he still met up with the people 

in the photos, he told me that he did not and that ‘they also used. 

Everyone used, but it was just that they were more in control.’  

Joshua had been such a successful rider that he started to race 

abroad. At first, he enjoyed this life of parties, fame, drugs, and 

women. He took ecstasy at parties and later used methamphetamine 

and heroin. Not long after, he failed a drug test before an important 

Spanish race. For him, this was the beginning of the decline of his 

career and the beginning of ‘the fall’. From then on, he could only race 

in Indonesia. His racing achievements declined, and his team did not 

renew his contract. It seemed to him that he had moved away from his 

Christian faith due to ‘drugs and a glamorous lifestyle’. But he did not 

adapt his spending and his lifestyle accordingly, and soon his family 

was supporting him financially. With his expenses still high but his 

only source of income now gone, he moved back in with his parents, 

where he remained when I met him in 2014. He helped his family with 

their food stall, lived off the allowance his mother gave him and the 

funds he could gather from petty theft, and continued his heroin use.  

 In his diary, Joshua describes the impact of changing heroin 

prices and his reduced income: 

I no longer had enough [money] to fulfil my daily needs, 

but I still got [an allowance] from my parents. […] At that 

time, when I wanted to get high, I only used street-grade 

heroin, putaw. […] I still burned it on aluminium foil; I 

didn’t inject it in my body yet. I kept using continuously for 

six months without realising that my condition had 

worsened; [I went] deeper into drugs. At that time, I was 

still pretty pleased with using narcotics, psychotropics, and 

addictive substances.41 In mid-July 1997, I used every day. 

I was still given three million / five million [rupiah] a week. 

[…] At that time, putaw was still cheap compared with 

other drugs like methamphetamines. The price of 

 
41 He writes here obat2an napza, an abbreviation for obat-obatan narkotika, psikotropika 

dan zat adiktif (narcotics, psychotropics, and addictive substances). 
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methamphetamines continued to increase from 150,000 to 

900,000. At the same time, the price of putaw went up from 

120,000 to 1,500,000 per gram. […] Because the price got 

higher and higher and my financial [means] were limited, I 

was forced to economise, exercise restrained, and not be 

wasteful. I started to try injecting, which, according to my 

friends, was more enjoyable, more economical, and not 

wasteful. In one day, I could use half a gram to a gram. 

Every day.  

With heroin increasingly expensive and difficult to obtain, Joshua 

resorted to a lower quality of heroin and started to inject to make 

strategic use of scarce resources.  

For many users, the imbalance between income and 

expenditure became a problem. Those who were still unemployed 

students when they started their heroin use lived off of contributions 

from their families. To make up for their more frequent use of heroin, 

which was increasing in cost, and with their families unable or 

unwilling to provide the large cash flow they needed, some started 

selling family assets. Others resorted to dealing in stolen goods or 

selling drugs. Both Joshua and Ajat told me that in their desperate 

search for money, they had started to sell off their parents’ 

possessions. From then on, Ajat’s relationship with his parents 

changed to one of suspicion: if he left the house, he was searched to 

ensure that he was not taking any family belongings with him. 

Joshua’s relationship with his parents also changed after he had stolen 

from them. They brought him to several rehabilitation centres, but 

when these failed, he continued to live with them. 

 Both their drug use and their illegal ways of obtaining funds 

led to encounters with the police. Hitherto, heroin use did not seem to 

have attracted much attention, but from the early 2000s, users ran into 

trouble more and more often. They were expelled from university and 

arrested or detained. Joshua told me that during his first arrest, 

plainclothes police officers had followed him on campus. He had 

bought some heroin and wanted to use it in the bathroom, which he 
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had just entered when the police kicked in the door. He tried to flush 

the drugs down the toilet and hide the syringe in his rectum, but he 

was not quick enough. He was arrested and detained at the police 

station until his family bribed the officers. Now that he was known to 

the police, he told me, he would be arrested from time to time. With 

the threat of severe prison sentences, many drug users’ families were 

willing to pay bribes to free them. Meanwhile, the relationships within 

the families became increasingly unequal and tense. 

Joshua would regularly lament the burden he felt he placed 

on his family. He often spoke of the old days, when he was earning 

money through his racing, but he also liked to compare his life to those 

of his siblings; they had cars and houses, he told me, and would do 

things with their families. In front of the wall of photos, he said, ‘It’s 

a pity, right? All my brothers are older than me, but I look the oldest. 

I have spent all my money and all of my youth.’ Like the contrast with 

his racing friends who had been more ‘in control’, the comparison 

served to illustrate the life he could have had but did not due to his 

drug use. One day in the car park, Joshua told me, ‘I truly want to 

change. My poor mother. If my mother is not there anymore, what will 

my future be like…? And I am bored. My life is monotonous. Every 

day the same: looking for heroin after waking up. My life has no goal. 

So I make my own programme to become clean.’ Most of the people 

in methadone treatment were dependent on the support of their 

families, and some also lived with them. This often put them in an 

uncomfortable position. They felt not only guilt but also a sense of 

failure. At the same time, due to this discomfort and the 

unsustainability of their heroin use, they could not give up their 

attempts to quit. Their wasted potential weighed on them. 

 

Trying to quit substance use 

In response to financial, legal, health-related, and familial difficulties, 
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many users made attempts to curb their drug use. Often, they tried this 

at first on their own and then through rehabilitation programmes. 

Rehabilitation programmes come in many different forms in 

Indonesia. Available programmes include Christian and Islamic-based 

rehabilitation treatments that use religion and detoxification. Based on 

a belief that addiction is related to bodily heat, these sometimes 

include cold baths. They or may not include elements of the 

therapeutic community and twelve-step models, which are common in 

secular programmes as well. Since 1975, the Indonesian state has 

offered rehabilitation through the Balai Besar Rehabilitasi Lido, 

located in Bogor, West Java.42 With the goal to reach a ‘radiant 

Indonesia (without drugs)’, it offers, among other things, a social 

rehabilitation programme that can accommodate 500 people.43 People 

who use drugs come here by court order or medical referral or through 

law enforcement or requests from their families.44 Some users arrived 

at rehabilitation centres of their own accord, but many, like Joshua and 

Ajat, were brought by their parents or spouses.  

Rehabilitation had a bad reputation among users. In general, 

rehabilitation programmes are prone to failure if measured by long-

time abstinence.45 Many users had lost faith in these programmes. Ajat 

had tried to end his heroin use on his own at first, but soon his parents 

became convinced that he could not stop by himself, and they brought 

him to a rehabilitation programme based on a therapeutic community 

model. It allowed him to live without heroin for a few months. But in 

the end, he considered it a failure. He told me, ‘I do not believe in 

rehab. […] It is a waste of time, a waste of money.’ Like many heroin 

 
42 See https://rehabilitasi.bnn.go.id/public/about 
43 See https://babeslido.bnn.go.id/sejarah/  
44 None of my interlocutors had been brought to a clinic through a court order, which, as I 

described in chapter 1, was a rather recent and not yet common procedure. 
45 In a large review of literature on the long-term course of opioid addiction, Hser et al. 

(2015) found that stable abstinence figures were low. This does not mean that rehabilitation 

is always doomed to fail, as some do achieve long-term abstinence; others may achieve 

different goals or obtain other benefits from treatment. 
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users, he sought other ways to deal with his use. Users tried self-

developed programmes, detoxification programmes, and going ‘cold 

turkey’ – that is, abruptly quitting their substance use – but while some 

were able to remain abstinent for a time, in the end, they resumed their 

heroin use.  

 After his father died, Ajat quit cold turkey and managed to 

stay sober. He met Annisa, and they married that same year. His 

daughter, Kiki, was born soon after. After four years, he met up with 

his old Jakartan friends again. He told me, ‘It was done [udah]… once, 

twice, once every two weeks, every week, until in the end I used 

[putaw] every day again.’ Annisa was shocked when she found out, 

but she remained by his side. When his parents-in-law found out that 

he used heroin, however, they took her back in, and for a time, the two 

lived separately. The separation was hard on them, and Ajat started to 

search for new programmes to stop his heroin use. As he gradually got 

skinnier, he also became concerned for his health; he knew many of 

his friends had contracted HIV. Feeling weaker, he was fearful of 

going cold turkey and wanted help.46 He then encountered an 

expensive treatment programme in Jakarta that employed codeine as 

a means to detoxification, which he underwent for two weeks. It 

worked well for him, ‘When I stopped using that medicine [lepas 

obat], I did not feel withdrawal symptoms. I was not addicted to that 

medicine.’  

 His family urged him to move away from Jakarta to ensure he 

would not see his old friends and relapse again. He moved to a 

pesantren, an Islamic boarding school, in West Java. Here he became 

an assistant to a religious scholar. His activities at the school, where 

he learned ‘mysterious knowledge’ that allowed him to perform 

(among other things) exorcisms, gave him focus. He told me that his 

 
46 Abruptly stopping heroin or methadone was considered dangerous by the methadone 

users, as their bodies were weakened from years of heroin use. It was deemed especially 

unsafe for those who were HIV positive. 
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passion for learning helped him remain sober. Annisa ran away from 

her parents’ house, and they moved back in together. He did not know 

where to find heroin in this new city. He told me, ‘I never knew who 

sold there. They surely were there, but I did not know who.’ Dealers 

would also have some distrust of people that were unknown to local 

heroin users. When his mother fell ill, Ajat had to go to Jakarta often. 

There he ran into his old friends and started using with them again. In 

Jakarta, obtaining heroin was easy for him. After a few weeks, Annisa 

suspected that Ajat was using again, and she searched his motorcycle. 

She found heroin and a syringe and confronted him. 

 They talked about what to do next, and he told me how 

Annisa had proposed, ‘Okay, then. Finish up these goods [drugs] so 

you can bring your dose down. […] So it was my wife who said, 

“Okay, this amount,” and I would use that. My wife would put the 

heroin on a spoon, like this, and I would use in front of her.’ Annisa 

added, ‘Even though I was annoyed to see him use.’ They did this for 

a few weeks. Every time the heroin was finished, Ajat went to Jakarta 

to buy new ‘stock’, as he called it. Annisa tried to care for her husband 

through these self-developed practices, which Anita Hardon and 

Takeo David Hymans (2016) call ‘harm reduction from below’. While 

in this case, these harm-reducing practices were oriented towards 

abstinence, they simultaneously prolonged the addiction. Angela 

Garcia (2014) has brought attention to how such small practices of 

relieving pain and suffering are moral acts of care. But care can be 

exhausting, and several weeks later Annisa ‘gave up’. She told me, 

‘What my husband predicted, [that he will only use] one time a day, 

that was not possible. It just continued. It was in vain.’ She saw how 

he got ill each time he could not use heroin. Since Annisa could no 

longer continue with their self-made detoxification programme, she 

went looking for alternatives and found information about methadone. 

Many of the methadone users had been resourceful in coming 

up with strategies to reduce their heroin intake. In the end, however, 

they often felt disappointed at the results of these attempts. They 
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questioned the efficacy, quality, and compassion of rehabilitation 

programmes. Joshua was one of the users who strongly rejected the 

idea of future attempts at rehabilitation. His family had brought him 

to four different rehabilitation programmes. None had allowed him to 

maintain abstinence for long. He had also found it difficult to commit 

to the programme and had even run away a few times. He became 

increasingly pessimistic about his chances of remaining abstinent. In 

addition, he feared some of the programmes. While the first 

rehabilitation centres he entered were tough on him, he felt he was 

treated well, even if one would put him in isolation if he did not follow 

the rules. The last centre he described as a ‘place of torture’. During 

his stay he had to observe draconian rules, like being forced to sleep 

in the ‘right’ posture the entire night and eat rotten food, and he was 

threatened with beatings if he mentioned any of this to his family on 

visiting days. His stay lasted almost two years, he said, and the centre 

kept reporting to his family that he was not improving. Finally, his 

brother started to suspect something was not right. Joshua was freed 

only with the help of a lawyer. Though this was by far the worst 

experience anyone described to me, the variety in the rehabilitation 

programmes I was told about could potentially suggest a lack of 

oversight. Whether due to these experiences, rumours of maltreatment 

and the low quality of programmes, these programmes’ repeated 

failure to restore users to indefinite or long-term abstinence, the 

relative isolation involved in many programmes, or the high cost and 

practical concerns, most users were not eager to enter rehabilitation 

treatment again.  

 

Returns and niat 

Ajat understood his return to heroin to be inevitable. As we chatted 

one evening in my room in student housing, he told me, ‘That is my 

cycle – four years, if I remember it correctly. [After] four years, I will 
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relapse for sure.’ Twice, he had reduced his heroin use for four years, 

and within these periods, he also managed at times to stop it 

completely. He would sometimes reiterate this timeframe, counting 

out the number of years that he had used less heroin. Many users were 

unsure whether they could ever stop, and this doubt was further fuelled 

by the chronic model of addiction the methadone clinic put forward. I 

will discuss this model in the next chapter. 

At the same time, the methadone users could not fully 

surrender to lifelong addiction. Even if their heroin use was chronic, 

they believed they could reduce it with the help of a strong will. They 

all knew of people who had remained abstinent for many years or 

found ways to manage their use. Both Ajat and Joshua had managed 

to significantly reduce their use after their fathers passed away. Joshua 

told me, ‘After my father died, I really had the will (niat) to stop using. 

When I knew how it felt when my father died, I was determined not 

to die before my mother. I didn’t use for three years.’ To Ajat, it 

seemed that it was not his father’s death that allowed for this 

reduction, but the fact that he ‘already had the motivation, the will 

(niat) to stop. Because I was interested in leaving Jakarta again. I 

wished to go from one place to another. [Go to] Bandung, to East Java 

for longer periods of time, travelling—’ Here, Annisa interrupted him, 

‘To have something to do.’ ‘—to have something to do,’ he continued, 

‘A job. And my hobby is really travelling.’ When Ajat found a job in 

the mining industry and travelled across Indonesia to survey potential 

sites, he ‘could really forget about the heroin world’ and stopped his 

heroin use completely. He told me:  

From 2001 to 2004, I was clean. I did not use any putaw at 

all. It happened because I had other activities that really 

enabled me to focus. Besides, my body was no longer in 

pain, I was already not experiencing withdrawal symptoms 

[sakaw]. I had an activity that made me enjoy [in English]. 

I did not think about putaw. 
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He then mentioned that his body was growing at this point, after his 

continued heroin use had made him skinny. 

This motivational force, or will (niat), was commonly 

identified as necessary for becoming abstinent. Without a true desire 

to quit heroin, all programmes would fail. Another member of the 

methadone community told me how, though people would use heroin 

in front of him, he could withstand the temptation to start using again. 

He said, ‘The trigger to use again [suggesti] will not be erased my 

entire life. The wish to use is there, but with my niat, alhamdullilah 

[praise be to God] I can withstand it. […] Even if they use in front of 

me, I can say no.’ But it was important to ‘have something to do’, 

which helped a person reorient himself and cultivate the niat to end 

his substance use. In Ajat’s case, an NGO had asked him to coordinate 

activities for the methadone community. He felt trusted and respected 

and had something he could focus on, though he also admitted that the 

expenses associated with heroin use were also a factor; they were now 

simply too great for him to continue his use. In chapter 1, I discussed 

the ambiguous position of the drug user and how their drug use was 

rendered both a choice and an illness (see also Garcia, 2008, p. 727). 

Here, we again see this unease with fully relegating drug use to one or 

the other. Importantly, as we will see in chapter 4, a feeling that there 

was ‘something to do’ was often missing in the methadone 

programme. 

 

Entering the methadone programme 

Since Annisa could no longer continue their self-made detoxification 

programme, she went looking for alternatives and found information 

about methadone. Users could only register at the clinic if a family 

member agreed to it. Annisa accompanied Ajat to the provincial 

hospital, and he started taking methadone. The clinic built up his dose 

slowly, starting with a low dose to prevent an overdose of the kind that 
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could occur when heroin and methadone were combined. But this was 

insufficient to block all of Ajat’s withdrawal symptoms, and he got 

sick. He quickly discovered that methadone was not enough for him, 

and he began to use antidepressants, which he bought from others in 

the methadone program, to compensate for the low dose. Annisa told 

me that he had heard from the other users that ‘in order to not use 

heroin again, you should use antidepressants.’ She added, ‘It turned 

out it was just the same: troublesome.’ After less than two weeks, Ajat 

dropped out of the programme. 

He then started using heroin again, obtaining it via the 

methadone community. Annisa lamented, ‘Sometimes, it is like I 

regret introducing him to the methadone programme. Because he has 

friends who can access the goods [heroin and syringes] there. Before, 

he did not have those.’ Ajat continued to buy heroin, but then stopped:  

I used heroin for a few months so I could let go of 

methadone right. After that, I immediately cut [in 

English] my heroin use, because it is easier to let go of 

heroin right [than it is methadone]. But after that, after I 

was successful for eight days, it turned out I still could 

not sleep. Because from what I knew, after five days [of 

heroin withdrawal symptoms], I should be able to sleep. 

But the methadone withdrawal maybe still affected me, 

so I kept going. In the end, I gave up. I will use heroin 

again.  

After a few months, Ajat made another attempt to end his heroin use, 

again using codeine for detoxification. This time it did not work. He 

was hired by an insurance company, but quickly stopped showing up, 

‘I only worked there for a month. In the end, I stopped because I was 

not strong enough. I still had to use. It disturbed my work. After that, 

I used heroin again routinely. It continued, continued, and continued 

until, in the end, I gave up [menyerah]. In the end, I took methadone 

again.’ Ajat re-registered at the methadone clinic and again started his 

treatment, not so much out of a hope of healing, but rather as a kind 

of giving up. He had given up hope that he could live comfortably with 
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his current heroin use or reduce it through other means, but at the same 

time, he felt compelled to try something.  

 Methadone always came after users had made other attempts 

to stop. Since methadone is an addictive substance with a longer half-

life than heroin, methadone withdrawal also lasts longer than heroin 

withdrawal. Many users hesitated to enter the programme, afraid that 

methadone’s addictive properties would closely bind them to the 

clinic. Within the group of methadone users, there were many stories, 

like Ajat’s, of methadone changing and prolonging withdrawal 

symptoms. Some users also feared the effects of the substance. Some 

users told me that methadone made your teeth fall out, and others told 

me that methadone made the inside of your body black.  

Joshua, too, was hesitant, and he tried to delay committing to 

the programme as long as possible. Upon entering it, he devised his 

own programme and first tried to reduce his expenses and his heroin 

use through minimal use of methadone. With heroin prices high and 

supply low, he needed to reduce his heroin consumption quickly. He 

told me that he was afraid of again resorting to criminal means of 

attaining money and of draining his mother’s funds after her 

retirement. From the start, he tried to resist the clinic’s rules and 

methadone’s pull, lest he become permanently addicted.  

To avoid getting stuck in the clinic’s routines, he would 

stretch the rules as much as possible. At his house, he told me, ‘I still 

take the methadone there, but I bring a plastic bag. Yesterday they did 

not look, and I immediately spat the methadone in the plastic bag.’ 

Joshua laughed. This way he could use it at another time or sell it on 

the black market. Another way he would resist regulations was by not 

visiting the clinic for two days in a row, the maximum allowed before 

a patient’s dose was reset to the starting amount. Joshua laughed again 

and explained, ‘I do not want to drink continuously. I do not want to 

become their asset. I am afraid I will get stuck. Many [users] have 

become like that. They [the clinic] order me to increase my methadone 

dose, but I do not want to. […] Later I will end up being unable to 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

88 

leave.’ By not swallowing the methadone, he tried to avoid getting tied 

to the substance, and he could sell it for some additional income. At 

the same time, in being financially dependent on his mother, Joshua 

was inverting common familial dependence patterns; this change in 

his relationship with his mother was too uncomfortable for Joshua 

simply accept it. At his family’s roadside restaurant Joshua told me 

again how he pitied his mother, but he had ‘already brought [his] use 

down to 500,000 rupiah’ a day. He was working to change their 

situation. 

In the end, both Ajat and Joshua came to the hospital every day 

to get their methadone dose and hang out in the car park afterward. 

The community they found there had many experiences similar to 

theirs, and within it, they did not feel stigmatised. It also offered 

connections they could use to buy and share heroin and 

antidepressants, which they would use in the relative safety of the 

hospital grounds. After many attempts at curbing their heroin use 

through a wide range of programmes, they were doubtful they would 

ever become fully abstinent. Nonetheless, they still tried. As Joshua 

said, echoing others in the methadone community: ‘How long do I 

want to continue this?’ Forever remaining as they were was 

inconceivable. Their position within their families was uncomfortable, 

and their finances were precarious. Even without believing in a cure, 

they tried to improve themselves, and they were resourceful in dealing 

with the programme. The programme and the methadone community 

offered them respite from financial and legal pressures and allowed 

them to endure in new ways. 

 

Conclusion 

Ajat and Joshua’s generation came of age under the New Order 

regime. Paradoxically, the end of Suharto’s rule and the ensuing crisis 

allowed for a rather tranquil time for heroin users. Most of the users 
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in the methadone programme had started their heroin use on university 

campuses, and before that, they had moved through a range of 

substances. They had injected heroin with friends, become part of a 

community, and struggled with the drug’s rising price and lack of 

supply. Along the way, most had contracted HIV and had multiple 

encounters with law enforcement, sometimes being imprisoned or 

blackmailed. Their discomfort with their position was due to not only 

strict police enforcement and the dire circumstances of heroin supply, 

but also their position within society and their families, who 

underwrote their considerable expenses through regular allowances, 

the paying of bribes, and the offer of a home and food. Their 

unemployment and their experience of failure and unproductivity, 

especially vis-à-vis others, was uncomfortable. 

 Enrolling in the methadone programme allowed them to 

assume the role of patient, which entailed working on themselves. The 

clinic afforded them a degree of protection and a community. Sharing 

resources, borrowing funds, and using each other’s connections to 

obtain drugs were common practices. But merely being together and 

‘having something to do’ were also welcomed. Methadone provided 

much that heroin could not: it was legal, always available, and 

cheaper, and it was framed by the clinic as promoting stability and 

health. Though few looked at methadone with optimism, it offered 

them a way to endure and to ‘do something’ to both heal and reduce 

the impact of drug use on themselves and others. As I will show in the 

next chapter, their lack of enthusiasm had everything to do with an 

addiction model that considered addiction chronic and methadone a 

treatment without end. 
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Chapter 3  

Chronic Addiction and Endless 

Maintenance 
 

 

 

‘To have a normal life is possible’, read the bright orange welcome 

leaflet from the Methadone Maintenance Therapy Programme 

(Program Terapi Rumatan Metadon; PTRM). Its front page featured a 

3D illustration of a methadone molecule: twenty-one black carbon 

atoms entwined with one oxygen (red), one nitrogen (blue), and 

twenty-seven hydrogen (white) in a complex structure with two rings 

and two branches, each pointing in a different direction. The image 

was accompanied by the words ‘Get to Know Methadone 

Maintenance Therapy’. It was intended for opioid users who wanted 

to start methadone treatment or for family members searching for 

information on the programme. The leaflet answered questions like: 

What does methadone do? What are the goals of the programme? 

What are the side effects? And what is the duration of the programme?  

Methadone, the text made clear, restored heroin users to 

‘normality’ by changing their bodies. In the first instance, this was a 

restoration to a physical ‘normal’: ‘The purpose of the PTRM is to 

normalise [menormalkan] the functioning of nerves and hormones that 

have been disturbed as a result of using rapidly acting opioids like 

heroin, morphine, codeine, and others.’ The resulting normality would 

then allow users to ‘feel healthier and more able to think about the 
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other problems that [they] are facing in [their] lives.’ The final goal of 

the programme was depicted as a target with two arrows in its 

bullseye, one above the other. Both arrows were accompanied by short 

texts in English, the upper labelled ‘Abstinence’ and the lower 

‘Functionality in Family, Work, and Community’. It was thus the 

physical restoration to a ‘normal’ functioning of the body that enabled 

drug users to take responsibility for improving their lives.  

The return to ‘normality’ was predicated on reaching a stable 

methadone dose. In this chapter, I explore the implications of this 

quest for ‘stability’. Paradoxically, stability remained unstable due to 

the perceived chronicity of their condition; their propensity to relapse 

was projected onto every conceivable future. Methadone users were 

chronically unstable; when they were stable, it was only for now. At 

the same time, users who were not meeting the clinics’ expectations 

faced an ever-receding horizon of achieving stability; they were 

constantly not yet stable. Both temporal orientations emphasised the 

failure to achieve the ‘normality’ methadone promised.  

 

Daily dosing 

Most methadone users commuted to the methadone clinic daily, with 

some travelling over an hour each way. The clinic was located in a 

white two-story building that was part of the large government 

hospital; the same building also housed the outpatient clinic and the 

mental health department. The tall, lean trees in front provided the car 

park’s only shade for most of the day, but the coming and going of 

patients made the hospital entrance feel too exposed for those who 

stayed to hang out after taking their methadone dose, so we sat there 

only on weekends, when the other hospital facilities connected to this 

entrance were closed. On weekdays, we sat along the wide gutter at 

the edge of the hospital grounds, between the parked cars and the walls 

that enclosed the hospital. There was little shade to protect us from the 
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simmering heat, but the objects around us at least provided some 

privacy.  

 Every day, I could meet a group of methadone users here at 

almost any time. We would visit the clinic, hang out, drink coffee, and 

talk. The clinic opened at eight o’clock, and from then on, users would 

come to drink their daily dose. Though most arrived in the early 

morning, some would come during their lunch break, in the short 

period in which the clinic was open in the afternoon. Like many of the 

methadone users, I would park my motorbike in the lot and talk with 

the parking attendants. Then I greeted the users that were already 

hanging out on the hospital premises. Some lingered to have a 

cigarette, chat, and drink instant coffee, while others went directly to 

the clinic. I would sometimes accompany users as they went to pick 

up their dose, zigzagging their way to the entrance through the car park 

where, on workdays when the outpatient clinic was open, cars were 

parked in a Gordian Knot. 

 As I went up the access ramp, there was always a vibrant 

interplay of sounds: intercom announcements, the murmuring voices 

of patients and their families, car doors slamming, and noisy 

motorcycles passing on the heavily deteriorated road behind us. 

Inside, rows of chairs faced the outpatient clinic’s long desk. It was 

often busy, and on weekday mornings, the chairs were filled with 

people with appointments waiting for their names to be called. The 

methadone patients took a staircase in the corner that led up to a quiet 

square on the second floor that opened up to the outdoors. Here, 

another access ramp slowly descended to the other side of the 

outpatient waiting area. Behind it, one could see the methadone users 

squatting in the distant corner of the car park, the view framing the 

space where twenty or so of them spent a large part of the day: a hot, 

busy square filled with friends, strangers, cars, and motorcycles. As 

the day progressed, more and more people would leave the hospital 

grounds, the car park emptied out, and the road became less busy until, 

finally, the entrance gate was locked by the security guard. Most days, 
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some of the methadone users would witness these changes, as they 

stayed until the late afternoon. 

 After coming up the stairs, users faced the registration desk 

and the entrance gate leading to the mental health department. To the 

right, a security guard in an immaculate dark blue uniform stood next 

to a sliding door leading to the PTRM. The atmosphere was usually 

friendly and informal. The patients would often shake the guard’s 

hand or joke around before he opened the sliding door. When closed, 

the door blocked the view of the tiny square room behind it. The room 

itself, with brown walls and a white tiled floor, was fairly dimly lit. It 

was furnished with just four objects: a scale, a table, a chair, and a 

large garbage bin for discarding the methadone cups. In one corner, a 

narrow passage led to a room that served as an archive and 

consultation room. 

 Patients first reported at a narrow opening in a glass window 

that was staffed by a nurse in charge of the administration window. 

Here, patients paid the daily fee of 15,000 rupiah47 and received their 

patient file. They then gave this to the pharmacist, who occupied a tiny 

room next to the administration. The pharmacist was also behind a 

glass window. She measured the methadone to the dosage indicated in 

a patient’s file and mixed it with a red syrup. The patient would drink 

the glass in front of her, often followed by a glass of water to rinse 

away the bitter taste. Afterwards, some would leave to go to work, 

while others would go back down to the car park to sit with the other 

patients. 

The clinic was run part-time by Dr Tom and Dr Gita of the 

psychiatric care unit, two pharmacists, two nurses, and a security 

guard, accompanied by changing resident doctors. I received the 

orange welcome leaflet from one of the nurses, Reza, who had worked 

at the PTRM for five years. As we sat opposite one another in the 

consultation room, he seemed relaxed. The brown room was filled 

 
47 Roughly the cost of a roadside meal.  
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with file cabinets stuffed with folders, and there was a small table with 

four chairs. The room was so small that while I sat in my chair, the 

door could not fully open. Reza told me, ‘The most difficult [patients 

when it comes to following procedures] are your friends. Those who 

hang outside. Because those who work are already responsible, their 

emotions are stable. Yeah, they are more well-mannered.’ To Reza 

and the other healthcare workers, the programme’s potential was clear. 

Methadone maintenance treatment allowed users to take responsibility 

and provided them with stability. When patients showed that they 

were taking advantage of this opportunity through gainful 

employment and polite behaviour that resulted in better relationships 

with their families, these gains were always seen as precarious. Those 

who showed no such signs were closely monitored. 

 

Methadone maintenance treatment 

Methadone is a synthetic opioid that binds itself to the same brain 

receptors as heroin. At the dosages used at the clinic, which were 

specific to each individual patient, it is mildly sedative but blocks both 

the euphoric high of heroin and the withdrawal symptoms that result 

when use is discontinued.48 These effects of methadone wane after 

about twenty-four hours, after which time withdrawal symptoms 

appear. Users often described these as longer and more painful than 

heroin withdrawal (see also Saris, 2022). Methadone could only be 

(legally) obtained at the clinic, which required that doses be drunk in 

front of the pharmacist. Users that were deemed irresponsible or 

unstable had to come to the clinic every day, but others could be 

granted permission to receive take-home doses, which allowed them 

to come every three days instead.  

Methadone maintenance treatment has become a common 

 
48 See: https://pubchem.ncbi.nlm.nih.gov/compound/Methadone 
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intervention in the lives of heroin users, celebrated for its efficacy in 

preventing the transmission of bloodborne viruses among injecting 

drug users (Harm Reduction International, 2014). Oral administration 

of methadone prevents both the enjoyment of heroin – the high – and 

the pain of withdrawal (Dole & Nyswander, 1965) and is supposed to 

encourage users to stop injecting. With addiction increasingly 

understood as chronic, in recent years, it has become more and more 

available worldwide.  

Addiction is a relatively modern and unstable concept, one 

that has undergone what Craig Reinarman (2005, p. 311) calls 

‘conceptual acrobatics’. Although inebriety was known throughout 

history, Warner (1997) shows how in preindustrial England, both men 

and women were relatively free to decide when and where they drank 

alcohol. Medieval moralists disapproved of drunkenness, ‘which they 

associated with the larger sin of gula, or gluttony, but they did not 

condemn drinking per se; nor did they recommend abstinence to the 

habitual drunkards in their midst’ (Ibid., p. 99, italics in original); see 

also Ferentzy, 2001).49 Although clearly a sin, habitual alcohol 

consumption was not understood in modern terms. A new 

understanding of habitual drunkenness as a progressive disease whose 

chief symptom is loss of control and whose only remedy is abstinence 

appeared at the end of the eighteenth century and the beginning of the 

nineteenth (Cohen, 2000; Ferentzy, 2001; Levine, 1978). It took hold 

after ‘the hatching process of “the autonomous individual” was 

sufficiently completed by the 17th or early 18th century’ (Cohen, 

 
49 Indeed, labourers were often provided with food and alcohol. For instance, employees of 

a manor in Southease, in what is now the UK, would receive ‘two drinkinges in the 

afternoone, one in the middest of their afternoones workes; & the other at the end of their 

dayes worke, And drinke alwayes during their worke as neede shall require’ (Godfrey, in 

Warner, 1997, p. 104). Temperance became a virtue – though only for women – when wages 

declined and household income was redistributed in favour of men. At the same time, 

classical texts espousing temperance for women were rediscovered, and over time, drinking 

became regarded as appropriate only as a leisure activity, only for men, and only outside the 

household; women (and the household) became associated with sobriety (Warner, 1997). 
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2000, p. 592): 

The concept of addiction regulates the bewilderment that is 

felt in our middle class culture if people do particular things 

that are considered strange, not “possible” and certainly not 

worthwhile if we maintain that the individual is able to self 

steer, to self control [sic], and to pursue good causes. (Ibid., 

p. 596, italics in original; see also Room, 1997, p. 225) 

When the autonomous individual became the norm, deviancy became 

problematic and unnatural. At the same time, in the optimistic gaze of 

the Enlightenment, deviancy was seen as ‘solvable or curable’ 

(Levine, 1978, p. 151). The good cause for ‘modern western man 

[became] the bloom of the “self” within a Protestant entrepreneurial 

work ethic. […] [In a world populated by] the self-steering, 

independent, and entrepreneurial individual, it is “loss of control” that 

is the supreme evil’ (Cohen, 2000, pp. 594–596). It is in capitalism, ‘a 

culture attuned to the clock, a cultural frame in which time is viewed 

as a commodity which is used or spent rather than simply experienced’ 

(Room, 2003, p. 226), that addiction becomes profoundly problematic.  

Although addiction was not a medical discovery per se, but 

stemmed from a wider concern with deviancy, in the 1930s and 1940s, 

the concept of addiction moved to ‘a somewhat “purer” medical 

model' with less emphasis on self-infliction (Levine, 1978, p. 162). 

Early medical definitions put compulsion and craving to consume 

drugs central to diagnosis (Ibid., p. 168–169). In recent decades, 

addiction seems to have become more specifically situated in changes 

in the brain (see, for instance, American Psychiatric Association, 

2022, p. 546; Koob, 2005; Leshner, 1997; Wise, 1996). This theory 

has especially gained traction through the writings of the founder and 

chairman of the Treatment Research Institute, A.T. McLellan 

(Cunningham & McCambridge, 2012, pp. 6–7). Several researchers 

have concluded that ‘the addict brain is distinctly different from the 

nonaddicted brain’ and that ‘the common brain effects of addicting 

substances suggest common brain mechanisms underlying all 
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addictions’ (Leshner, 1997, p. 46). Although ‘researchers do not know 

how much drug use is required to create these changes [in the brain] 

or whether the effects ever return to normal’ (McLellan et al., 2000, p. 

1691; see also Reinarman, 2005), addiction has increasingly come to 

be understood as a chronic relapsing disorder.  

Methadone maintenance treatment is often cited as one of the 

success stories in opioid treatment precisely because it is based on 

continuous substitution (O’Brien & McLellan, 1996, p. 238). As the 

word ‘maintenance’ attests, this treatment addresses the supposed 

chronicity of drug addiction. ‘To maintain’ is ‘to cause to continue in 

a specified state, relation, or position, or at a specified level or 

number’50 and ‘maintenance’ is ‘the action of maintaining an 

individual with a chronic illness or addiction on a drug or other 

therapeutic regimen designed to provide relief of symptoms, sustain a 

remission, or otherwise preserve the benefit of earlier treatment.’51 To 

maintain is by definition a temporal practice; continuation occurs 

through time.  

Methadone was not originally intended to be used for 

maintenance. It was first synthesised in 1939 by German chemists 

Max Bockmühl and Gustav Ehrhart (1949) while they searched for an 

alternative analgesic. Due to its pharmacological similarity to 

morphine, it was suspected of being addictive, and indeed, in 1949 

Harris Isbell and Victor Vogel showed that outside of ‘ordinary, 

legitimate medical usage’ this was very much the case (Isbell & Vogel, 

1949, p. 913). In their experiments, they gave methadone to morphine 

addicts, concluding that ‘in all cases the intensity of abstinence [from 

morphine] has been greatly reduced or abolished’ and it ‘is the most 

satisfactory method of withdrawal we have used’ (Ibid., p. 912). 

 
50 ‘Maintain, v.’ [def. 10a]. In the Oxford English Dictionary Online. Retrieved June 29, 

2015, from http://www.oed.com/viewdictionaryentry/Entry/112562. 
51 ‘Maintenance, n.’ [def. 3d]. In the Oxford English Dictionary Online. Retrieved June 29, 

2015, from http://www.oed.com/view/Entry/112568. 
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 Subsequently, methadone was used for the detoxification of 

heroin and morphine addicts. Several organisations in the United 

States advised in favour of research into maintenance treatment 

(Joseph et al., 2000, p. 348). In 1965 Dole and Nyswander started their 

experiments with methadone maintenance and were amazed by their 

findings. They concluded in a progress report that with the help of 

medical methadone and support programmes (e.g. help in finding a 

job, housing, or education), addicts ‘engaged in useful occupations are 

not using [opioids]’, noting that ‘as measured by social performance, 

these patients have ceased to be addicts’ (Dole & Nyswander, 1965, 

p. 646). Initially, methadone maintenance treatment was seen as an 

intervention of unknown duration, during which the addict’s craving 

for narcotics was relieved in order to restore him or her to ‘a socially 

normal, self-supporting person’ (Ibid., pp. 648, 650). With methadone, 

heroin addiction maintenance would be ‘no more difficult than 

maintaining diabetics with oral hypoglycemic’ (Ibid., p. 650).  

 Ten years later, however, the authors had to acknowledge that 

methadone was not the magic bullet they had hoped for. Their hopes 

had been ‘overly optimistic’, but they mostly attributed the failure to 

a lack of support programmes and the public’s nonacceptance of 

‘substituting one drug for another, even when the second drug enabled 

the addict to function normally’ (Dole & Nyswander, 1976, p. 2117). 

Too often, programmes relied on methadone alone rather than 

attempting to take a ‘first step towards social rehabilitation by 

stabilizing the pharmacological condition of addicts who have been 

living as criminals on the fringe of society’ (Ibid., p. 2117). For addicts 

to engage in a ‘productive way of life’, they argued, ‘a treatment 

program must enable its patients to feel pride and hope and to accept 

responsibility’ (Ibid.). A focus on the restoration of productivity is still 

central to methadone maintenance programmes and many other drug 

treatment programmes (Bourgois, 2000; Fraser, 2006).  
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Methadone in Indonesia 

It was difficult to bring opioid substitution treatment to Indonesia, Dr 

Tom told me. He was one of the first doctors in Indonesia to advocate 

for the treatment, and according to him, it was mainly the HIV 

epidemic that had opened up space for it. When we discussed the 

history of the clinic in his office, he told me: 

In the early 2000s, there were many injecting drug users [in 

English], and heroin use was booming, injection in 

particular. After this, the government set up two 

programmes. The first was supply reduction, and [the 

second], demand reduction. Supply reduction is the task of 

the police, immigration, law enforcement. To reduce 

distribution, to regulate, and things like that. Demand 

reduction is us, the health system, who make efforts to stop 

drug use, teachers that give advice to their students so they 

don’t use, and so on. With only these two programmes […], 

the number of HIV infections among drug users was 

increasing significantly. It went up very, very quickly. 

Because of this, the government created a programme 

called harm reduction, which means it is not important to 

stop; that is something for later. The important thing is that 

HIV does not spread, that the bad effects of drug use can be 

managed. 

Dr Tom thus aligned himself with attempts to reduce drug demand and 

with limiting the health risks for drug users and society, but it was 

mainly the latter that created space for the PTRM. In 2002 Dr Tom 

succeeded in obtaining a license for the clinic to provide 

buprenorphine substitution treatment, although he attributes this 

victory mainly to foreign donors pressuring the Indonesian 

government. Initially, the programme was funded by these foreign 

donors, and later, the Indonesian state took over.  

The arrival of buprenorphine substitution treatment in 

Indonesia seems to have indeed coincided with a rapid rise in HIV 

prevalence among injecting drug users just after the turn of the twenty-
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first century (see, for instance, UNAIDS & WHO, 2004, p. 8). In 2002 

HIV infections among injecting drug users nationwide had reached an 

estimated 19–34% (Kementerian Kesehatan, 2003, p. 46). Meanwhile, 

UNAIDS and the WHO claimed that in Jakarta, 50% of injecting drug 

users were HIV positive (UNAIDS & WHO, 2004, p. 8). A 2006 

decree by the health minister on providing methadone maintenance 

explicitly mentions the rapid increase of HIV prevalence among drug 

users as the reason for providing methadone treatment. Two cases are 

mentioned in the decree: a drug dependence hospital in Jakarta that 

reported a rise in HIV prevalence among injecting drug users, from 

8% in 1998 to 48% in 2001, and an NGO in Bogor, West Java, that 

saw a rise from 14% in 1999 to 45% in 2002 (Kementerian Kesehatan, 

2006, sec. Lampiran I.A.; see also Riono & Jazant, 2004, p. 80). The 

decree’s mention of injecting drug users as the group most at risk of 

HIV infection and transmission once again invoked that group’s 

ambiguous status as dangerous patients. Substitution treatment was 

seen as a way to reduce the rates of HIV/AIDS transmission.  

For Dr Tom and Dr Gita, however, preventing the transmission 

of HIV was not, in the end, the aim of the substitution programme. Dr 

Tom told me: 

The primary goal of reducing HIV is a political goal. […] 

In reality, the goal, for me, is not that goal. […] [Of] our 

patients, seventy per cent […] are [HIV] positive. It has 

already saturated; it won’t spread, just to one or two more, 

maybe. And as for reducing the spread of HIV outside the 

clinic, well, it is difficult to measure. We impact only sixty 

people. We cannot reduce the prevalence outside; we 

cannot measure whether we succeed in lowering infections. 

[…] But what is more important for me is that the drug 

problem [in English] can be overcome. But we have to say 

HIV. If not, we won’t get money from donors. [laughs] 

So by using the goal of HIV reduction, doctors could attend to drug 

users. In another conversation with the doctors, Dr Gita told me: 
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Dr Gita: We understand that methadone is not only [used] 

for harm reduction programmes. It is for the treatment of 

addiction, for heroin. However, previously, before the 

epidemic of HIV, it was very difficult to… to… for the 

government to accept methadone in Indonesia.  

Dr Tom: So, in order to get methadone accepted, we 

brought in HIV/AIDS. 

Thus, while the programme was established to combat the HIV 

epidemic, the doctors’ assessment of its impact at a population level 

is limited. Instead, the main focus is on ‘the treatment of addiction’. 

Part of the hesitation to accept opioid substitution as 

treatment can be found in the frequently heard trope that 

buprenorphine-based drugs and methadone are too much like heroin 

and the treatment merely supplants one addiction with another (see, 

for instance, Bartoszko, 2019, pp. 269, 272, 2021, p. 32; Des Jarlais et 

al., 1995, p. 1580; Dole & Nyswander, 1976, p. 2117; Friedman & 

Alicea, 2001, pp. 19–20). For patients, the substitutes resemble heroin 

in some ways. Many users found it hard not to see methadone use as 

a continuation of their addiction, and Dr Tom once jokingly referred 

to himself as ‘a big dealer’ of methadone, clearly aware of the 

substance’s ambiguous standing in the discourse of abstinence. 

Methadone is like heroin in that it ‘is medicine—it relieves the pain 

its use creates’ (Garcia, 2008, p. 726), but due to the substance’s 

longer half-life, the patients often reported longer and more painful 

withdrawal symptoms with methadone than with heroin. In that sense, 

methadone can be considered a pharmakon, a substance that is both a 

remedy and a poison (Derrida, 1981, p. 98; Fraser & valentine, 2008, 

p. 1). It is ‘beneficial and detrimental to the same person at the same 

time’ (Persson, 2004, p. 49). As I discussed in the previous chapter, 

for users, the switch to methadone was often a way to find relief from 

financial, legal, and health-related pressures, but it was also often 

experienced, as one patient put it, like ‘changing one hole for another 

hole’.  

scrivcmt://fb96fa8e-2fd1-49b8-916e-accfd6ed88ec/
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Fraser and valentine have argued that methadone is a 

metaphor for heroin. Methadone is not heroin but at the same time 

very similar to it, ‘In being not heroin, it is inauthentic. In being like 

heroin, it is dangerous, defiling, disordering’ (Fraser & valentine, 

2008, p. 55; emphasis in original). The likeness of heroin and 

methadone made it necessary for officials to patrol the boundaries 

between use and abuse. While methadone treated heroin dependence, 

its similarity opened up the risk of diversion, and this necessitated the 

clinic’s security protocols. This risk is ironic: while intended to 

eliminate the demand for heroin, methadone created a demand for 

itself. Carlo Caduff argues that security brings forth instability, ‘To 

enter the world of security is to enter a world of insecurity, a world of 

endless suspicion, speculation, deception, anxiety, uncertainty, 

obscurity, and paranoia’ (Caduff, 2014, p. 110). Security is liable to 

failure, which is ‘security’s insecurity’ (Ibid.). The risk of methadone 

diversion is also, in effect, the risk of unintended use, of spreading 

methadone addiction to new populations and creating novel ways for 

heroin users to finance their use. In Indonesia, this ambiguity is clear 

in methadone’s legal status as a ‘Group II’ narcotic, meaning that 

production and use are controlled, but a doctor can prescribe it for 

certain medical treatments (Undang-Undang 35/2009: Tentang 

Narkotika, 2009, paras. 37, 53(1), lampiran I).  

The clinic was aware of its responsibility to prevent the 

diversion of substances. When the clinic was founded and obtained a 

license, it began offering subutex substitution. Subutex, a 

buprenorphine-based drug, had been approved by the United States 

Food and Drug Administration for medical use that same year (US 

Food and Drug Administration, 2002). At the right dosage, subutex, 

like methadone, blocks heroin’s euphoric effects and withdrawal 

symptoms. It quickly became clear to Dr Tom that subutex was also 

used in illicit ways. The pills were intended for sublingual use, but 

clients sometimes dried out their mouths and then smuggled the pills 

out of the clinic; they would then crush them and inject them directly 
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into their bloodstream or sell them on the black market. This not only 

undermined the substitution treatment’s aim of preventing intravenous 

drug use, but also endangered the patients, as injecting subutex can 

cause serious complications for the limbs and circulatory system (Lo 

& Leong, 2006). Furthermore, the diversion of substances was (and 

is) a serious concern for the clinic. So it shifted to providing suboxone, 

which contains both buprenorphine and naloxone. Naloxone is an 

opioid antagonist that is thought to be inactive when taken orally but 

to provoke sudden withdrawal when injected (Bartoszko, 2021, p. 8).52 

It was thus thought to prevent intravenous use. But although users 

reported discomfort or even pain upon injecting, it was still a 

widespread practice. In 2006 methadone was introduced, as the 

doctors thought it would be more difficult – although, it turned out, 

not impossible – to smuggle out a liquid substitute than it would be a 

pill. As Dr Tom proudly pointed out, after the initial trials in Jakarta 

and Bali were finished, his clinic was one of the first to begin 

distribution.  

The substances the clinic provided were designed to 

discipline users’ behaviour, enabling certain uses while blocking 

others – or at least attempting to block them. Control was also exerted 

through the clinic’s rule that methadone must be drunk in front of the 

pharmacist. When substances left the clinic, the clinic delegated 

responsibility for preventing their diversion. For each take-home dose, 

a close family member or, in some cases, an NGO representative had 

to take responsibility for the drug being used correctly. These methods 

of managing distrust are what Todd Meyers (2013) calls ‘technology 

of suspicion’. In the United States, Philippe Bourgois (2000) has 

criticised the use of methadone as a stand-alone pharmacological 

magic bullet and as a tool in ‘disciplining the unruly misuses of 

pleasure and in controlling economically unproductive bodies’ (Ibid., 

 
52 Antagonists bind themselves to the same receptors as opioids, thereby preventing opioids 

from activating them. 
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p. 5). Both the clinic’s choice of substance and dispensing guidelines 

aimed to prevent diversion and injection. For Dr Tom, there was no 

contradiction between, on the one hand, caring for users and focusing 

on their health and, on the other, supporting the obligatory reporting 

that I discussed in chapter 1 and employing disciplinary measures like 

drug testing. They worked towards the same goal of helping heroin 

users. 

 

Treating addiction 

At a weekly discussion group hosted by a local NGO, some of the 

methadone users discussed their craving for heroin with Dr Tom. The 

sessions were intended, as one of the peer workers explained, to ‘keep 

people motivated’ for the long-term methadone programme, and they 

ran for a few months during my fieldwork. The doctor was invited to 

this session to answer questions from the patients about methadone. 

One of the patients, Didi, expressed concern about a feeling he got 

every time he went to Jakarta, where he used to live and where, for a 

long time, he had used heroin. Even though he considered himself 

clean now, if he went back, a feeling of suges – the urge to use – would 

assail him. He told the group: 

Didi: If I go to Jakarta, there is usually suges. Before, when 

I had stopped, I was already clean [in English] for a few 

years, but when I came back to Jakarta I was sure to return 

[to using putaw]. 

Dr Tom: […] Because of the suges we talked about, if you 

go to Jakarta, you use again? 

Didi: For sure I will use again there. […] I haven’t even 

seen [Jakarta] yet, just arrived at the toll booth. I only paid 

the toll and immediately teng [imitating the sound of 

something hitting him]! I immediately will make calls [to 

order putaw].  
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For Didi, suges arose whenever he visited places where he used to use 

heroin. He had no control over this feeling; it would simply strike him, as 

the onomatopoeic teng suggests. Former and current heroin users felt 

particularly susceptible to using heroin again in these moments. 

Users identified the feeling of suges as the source of their heroin 

cravings. The word suges, or sugesti, are defined in the Indonesian 

dictionary as ‘the power that directs someone’s actions’53 or ‘a kind of 

influence that can stir a person’s heart’54 and it likely came from the 

psychological concept of ‘suggestion’. In the discussion group, users 

described suges as something in their surroundings stirring memories of 

heroin use. These could be seemingly trivial occurrences rendered 

meaningful through users associating them with earlier episodes of heroin 

use. Sharing a lighter, as you used to do in the circle of friends you 

injected heroin with, seeing the face of another heroin user on the street, 

or encountering a particular brand of cigarettes you smoked when you 

were younger; these little events could awaken a sudden heroin craving. 

Suges can be considered a trigger, a ‘temporal tripwire’ (Raschig, 2017, 

p. 417), a situation of spatial, social, temporal, and bodily interaction. 

Among the methadone users, there were plenty of tripwires. Users would 

feel the urge when they saw someone else inject or when another user 

offered to split the cost of a dose; just the memory of how heroin use felt 

was sometimes enough to stir suges. Withdrawal symptoms could also 

make someone feel suges. Suges could arise several times a day or after 

days, weeks, or months without using heroin. Suges, then, may be best 

understood in Frederik Bøhling’s terms: that suggestions are seductive, 

inviting practices that are ‘spatially and affectively mediated’ and ‘incite 

or excite subjects’ propensity to perform or imitate certain actions’ 

(Bøhling, 2014, p. 377). In his research among participants in the nightlife 

of Copenhagen, Denmark, he found that ‘certain sensorial impressions of 

the space of the club affected their inclinations to use alcohol and other 

drugs’ (Ibid., p. 375).  

 
53 ‘Sugésti’. In Kamus Indonesia Inggris (3rd ed.). (2008). Jakarta: Gramedia. 
54 ‘Sugesti’. In Kamus Besar Bahasa Indonesia. (2016). http://kbbi.web.id/sugesti 
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The notion of suges is not specific to this particular Indonesian 

drug-using community. Nurul Ilmi Idrus (2019) found that in a 

community of heroin users in South Sulawesi, suges was often identified 

as the cause of relapse. In Yogyakarta, a city on Java, it seems people who 

use drugs understood suges as having an overwhelming effect that made 

it difficult to focus. Here, too, suges could arise unexpectedly, relying 

heavily on the memory of previous use (Pranoto, 2006, pp. 119, 126).  

The doctors believed that to avoid this tripwire, the primary 

place of intervention was within the heroin user’s body. In the discussion 

group, Dr Tom gave Didi, the methadone user who experienced suges 

when visiting Jakarta, the following advice: 

Dr Tom: If you go to Jakarta and still feel suges, it appears, 

I expect, that your dose may need to be increased a bit. It is 

possible that if we give you a bit more, then hopefully, it 

will help you. 

[…] 

Didi: I will have suges for sure if I go to Jakarta. It has 

happened before. I had already stopped and was clean for 

several years; I went to Jakarta, and I inevitably returned 

[to heroin]. 

[…] 

Dr Tom: [When you use heroin], do you still feel good, or 

not? 

Didi: Not so much anymore. 

Dr Tom: Ahhhh, so it may just be that, that his methadone 

already covers (nutup) [his withdrawal symptoms]. It is 

already comfortable. But if he uses, there is still a good 

feeling. The dosage has to be increased. 

Didi: Oh… 

Dr Tom: So don’t be afraid to increase it a bit. […] That is 

a requirement. […] If you feel, for instance, eighty 

[millilitres] is already good, we increase it to ninety. 

Hopefully, that can take away the suges. 

By ‘normalising’ the body through administering methadone, doctors 

wanted to interrupt heroin’s power to direct the (former) user’s 
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actions. A sufficiently high methadone dose, the thinking went, should 

reduce a user’s chances of tripping up.  

 According to Dr Tom, this ‘normal physical condition’ was 

brought about by ‘administering the right dosage’. Methadone was 

initially provided at a low dosage, but during a period called the 

‘stabilisation phase’, the dosage was increased until it covered 

withdrawal symptoms. Dr Tom told me that they began with a dose of 

30 to 35 millilitres of methadone, which was then increased by 5 

millilitres every three days until the patient ‘feels comfortable, feels 

good.’ This was usually between 70 and 80 millilitres or, if the patient 

used antiretrovirals, between 100 and 120 (certain antiretrovirals are 

known to cause methadone withdrawal; see, for instance, Heelon & 

Meade, 1999; Pinzani et al., 2000). The low starting dose was intended 

to prevent the sudden combination of methadone and heroin from 

causing an overdose. Though this protected users’ life, it also caused 

a period of withdrawal that, according to users, necessitated a 

continuation of heroin use alongside methadone to feel comfortable. 

Alternatively, users would tinker with antidepressants to create a 

comfortable state. After users stopped experiencing withdrawal pains, 

the dosage was usually increased by another ten millilitres without 

their knowledge or consent. This was supposed to make sure that 

methadone would not just suppress withdrawal symptoms, but also the 

enjoyment of heroin. 

 With their bodies now assumed to be ‘normalised’ and 

‘stabilised’ by methadone’s slower pace and its effect on the nerves, 

users were supposed to display ‘stable’ behaviour; that is, being 

productive and abstinent and enjoying good relations with their family 

and community. Methadone restored users’ autonomy and 

responsibility. When I mentioned to Dr Gita that many users never 

reached what the clinic understood as ‘stability’, she answered that the 

doctors ‘try to help you, but it really depends on you; you are the one 

who has to be responsible for yourself. That is the only thing.’ Here, 

again, we see the ambiguous nature of addiction as both an illness and 
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a matter of willpower. In her work on intergenerational heroin use in 

northern New Mexico, Angela Garcia argues that ‘despite the 

increasing reliance on metaphors of chronic disease, practically 

speaking, the motivating factor behind drug recovery is invariably 

understood in terms of personal choice or will’ (Garcia, 2008, p. 727).  

 A normal life was positioned opposite users who had not yet 

reached stability on methadone, who were described as ‘still using 

heroin’, ‘still angry’, and ‘running amok’ (ngamuk-ngamuk); their 

lives, meanwhile, were ‘still disorganised’ (ngacau-ngacau). After 

being stabilised, Reza told me that ‘as long as they are on methadone, 

there is an improvement. They can work, they are emotionally stable, 

they don’t use. That is the result of the programme.’ While methadone 

often brought financial and legal benefits, and some users indeed did 

find work, they had difficulty with the prospect of continuing 

treatment endlessly. An addiction model based on chronicity 

necessitated such long-term maintenance treatment. 

 

Maintenance treatment: chronic relapse and eternal stabilisation 

For the clinic’s doctors, the threat of relapse always remained present 

in the body of the user, which meant that, again, drug users in 

Indonesia figured as a threat: though methadone attempted to stabilise 

them in a state of patienthood, they were always at risk returning to 

their criminalised use. In the discussion group, Dr Tom added to his 

response to Didi, ‘It turns out that our memory cannot be erased. We 

cannot lose it. It is stored – it is stored in our brain. So [we know] 

heroin feels this good; that is saved inside. You cannot delete that. It 

will always pop up, pop up, pop up. That is suges. Suges is what makes 

people slip, that makes people relapse.’ 

Here, Dr Tom once again emphasised that suges occurred as a 

kind of reflex over which the drug user had no control. The potential 

for being triggered was chronic: the tripwires were stuck in their brain. 
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Stability, paradoxically, was always unstable. While methadone 

restored the capacity to take responsibility, the risk of relapse always 

remained. 

The notion of chronic relapsing disease was at the core of the 

clinic’s maintenance programme. Dr Gita defined addiction this way, 

‘Addiction is a chronic relapsing disease. So when someone gets 

addicted, the craving will never end until they die. So [treating addicts] 

is a matter of relapse prevention. So everyone who has been diagnosed 

as an addiction patient can relapse at any time.’ 

It was not just doctors who told the methadone patients that 

they suffered from a chronic illness. This was something they heard at 

events by local NGOs, in interactions with outreach workers and with 

each other, and at discussion and education sessions with National 

Narcotics Board officers. In one such session, organised by a local 

NGO that supported drug users, the officers of the provincial BNN 

were invited to talk about their role in drug enforcement. One officer 

told the group: 

Addiction is a brain disease. Several experts say [this]. It 

remains permanently even if one stops using. You already 

stopped using putaw, but there is this [points at his head]. 

So the brain is permanently handicapped. […] The nervous 

centre has fallen ill in a chronic way. Relapse is, because of 

that, chronic. 

Although BNN officers acknowledged the chronicity of addiction, 

they also emphasised that no one should remain in maintenance 

treatment indefinitely; once people were ready, rehabilitation and 

abstinence were more desirable alternatives. Rehabilitation, even with 

the risk of failure, was preferable to the endless maintenance, through 

addictive substances, of a chronic disease. In another session, talking 

about a new programme he intended to run, the director of a different 

local NGO likewise told me, ‘I want to try a module. If we look at 

neurotransmitters, sports can fulfil your need for endorphins. I think 

the relapse problem will reduce [with participation in sports].’ He 
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continued with the story of a successfully rehabilitated soccer player 

and then concluded, ‘I know relapse is still probable, but for two years 

at least, he improved his life.’ In this view, users’ brains had fallen 

permanently ill, but users could find temporary relief. The patients’ 

own experiences further strengthened their belief in addiction’s 

chronicity, as many had been in and out of rehabilitation. This 

understanding projected their past relapses onto the future.  

Despite (or, rather, because of) the chronicity of their illness, 

many users wondered when their treatment would end. Dr Tom 

explained to them that this was only possible when users were already 

‘stable’ (sudah stabil). When I asked him in an interview what he 

meant by ‘stable’ and, thus, what would be necessary in order to start 

reducing a user’s dose, he answered: 

First, [the patient] doesn’t use anymore. They are already 

behaving properly [bener-bener].55 If they still use outside 

sometimes or their urine is still positive [in a drug test], it 

is not allowed; it is not yet the time. Second, they are – 

Sundanese people say “already bener”. Bener means they 

no longer sell things from home. It means things are going 

well with the family, with the children, with the wife; their 

social life is already stable. And, additionally, they are 

already emotionally stable too, not easily offended, not 

speaking angrily. And then they already have activities – 

whether at home, helping their parents, or at a job, that is 

good too. Third, they are already ready. That means they 

cannot be forced. We will ask, “Okay, are you ready?” If 

they are ready, [we ask]: “What is your plan? Okay we will 

reduce the dose.” So yeah, foremost is that they are already 

bener.  

Due to the instability of their stability and the clinic’s responsibility 

for preventing the diversion of methadone, patients were subjected to 

a number of surveillance measures. These included the rule about 

 
55 Bener, or benar in Indonesian, has many meanings: correct, right, honest, true, just, real, 

actual, seriously, and sincere. 
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drinking their methadone in front of a staff member, drug tests, checks 

of their employment statuses (via letters from their employers), and 

talks with their family members. Stability was not just key to finishing 

the programme; it was also a requirement for receiving take-home 

doses or, often, for lowering a dosage. In these cases, users needed to 

prove their abstinence and that they were employed; in short, they had 

to prove they were ‘stable’. 

The national guidelines on methadone underline that 

developing ‘stability’ can take a long time: “This phase [of 

maintenance treatment] can last for years, until behaviour is stable in 

the areas of employment, emotion, and social life” (Kementerian 

Kesehatan, 2006, sec. III.G., 2013, sec. I.). The stability that 

methadone brings about becomes more permanent over time. About 

this, Dr Tom said: 

Methadone is [used for] a minimum of six months, but it 

could take more than one or two years.56 […] It is up to 

them, but the longer [a patient] follows [the programme], 

the more stable they get; they get better and better. […] It 

is called ‘maintenance’, after all, so we do not provide 

methadone for detoxification, like take a dose, reduce it 

quickly, and then stop. No. Here we have MMT, 

methadone maintenance treatment. That which is called 

maintenance is long-term. 

Methadone requires the right dosage and sufficient time to be 

effective. With addiction taken to be a chronic disease, high doses of 

methadone are administered over a long period of treatment in the 

hope of preventing the relapses that are at the same time believed to 

be inevitable. Those who do not display ‘stable behaviour’, then, are 

not yet benefitting from the programme. They need to either further 

increase their dose or, if their already ‘normalised’ simply ‘take 

responsibility’.  

 
56 The clinic’s welcome leaflet left the period of treatment even more open, from a few 

months to decades. 
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 People who use heroin were urged to reclaim their position as 

members of society by becoming active in work and in their 

communities. Dole and Nyswander themselves stated at the start of 

their methadone trials that ‘[the final phase of treatment] is reached 

when the subject has become a stable and socially productive member 

of the community and can be treated as an ordinary medical patient’ 

(Dole et al., 1968, p. 2710). Elsewhere, they noted, ‘The addict’s 

compulsive use of heroin and obsessive concern with euphoria must 

be stopped before he can be employed in a responsible job’ (Dole et 

al., 1966, p. 304). The goals of methadone are thus closely aligned 

with the goal of participating in Indonesia’s development (see chapter 

1).  

 The correct administration of methadone was believed to 

block suges. This was, however, not foolproof, for when a user was 

not taking the right dose, suges could once again arise. Under the 

belief that methadone restores the user’s ability to take responsibility 

for himself, such relapses can be attributed to a lack of self-control – 

that is, to actively seeking a low dose that will not block heroin’s 

euphoric effects (Bourgois, 2000, p. 185). Relapses, then, needed to 

be detected by the clinic through the testing of urine samples for drugs 

and antidepressants. Failure, however, did not negate the hopes 

doctors and nurses invested in methadone, which had simply not yet 

worked. And the solution was often found in increasing the dose. The 

clinic’s emphasis on the chronicity of heroin addiction projected the 

patients’ previous relapses onto the future and, in doing so, fixed in 

place the imaginable futures available to them (see also Garcia, 2008). 

To the medical staff, the patients were, as Reza claimed, ‘at the end of 

the road’. 
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Conclusion 

The clinic’s welcome leaflet portrayed the goal of the programme as 

achieving a ‘normal’ life. This ‘normal’ life consisted of abstinence 

from addictive substances other than methadone (and tobacco) and a 

restoration of functionality. Methadone was assumed to return users 

to a physical ‘normal’ and therefore allow them to face life, cultivate 

good relationships, and find ways to become productive. The patients 

in the methadone programme had been coming to the clinic for years. 

While they were often on a stable dose for long periods of time, they 

did not always display ‘stabilised behaviour’, they were not always 

‘functional’, and they often still used heroin or antidepressants. As 

Reza told me, out of all the patients, the group that hung out in the car 

park was the least successful in getting jobs and becoming responsible 

and emotionally stable. But this was not seen as a failure of the 

programme. In the quotes above, Dr Tom frequently uses words such 

as ‘still’ (masih), ‘not yet’ (belum), and ‘already’ (sudah). The not-

yet-stable were still using because they had not yet been stabilised by 

methadone and, thus, had not yet faced life.  

 With a firm belief in methadone, doctors assumed that a high 

dose would eventually enable drug users to face their problems; they 

just had not done so yet. But even when patients managed to achieve 

stability, this state was always precarious and temporary, and their 

stability needed to be checked on from time to time. While users were 

stable for now, failure to maintain this stability in the future was 

expected, as the triggers for this failure were stored in their brains. The 

most disconcerting finding in Dole and Nyswander’s trials with 

methadone treatment was that it ‘clearly does not prevent opiate abuse 

after it is discontinued, nor does social rehab guarantee freedom from 

relapse’ (Dole & Nyswander, 1976, p. 2118). Hence, they suggested 

indefinite maintenance treatment, ‘The most conservative course, in 

our opinion, is to emphasise social rehabilitation and encourage 
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continued maintenance’ (Ibid.).93 

 Many users failed to become productive, and many accepted 

that they could always relapse. Yet most were also unwilling to give 

up. One long-time methadone user told me, ‘You know, we junkies 

don’t ever heal [sembuh]; we just recover [pulih].’ Most had been in 

the programme for years and realised they might remain there for 

many more, working to be ‘stable’ and ‘ready’. Reza told me: 

But most of the guys here don’t understand. They actually 

see methadone as medicine, so they think that a low dose is 

better, even though this is not true. But they want a dose as 

low as possible. From the start, we make clear that this is 

substitution. That’s why it is “maintenance”. We always 

say [methadone maintenance treatment] is long-term. As 

long as they remain on methadone, there is an 

improvement; they can work, their emotions are stable, 

they don’t use. That is the result of the programme. 

Reza emphasised that remaining on methadone was the real progress, as 

it enabled users to be abstinent, productive, and emotionally stable. Most, 

however, chased an ever-receding horizon of achieving stability. Others 

became abstinent and productive, but their stability remained chronically 

unstable and treatment continued. Both for those who had not yet 

achieved stability and for those who for now had, addiction to methadone 

was experienced as endless. Long-term users therefore regularly 

wondered: when can I leave? 

  

 
93 Internationally, the abstinence-oriented, low-dose treatment was originally preferred over 

the Dole-Nyswander model of keeping addicts on indefinite high-dose maintenance 

(D’Aunno & Pollack, 2002). However, attitudes changed around 1990. With the growing 

HIV epidemic among drug users, getting them ‘off the needle’ became a pressing issue in 

public health. Methadone, in its liquid form and distributed through methadone 

maintenance, thus came to be seen as a necessary tool for HIV prevention (D’Aunno & 

Pollack, 2002; National Institutes of Health, 1999). 
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Chapter 4  

Being Stuck 
 

 

 

On October 14, 2013, Evi passed away near her home in West Java, 

Indonesia. The doctors told her husband, Gilang, that she died of 

toxoplasmosis, a parasitic disease dangerous to people with a 

weakened immune system. Both Evi and Gilang were HIV positive as 

a result of sharing needles to inject street-grade heroin. As her CD4 

count57 went down, Evi’s immune system could not handle the 

parasite anymore, resulting in severe brain damage.  

 At first, I did not know the specifics of her illness. I had met 

Evi a few times at the methadone maintenance treatment support 

group during a month of pre-fieldwork, but ever since I had returned 

to the field, she was no longer present. When I asked where she was, 

Gilang responded, ‘She is sick, Lex.’ Just a few weeks later, she was 

admitted to hospital again. Together with some of her friends from the 

clinic, we visited her there. From the methadone clinic, the trip took 

about an hour by motorcycle. As it was past visiting hours and so many 

people had joined us, I offered to stay behind in the dim hallway. 

When the other users and an outreach worker from an NGO where Evi 

used to work returned, they worried about her condition. Although she 

was now sedated, she had been hallucinating, and she kept ripping out 

 
57 CD4 cells are a type of white blood cell vital to immune system response. 
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her intravenous drip. I would never meet Evi again, as she passed away 

soon after. Gilang was devastated by her death. He later wrote about 

that day in his diary: 

October 14, 2013. With a heavy heart, I could not believe 

it: I was even left by my wife, Evi, for whom I had lived. I 

was willing to sacrifice myself to make her happy no matter 

what, but God had different plans for her. In the end, even 

Evi was taken by God Almighty. I was sad, unstable, in 

total chaos and confusion; I was heartbroken for the person 

who had, until now, or for eleven years, made me happy. It 

was difficult. I had to endure it all, and there is only her 

shadow and memory that is left in my heart. Sometimes I 

greatly desire to end my life… 

He kept coming to the clinic to get his methadone and share his 

feelings with the other users. Although the other users had short chats 

with him, few had the patience to sit and listen to his stories, so he 

often came to me. It was on such an occasion, there in the dusty car 

park outside the clinic, that he had first told me about Evi’s 

predicament.  

 Evi had been undergoing antiretroviral treatment for six years 

when, in 2011, she suddenly decided to stop taking not just her HIV 

medication, but also methadone and antidepressants. Her health 

rapidly declined, and she was admitted to hospital several times. Lying 

in a hospital ward, she begged her husband: ‘Do not tell the doctors 

that I was on methadone, do not tell them I used antidepressants, do 

not tell them anything. […] If you tell them, they will just give it to 

me again.’  

 ‘In the end, she was stuck,’ Gilang told me a few weeks after 

Evi had passed away; he used the English word ‘stuck’. In the car park 

next to the clinic, he contemplated the life predicament that his wife 

had faced. Gilang also felt stuck, and although he kept going to the 

clinic at first, he never overcame the loss of his wife. Eight months 

later, after I had returned to the Netherlands, he, too, stopped his 

medication and passed away soon after. These tragic events, I will 
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argue, took place within a mood of stuckness that came about through 

an interplay of past histories, a specific medical model of addiction, 

the clinic’s regulations, and three addictive substances: heroin, 

methadone, and antidepressants. In this mood, the range of imaginable 

futures for users increasingly narrowed. 

C. Jason Throop, drawing on Heidegger, argues that a moral 

mood is not an everyday kind of mood. He describes the reflections of 

his interlocuter, Fal’eag, who feels unstable and unrooted in Yapese 

society, which has undergone rapid and ongoing change, and shows 

how difficult it is to specify where Fal’eag’s nostalgia-like mood 

comes from. The mood is ‘diffusely dispersed’ and ‘objectless’, or in 

other words, ‘atmospheric’ (Throop, 2014, p. 69; Ahmed, 2010, p. 40). 

As an ‘intermediary form of experience’ (Throop, 2014, p. 70), a 

mood is neither embodied disposition nor conscious ontological 

reflection. It is rooted not ‘merely [in] dissatisfaction with one’s 

immediate situation [but instead in] the “totalistic” situation 

characterizing an individual’s (and perhaps also his or her 

community’s) existence as such’ (Throop, 2014, p. 69). As such, a 

mood makes us ‘reflective of what is essential and important in our 

lives’ (Solomon, 2009, p. 298).  

Some methadone users explicitly commented that their group 

had become stuck. One day, for instance, long-term methadone patient 

Putra showed me pictures of his friends that had died due to overdose 

and disease, saying, ‘Of this [methadone] community, more and more 

have died, more and more. […] And over time, we got more and more 

stuck.’ It was as if these were the only two options available: dead or 

stuck. Most methadone users, however, found ways to continue living 

their lives and using methadone. They kept going or, in some cases, 

created their own programmes for gradually reducing their doses. 

Even some of those who did find stable employment (who are not part 

of the focus of this dissertation) told me they found it hard to return to 

the clinic again and again. It was not a desirable routine, and for those 

who were not using anymore, it contained plenty of tripwires for 
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relapsing into drug use. The treatment offered its users increased 

financial, legal, and physical safety, but the mere act of ‘keeping 

going’ was experienced as exhausting. 

In the previous chapters, I showed how strict drug law 

enforcement and their own bad experiences with other addiction 

treatment programmes had left drug users with few alternatives to 

methadone maintenance treatment. While methadone maintenance 

provided them with new opportunities to find care, sociality, and 

protection, it also imposed a programme of endless treatment. In this 

chapter, I argue that ‘being stuck’ had become a moral mood (Throop, 

2014) that engulfed the methadone community and that this mood 

emanated not only from the users’ dissatisfaction with the clinic’s 

rules, but also from the ongoing rhythms of recurring relapse, the 

addition of a rhythm of methadone, and an expectation that these 

would persist in the future. While methadone maintenance treatment 

helped users escape (some) legal, relational, health-related, and 

financial difficulties, for many, it did not make possible futures they 

could look forward to. What does it mean to keep going in the face of 

such repetition? I look at how methadone users kept going, found 

alternative paths forward, or broke with their medicine regimes. To do 

so, I will present Gilang’s account of his life story and the complex 

temporal structures that together made him and Evi feel ‘stuck’. 

 

Past rhythms 

Two weeks after Gilang’s death, I started reading the diaries that he 

had kept for me for two months. Now that he was gone, I felt I needed 

to do something with the document he had entrusted to me. The 

detailed explanations of things he had never told me in person 

surprised me. It was clear that he wanted his story to be heard, as he 

opens his diary with the English words ‘Dear all my “friends, fam, and 

all my brothas”…’ He knew that I would not share his diary with his 
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friends, his family, or the other methadone patients, who I assume are 

the ones he addresses as his ‘brothas’. But he seems to have written 

the diary not just for me. He might have considered me a friend or a 

brother, but this address included a larger part of his social world, of 

which I was only a small and relatively recent part. Maybe he intended 

it to be a testimony or documentation of his life, as the first three pages 

of the diary were not about his day-to-day activities but instead 

contained his life story.  

 The first two lines read, ‘Gilang was born into this world in 

‘77. I grew up in a situation that was not very pleasant.’58 What 

follows is the story of a little boy who, at the age of six, had to take 

public transport all by himself to a school that was ‘not nearby’, which 

Gilang considered proof of his parents’ neglect. His father told him, 

‘Men have to be brave and strong and cannot be crybabies.’ In fourth 

grade, at eleven years old, he started smoking. In the diary, he 

attributes this to a ‘lack of attention from [his] parents.’ Then he asks 

himself rhetorically: ‘Can you imagine? A fourth grader smoking 

[tobacco]… Hahaha… No big deal… Come on… What will become 

of him when he grows up? Of me?’ The lack of attention made him 

‘obstinate and naughty’. In sixth grade, he started drinking and tried 

sedative hypnotic drugs like Mogadon and Rohypnol. He writes, ‘The 

older I got, the crazier I became. My life never got better. As I grew 

up, the “chaos” grew too.’ In early junior high school, he started using 

heroin. At first, he used intermittently, but soon it ‘became a routine.’ 

He started to feel sick when he did not use and was unable to stop. He 

injected in circles with his friends, and they shared needles. He 

probably contracted HIV here, as did most of his friends. 

 In 1999 he was arrested at a university campus, where ‘heroin 

was sold like nuts’, and sentenced to ten months’ imprisonment. After 

being released, he was ‘free and clean’. During one of our chats, he 

told me that he did not need any substances at that time and that his 

 
58 Third person self-referral is common in Indonesian. 
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body felt good. In 2003 he met Evi, whom he married after a short 

time dating. He was twenty-six years old, Evi sixteen. Of his early 

marriage, he writes, ‘Our family was given two children. My wife and 

I were happy. But it is like the saying: there is sweet, and there is 

bitter.’59 In 2009 the bitterness began. At the time, both he and Evi 

claimed not to use heroin anymore, but in secret, they had both started 

using again. When Gilang found out that Evi still used, they started 

shooting up together. He writes, ‘My life came to be in disarray. My 

wife used, I used, I felt everything was bitter. Maybe that is just what 

life is like. Everything is already arranged by God; we only control 

how we face it.’ In a rare moment of religiosity, Gilang pondered the 

inevitability of this moment.60 

 In the car park in front of the clinic, Gilang told me about 

these bitter years. Evi used more and more heroin, much more than 

Gilang. It scared him, and he tried to make her cut down her usage. 

She replied, ‘You still use yourself; don’t you forbid me.’ Gilang told 

me, ‘I should have been more resolute, but I just let her be. I even 

helped her [buy heroin].’  

 After two years of heavy addiction, Gilang and Evi’s savings 

were depleted. Gilang told me:  

I stole, Lex, [but] my criminal behaviour was not purely 

criminal. [I was] a criminal only because of a push 

[dorongan] that came from the desire to use. And I was not 

[stealing] on my own, but together with my wife. All means 

were justified [dihalalin]. […] You can call me a thief, a 

 
59 Here he references an Indonesian saying, ‘Life is like a cup of coffee, bitter and sweet.’ 
60 Most patients described themselves as ‘Muslim in name only’ (muslim-ktp) or ‘Christian 

in name only’. They told me that since their addiction was a disease, it did not prevent them 

from being proper Muslims or Christians. In practice, however, many felt reluctant to go to 

the mosque or church and only rarely anyone did so, stating they were ‘not yet ready’ or that 

they experienced stigmatisation from other believers. Most did not fast during the month of 

Ramadan, stating that they needed to drink methadone. The clinic did try to help those who 

fasted by giving take-home doses to their spouses or parents.  
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criminal, but the important thing was I was covered. 

Covered for buying. Buying heroin.  

They had sold their house, car, and furniture, pawned their 

motorcycle, and gone into debt, and they were now living on the street. 

They stole, primarily to fulfil the needs of their heroin addictions, but 

also to survive. Their children were largely neglected, he told me. 

They tried reducing their use on their own, but it did not work. Despite 

all the turmoil in their lives, at that time, Evi still held a job at an NGO 

that provided care to drug users and organised discussion meetings. It 

was a low-salary position as an outreach worker, which required her 

to bring clean needles and information to fellow heroin users in a 

certain part of the city. The income was not nearly enough to live on, 

let alone buy heroin. 

 At this NGO, she took part in staff discussions and so-called 

IDU meetings,61 where information compiled by the NGO or 

representatives from government agencies was disseminated to the 

users. Here Evi learned about methadone, but it was only when Gilang 

talked to another outreach worker that he decided they should try it. 

He told me that he wanted treatment because he was tired (capek), 

tired of the constant search for drugs and money and tired of the 

withdrawal pains, but also, I suspected, tired due to their hard life on 

the street. It was difficult to obtain heroin, he said, as ‘[we did not] 

manage our money, so we did not have money. So [Evi] got sick [from 

withdrawal]. She threw up.’ Gilang added, ‘It was a choice: you either 

use heroin [pakaw] or you drink methadone. Because a methadone 

dose can cover withdrawal symptoms [sakaw]. That’s what [the 

outreach worker] said. From then on, we started drinking methadone.’ 

Evi, however, was not very enthusiastic about the plan to exchange 

one drug for another, and she did not join him. In 2011 Gilang started 

methadone for the first time. It did not work, he said, ‘Evi was using 

all the time, so I was disturbed – while I drank methadone, she still 

 
61 IDU is an abbreviation for injecting drug user. 
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used. […] I saw her in that condition, [and] I was affected 

[terpengaruh] again. So we again used [heroin] together. I followed 

her; I did not drink my methadone anymore. I also dropped my ARV 

[antiretroviral medicines, used to treat HIV] in 2011 and started using 

antidepressants.’62 

 Because the attempts he made on his own failed, Gilang again 

asked his wife to join him in the methadone programme. Their drug 

use was increasingly unsustainable; their finances were depleted, their 

possessions had been sold, and with both the scarcity and the price of 

heroin increasing, they often faced withdrawal symptoms. Evi 

reluctantly agreed. Unable to continue the daily rhythm of heroin use, 

which I described in chapter 2, they sought refuge at the methadone 

clinic, which provided a more affordable alternative, and Gilang 

resumed taking his ARV.  

 Unlike many other users, Gilang and Evi never tried 

rehabilitation. Gilang had decided against it as he found it 

prohibitively expensive. And who would take care of the children if 

he and Evi were at rehab? Some of those who had tried rehabilitation 

had experienced temporary abstinence, but as I described in chapter 2, 

there was widespread hesitation to try it again. Homemade 

programmes and detoxification regimes had also repeatedly failed to 

bring about long-term abstinence. When I once asked what he did 

when people wanted to try something other than methadone, Reza told 

me, ‘You need to realise that the majority of those who come here 

have already tried everything. They are at a dead end [mentok]. They 

are at the end of the road [di ujung jalan].’ To him and to many users, 

it seemed that methadone was a last resort when all else had failed. 

 

 
62 I assume that he took alprazolam, a sedative that was commonly used by the methadone 

users. Gilang had used sedatives since the sixth grade. Alprazolam was often considered a 

necessary compliment to methadone, as it covered (tutupin) the symptoms of heroin 

withdrawal and the combination could produce a high. 
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The rhythms of the clinic 

Gilang and Evi never intended for treatment to be a permanent 

solution. They entered the clinic with an agreement. As Gilang put it, 

‘We made a deal: we go together, the two of us. [But] the main thing 

was that after six months, we stop methadone. Six months, because 

we were already tired – already tired, Lex, already really tired. By 

then, [we had been living on the streets and stealing] for two years. 

Imagine, 2009 to 2010, more than two years.’ Gilang and Evi would 

use methadone for six months, getting adjusted to the new substance 

and lowering their doses gradually. Methadone was an alternative to 

the heroin use that had exhausted them, but they saw treatment more 

as a continuation of addiction than a break with it.63  

 Methadone substitution allowed Evi and Gilang to greatly 

reduce their spending on drugs, prevent withdrawal symptoms, and 

take better care of their children. They also received patient cards that 

served as proof that they had fulfilled their obligation to report 

themselves, which would help them in encounters with the police.64 

Methadone-induced stability enabled them to move in with Gilang’s 

brother and gave them a community at the clinic. The community 

provided a place to socialise, obtain loans, and access events at local 

health clinics (as well as the travel reimbursement they provided). 

Both the community and the hospital car park provided security, with 

extra eyes keeping watch and their much more salient status as patients 

deterring police interventions. It also provided an opportunity to earn 

money by dealing in a range of stolen goods (for instance, stolen 

watches and helmets, snatched bags, and shoes bought through credit 

 
63 Many scholars have pointed out the blurry line between methadone as a medicine and 

methadone as a drug. Several studies have shown that methadone users often see their use 

as ‘just’ another kind of addiction (see, for instance, Agar & Reisinger, 2002; Agar & 

Stephens, 1975; Bourgois & Schonberg, 2009, chapter 9; Schwartz et al., 2008).  
64 See chapter 1 about the institutions for obligatory reporting (institusi penerima wajib 

lapor). 
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card fraud). Gilang participated in many such activities. Within the 

group, users could also buy, sell, or share heroin and antidepressants. 

These antidepressants were obtained through prescriptions that were 

genuine, fake, or aspal.65 Gilang stated that both he and Evi had 

managed to refrain from using heroin by supplementing their 

methadone with antidepressants bought in the methadone group.66  

From the moment they enrolled in the programme, Gilang and 

Evi came to the clinic every day. By motorcycle, it was a two-hour 

round trip from their home. At the hospital, they each paid 15,000 

rupiah, then walked to the second floor of the clinic for their doses of 

methadone, which they drank in front of the pharmacist. Afterwards, 

they hung out in the car park with the other patients, drinking coffee 

and eating snacks or lunch and talking until the afternoon. The 

atmosphere was often pleasant and laid-back, though conflicts 

between the patients or between patients and staff did occasionally 

occur. 

Despite methadone’s benefits, as patients returned to the 

clinic again and again, the temporal vector of treatment – repetitive 

administration – soon became salient. Suzanne Fraser (2006) has 

shown how the spatiotemporal organisation of a methadone dosing 

point in Australia was crucial to the formation of the ‘unproductive’ 

and ‘disorderly’ subjects that the clinic, ironically, was specifically 

trying to treat. The dosing regimes and the layout of the dosing points 

produced queues that often concentrated clients in uncomfortable 

locations. Similarly, the spatiotemporal organisation of the methadone 

programme in West Java, where supervised dosing occurred daily at 

 
65 Aspal is an abbreviation of asli tapi palsu, meaning ‘genuine but fake’. Methadone users 

would, for instance, bribe doctors to write real descriptions, which were fake but genuine. 

As far as I know, the doctors at the clinic did not provide these, though they did often give 

out real antidepressant prescriptions to help patients. 
66 As I described in chapter 3, an initial low dose was deemed necessary to prevent 

overdosing. But this meant that methadone did not yet fully cover the symptoms of heroin 

withdrawal. Users often topped up their methadone with heroin or antidepressants. Others 

appreciated the high the combination produced. 
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the clinic, was a key component informing the mood of stuckness. 

Methadone provision never ceased. Although during my year of 

fieldwork the clinic closed for two days for the Islamic holiday Eid al-

Fitr, the methadone patients who could not obtain a take-home dose 

still had to report to the emergency department and drink their dose 

there. Some of the patients who had been enrolled in the programme 

from its inception had been coming to the clinic every day for eight 

years.  

Adherence to the methadone regime was ensured by not just 

the clinic’s treatment policies, which I described in more detail in 

chapter 3, but also the drug’s binding characteristics, which tied the 

users to the clinic. It was important for them to receive their daily dose, 

as the drug’s blocking effects only lasted for one to one-and-a-half 

days. After that, they would experience withdrawal, which included a 

range of symptoms: anxiety, restlessness, sweating, vomiting, cramps, 

diarrhoea, and muscle pain. The symptoms usually lasted for a few 

weeks; users described them as more persistent and more painful than 

heroin withdrawal, dangerous to one’s health, and potentially lethal 

for those with weakened immune systems. Dr Tom explained to the 

users that this was due to methadone’s longer half-life, meaning that 

it was active in the body much longer than heroin.  

The clinic was in the city, the methadone had to be drunk 

there, and Gilang and Evi could not be comfortable without the 

substance, making it impossible for them to leave the city for more 

than twenty-four hours without a doctor’s permission for them to 

receive take-home doses. They were thus confined, spatially and 

temporally, to an area within roughly twelve hours’ travel time of the 

clinic. Although they had stopped using heroin, they were unlikely to 

receive permission for take-home doses, as they were unemployed, 

still using antidepressants, and in a bad financial situation. In addition, 

Gilang still suffered from fungal infections that affected his skin and 

the tissue in his mouth, and his relationship with his family remained 

troubled. He and Evi were simply not yet deemed stable. 
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That the methadone users’ freedom of movement was 

severely limited by the methadone programme’s daily routine 

indicates the disciplinary power of both the substance and the clinic. 

Several anthropologists have critiqued the use of methadone as a 

regulatory technology (Bourgois, 2000; Keane, 2009) and American 

users themselves have described methadone as a system of ‘balls and 

chains’ and ‘liquid handcuffs’ (see, for instance, Frenken & Sifaneck, 

1998, p. 355; Stancliff et al., 2002, p. 572; Vigilant, 2004). The 

patients at the clinic in West Java often called it ‘city imprisonment’ 

(ketahanan kota).  

Reza vehemently opposed this common critique of the 

methadone clinic. During a lunch we had together, he told me: 

There are those who say that people on methadone are 

prisoners of the city, even though we have THD [take-home 

dose], right? Well, in the beginning, we aim to reach the 

right dose, so [obtaining such a dose] is not possible yet. 

But when you are already stable, you can get a THD. There 

are those who say that the withdrawal pain is worse than 

stopping heroin or that it is difficult to reduce the 

methadone dose, but easy to increase it. In reality, it is not 

difficult as long as they follow the rules. 

As I described in chapter 3, methadone was seen as restoring the users, 

and with this came the ability to face their issues and responsibility for 

doing so. If the users followed the rules and became stable, they could 

end the daily routine of visiting the clinic and instead pick up their 

methadone dose once every four days. Those who had not yet become 

stable simply needed to keep trying. 

 If a user fulfilled the criteria – if they became stable and 

abstinent and could prove this through urine tests – their dose would 

be lowered. This was done in small steps of at most five millilitres. 

After each step, the user’s wellbeing was observed for three days 

before they were again tested to make sure they were not using heroin. 

Users often only reached this stability above a dose of a hundred 

millilitres. This meant that reducing a dose was a long process. Even 
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if a user was allowed to lower their dose, however, doing so often 

proved difficult. At one point, Gilang and Evi had managed to stop 

their antidepressants long enough for their urine tests to come back 

negative, and a doctor decided that it was possible to reduce their 

doses.67 When they tried, however, it was too painful. Gilang told me, 

“When we wanted to reduce [our dose], we became sick. We got 

withdrawal symptoms. So we had to keep on drinking. […] Just a five-

millilitre reduction and we felt sick.”  

Gilang and Evi decided to try a different method by 

‘resetting’ their methadone all at once. If patients did not frequent the 

methadone programme, the doctors feared that they had used heroin 

instead and that, if they came back to take their methadone on top of 

it, they might overdose. So if a patient did not take their methadone 

dose for three days, it would reset to the original starting dose of thirty-

five millilitres. Gilang told me, ‘At one point […] I was drinking a 

dose of seventy [millilitres]. I didn’t drink for three days, honestly, 

[…] [and] the dosage was brought down automatically to thirty-five 

millilitres, right? So [I was back on] thirty-five. The withdrawal 

symptoms, Lex – have mercy [minta ampun].’  

 They also tried to drop out completely, ‘But it turned out that 

after I stopped [methadone] for one or two days, it was not good, Lex. 

Instead, I got sick, Lex. Instead, I got sick, I got sick. Enough, [we 

decided]. We would drink [methadone] again.’ Many users tried to 

reduce their dose by briefly dropping out of the programme, usually 

with similar results. Johnny, a methadone patient who had been 

listening to our conversation, commented, ‘With methadone, it doesn’t 

work like that. You can’t do it, you have to… you have to do it bener-

bener [properly, the correct way], for example, by dropping one 

millilitre, one millilitre less. But it can’t be done. We used to think that 

 
67 Yet Evi and Gilang did not fulfil all the criteria for doing so. I assume the doctor was 

trying to accommodate their wish to reduce their dose because their goal was not yet to leave 

the programme or obtain a take-home dose.  
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if we do it quickly, we can get [the dose] down. We just need to 

suddenly not drink here [at the clinic] for three days, right? Our dosage 

will be cut immediately. But it turns out, no, it turns out it is wrong to 

do it like that.’ Many believed sudden cuts were dangerous to those 

with a weakened immune system, and since seventy per cent of the 

methadone users were HIV positive, many feared leaving the 

programme. 

 Gilang continued, “So we could not stop methadone. We 

could not make our bodies feel good. Instead, it just made us feel 

withdrawal pain. […] In the end, I drank [methadone] continuously. I 

drank, I drank. It was a routine, every day.” Thus, Gilang and Evi were 

once again stuck – this time not in the continuous rhythm of searching 

for heroin and money but in the rhythm of methadone. Gilang told me 

his wife needed something to change; she could not live with this 

endless repetition. He said, ‘In the end, I drank continuously, Evi also 

drank continuously, but… but Evi, Evi [said:] “What’s the benefit?” 

She was already bored. Every day we had to go back and forth with 

the car, whether it was hot, whether it rained. In the end, she was 

already stuck, already stuck [in English].’ 

Gilang, Evi, and other users’ feelings of ‘being stuck’ arose, I 

argue, from an orientation in space and time that continually looped 

back on itself. One important factor in this looped spatiotemporal 

orientation was the rhythm of the clinic’s practice of administering 

methadone, which I described above and in chapter 3. This quotidian 

cadence is clearly documented in Gilang’s diary. It was often the first 

thing he noted about his activities each day. Here are the first few 

sentences in his journal each day for a week: 

Tuesday, June 18 

Today I do the usual: the routines, to the clinic, drink 

methadone like usual, go home around one o’clock. I arrive 

home tired, I sleep. I wake up at four in the afternoon, wash 

the children, feed them dinner. […] 
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Wednesday, June 19 

Uuuuugh!! A stupid Wednesday, I think, although there is 

nothing different. But I feel very sensitive today, I don’t 

know – to the point where I could fight with my friends. 

[…] 

 

Thursday, June 20 

Today I feel really annoyed. It started with trouble, which 

made everything feel troubled. The moment I wanted to go 

to the hospital, my youngest suddenly wanted to join me… 

Uuuuugh, it is not that I don’t want to invite him, but the 

hospital is just not good for small children, so I don’t invite 

him to join me. […] 

 

Friday, June 21 

Today is the third Friday of June. As usual, there is nothing 

different. At eight o’clock, I go to the hospital because 

maybe that has already become like a daily routine. In all 

honesty, I am bored, but what can I do? It is a necessity 

[sesuatu kebutuhan], drinking methadone, so we can be 

active. […] 

 

Saturday, June 22 

Today it is Saturday. Coincidentally, part of the medical 

[facilities] at the hospital are closed; only the methadone 

clinic is still open. […] 

 

Sunday, June 23 

Today is Sunday. It is not so different from the activities of 

the last few days. But this Sunday is an okay day. It has 

some meaning because this Sunday, [the community] held 

a support meeting. We gathered, formed a circle, and then 

shared or poured our hearts out, one after another. […] 

 

Monday, June 24 

Monday. People say “I hate Mondays” [in English]. But for 

me, there is nothing different [about Mondays]. What is the 

difference with the other days? Every day is just as boring, 

if you ask me. There are no activities, maybe it is the 
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routine…? Imagine if I had work, if there were activities. It 

seems that the days would be very meaningful. […] 

Gilang describes most of his days as ‘the usual’ and ‘not different’ and 

as consisting of ‘routines’. On Thursday, he does not explicitly 

mention the repetitiveness but focuses on his son’s insistence on 

joining him in going to the clinic. Sunday is not that different from the 

other days, but being with the methadone community is meaningful to 

him. This quotidian rhythm of needing to visit the clinic every 

morning was partly necessary to obtain his methadone and partly an 

opportunity to meet with the community. 

 

Going on 

It was unlikely that the clinic would support Gilang and Evi’s desire 

to reduce their methadone doses. In the eyes of its staff, leaving the 

clinic was bound to lead to relapse, and as I explained in chapter 3, 

doing so was strictly regulated. In the eight years the programme had 

been active prior to my fieldwork, only two people had been able to 

bring down their dose following the official guidelines and 

procedures. For patients, the daily dosing scheme, based as it was on 

an understanding of addiction as a chronic relapsing disorder, seemed 

to stretch out into infinity.  

Evi and Gilang also felt the ‘stuckness’ around them. Every 

day, they met people who had been coming to the clinic for many more 

years than they had. Together with his fellow users, Gilang felt trapped 

in an everyday filled with never-ending rhythms: the daily use of 

methadone, the daily use of antiretrovirals to treat his HIV, the daily 

use of antidepressants, and the daily expectation that he would return 

to heroin use in the future. Evi dropped out within a year of starting 

treatment, but Gilang continued. 

Like Gilang, most users described their current position and 

their (dis)orientation with the English word stuck. Although a few 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

133 

patients had previously gone abroad and become proficient in English, 

this had mostly faded, and they almost exclusively used Sundanese 

and Indonesian. But the word stuck still pervaded their experiences of 

time and place. In English, ‘being stuck’ indicates that a person, 

object, or situation is unable to go further.68 This can mean that one is 

incapable of any movement on one’s own, for instance, as when one 

is stuck in quicksand. But in many cases, being stuck is not about 

being unable to move per se. Instead, it is about not being able to make 

any significant movement towards a certain goal. For instance, a 

record that is stuck still moves, but the needle – and, therefore, the 

music – is unable to escape the loop. Likewise, when truly stuck in a 

maze, one can move but not significantly advance towards the goal; 

one is stuck within the confines of the game. Perhaps, in this case, we 

should speak not of movement as such but of orientation. One is 

unable to orientate oneself towards the desired goal. A desired future 

horizon (the exit) is obscured by the now (the maze). I see the inability 

to orient oneself to such futures and the loss of the ability to create 

meaningful frames for action in the present (Mattingly, 1994) as at the 

core of what the users were trying to convey with the word ‘stuck’. 

 The notion of not being able to (re-)orientate oneself is clear 

in the use of the Indonesian word mentok, which was often used in 

addition to ‘stuck’. Mentok comes from the Jakartan dialect Bahasa 

Betawi, where it means ‘To stumble upon; not being able to go 

forward (in reference to a street and so forth); blocked or dead-end’.69 

Here, too, there is the notion of being unable to progress or move 

forward. Many users felt that other options were unappealing or had 

failed them: heroin had become too scarce or too expensive; 

rehabilitation centres had a bad reputation, and patients associated 

them with bad experiences or past failures; and reducing heroin use on 

 
68 Oxford English Dictionary Online. S.v. ‘Stuck, adj. 2,’ [def. 2]. Retrieved February 29, 

2016, from http://www.oed.com/view/Entry/192040. 
69 ‘Mentok’. In Kamus Besar Bahasa Indonesia. (2016). Retrieved on January 29, 2016, 

from http://kbbi.web.id/mentok. 
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their own had been impossible. With the alternatives holding little 

appeal and the clinic’s regulations and the substance it provided 

binding them to the treatment, the users felt they had no other option 

than to continue on the current track. 

The mood was intensified by the constant failure of many of 

the patients to fulfil the promise of methadone: to become abstinent, 

productive, and functional. Arief had been at the clinic for over twelve 

years. After being addicted to heroin for years, he joined the 

programme in late 2001, using subutex before moving on to suboxone 

and then methadone. One morning, we talked about his experience 

with these different substances. He also felt unable to move on, 

especially since he had not managed to reach the goal of productivity. 

He said, ‘Heroin makes the body sick when you are in withdrawal. But 

subutex and suboxone change our minds. Our emotions, you know.’ 

His friend Teguh added, ‘It changes our mindset.’ Arief continued, 

‘Let alone with methadone. There is no one achieving [berprestasi] 

anything here. Don’t you think so? Who here has achieved anything 

[with regard to] work? Our brains are at a dead end [mentok]. There is 

no innovation if one uses methadone.’ In his view, the patients did do 

things, but it was not ‘achieving’ anything. By not becoming 

productive, they were not fulfilling methadone’s promise.  

Methadone users were thus aware of their uncomfortable 

temporal orientation, in which their daily rhythms stretched out into 

the future. Their lives were, in many ways, much more stable, but at 

the same time, by not obtaining employment and continuing to use 

antidepressants or heroin, they kept failing to reach the goals of 

productivity and abstinence. The clinic’s patients had a duty to 

become stable, but within a biomedical model of addiction as a chronic 

relapsing disorder, they were simultaneously expected to ultimately 

fail. This paradox of forever reaching for stability without the 

expectation of actually achieving it is akin to what Lisa Stevenson 

(2014, p. 66) calls ‘expecting failure’. In Life Beside Itself, she 

discusses why Canadian Inuit do not always experience the care of the 
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state as such. Stevenson describes suicide prevention care in the Arctic 

as ‘anonymous’, with the state caring for lives indifferently: ‘It doesn’t 

matter who you are, just that you stay alive’ (Ibid., p. 7, italics in 

original). The ultimate irony of this care is that the state expects Inuit 

people to both comply with a duty to live and, at the same time, fail 

and die. At the methadone clinic, doctors anticipated failure and 

returns to heroin, both with and without the stable repetition of 

methadone.  

Within the mood of stuckness, users were very aware of these 

endless returns. One user, Jerry, had been absent from the car park 

hangout for a while. When I asked him where he was, he answered, ‘I 

was in the accident and emergency department yesterday because I 

was having withdrawal symptoms [sakaw]. The symptoms were so 

severe that I was in the hospital for four days.’ I asked him, ‘Why were 

you in withdrawal? Did you not take the methadone?’ He replied, ‘No, 

I stopped taking the substance without reducing it first [putus zat].’ 

When I inquired why, he responded, ‘Methadone is no solution, you 

know? There is no end date [jatuh tempo] with methadone. So when 

will we stop coming here every day, again and again? Sometimes, we 

need to take a risk, that’s why I putus zat. The doctor never gave me 

any indication of how long it would take. Maybe I will be here forever, 

every day…’ He saw methadone as a continuation of the same, ‘We 

are changing holes [ngalih lubang ngalih lubang]. We are in the hole 

of heroin, and then we go to methadone, which is another hole, so it is 

not a solution.’  

Despite the desire to escape these rhythms, most people kept 

on coming to the clinic, in part due to a perceived lack of alternatives. 

Putra told me one day, ‘Now all that is left is maintenance, right? We 

can only administer it or keep going. That’s it.’ Many users felt the 

future had been fixed in the past. For instance, when an NGO offered 

a course for methadone users, the attendants were not only encouraged 

to keep taking methadone, but also given information on starting a 

business and how to recognise triggers and angry emotions. After the 
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last meeting, the course’s organisers asked the users what they would 

do after the programme, hoping they could now take the next step to 

become more productive. One user replied that he would just keep 

going with his life. Yandi, who also attended these sessions, told the 

group he would take part in whatever activity the NGO planned next. 

Later, he told me how his father kept complaining that he had no job. 

He was educated in computer technology and now spent his time 

trading stocks. I asked him why he had not sought a job. He replied, 

‘I do not search for it because, well… I was not right [bener] before. 

That was my mistake. But now, what can I do? I just need to keep 

going with my life.’ In chapter 2, Joshua also reminisced about how 

his siblings had made different choices and were, therefore, now in a 

different position than him. Mistakes were located in the past and 

seemed beyond repair in the present; continuing on in the now, then, 

was the only option left. 

Family members often featured in methadone users’ reasons 

they had to keep going and stay motivated. As I described in chapter 

2, Joshua told me about his poor mother, who was still working on his 

behalf. He had to keep helping her out as much as he could. In his 

diary, Yandi gives his three children, whom he is raising mostly by 

himself, a central role. He writes that he watches his spending to make 

sure their school registration fees and supplies are paid for. In one 

entry, he mentions promising to give his sons new phones if they study 

hard and attend class; now, he worries about what this will cost him, 

but he writes, ‘Whether I want it or not, I must fulfil my promise to 

the children. If not, how will they trust me again?’ In another entry, he 

writes, ‘I will do everything for them […] as long as I am able to.’ 

Below this, he writes in large letters, ‘A promise is a debt’. He also 

appreciates his family’s attention. On his birthday, he thanks his wife, 

his sons, his mother, and his sister for remembering that he ‘kept going 

one more year of his life’. Despite their attention, life also exhausts 

him, and next to that entry, he writes, ‘KOSONG [empty], EMPTY 

LIFE [in English]’. 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

137 

Gilang also regularly writes about his children in his diary. 

He is worried about them having to grow up without a mother. He 

hopes he can help them grow ‘without the stigma and discrimination’ 

they may face as children of drug users. He also writes about the tasks 

he performs caring for his children, like cleaning their beds, washing 

them, bringing them to school, and trying to cheer them up. He also 

writes about the conflicts they often have. In one entry, he writes, 

‘Sometimes, I can only shed a tear when I see them [sleeping]. But I 

can’t despair [putus asa]. As long as I am still breathing, I promise 

that I will give them the best. It is because of them that I have been 

able to withstand it [bertahan] until now.’  

A few patients at the clinic devised different ways forward, 

often in secret. Putri, for example, created her own programme to end 

treatment. She was one of three women in methadone maintenance. 

By presenting fake proof of employment and with an outreaching 

worker vouching for her, she obtained permission for take-home 

doses. She would then store part of the doses in her refrigerator while 

drinking less and less. This was not easy, as she continued to drink the 

correct, higher dose every four days in front of the pharmacist. She 

would usually spit it out when the pharmacist was not paying 

attention, but if that was impossible, the sudden high dose would make 

her drowsy. In the end, she left the programme and tapered off from 

methadone by herself. Only a few others managed to leave methadone 

behind without the doctors’ approval. Some devised their own 

detoxification programme and bought methadone on the black market 

after leaving the clinic; others simply stopped methadone and then 

gritted their teeth through the withdrawal symptoms. Many, however, 

would eventually return to the clinic, where they would slowly 

increase their dose once again. 

  Many more methadone users, though, kept going and tried to 

find ‘activities’. One such activity was hanging out in the car park – 

drinking coffee, cracking jokes, and talking with the outreach worker. 

Another was organising and attending activities for the methadone 
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community. Methadone users often grasped at opportunities to ‘have 

something to do’ by attending health information sessions held by 

NGOs and local health centres, like the one I described in the 

introduction. At such meetings, they would receive information from 

health experts or be given the opportunity to share their feelings. We 

would go to these information sessions once or twice a month, 

listening to relatively similar talks on topics like obligatory reporting, 

HIV prevention, or the services offered by the local health clinic. The 

users then received a travel reimbursement and a free lunch. Often, the 

same questions were asked. Many of the twice-weekly meetings of the 

Methadone Maintenance Support Group, which ran for a few months, 

were similarly repetitive. They gave users a chance to express their 

feelings and comment on their health, something they already did 

often in the car park, though in a less structured format. The NGO 

hosting the support group did try to address interesting topics and 

incorporate the wishes of users, but the chair of the sessions also 

admitted that the main purpose was to encourage people to keep going 

with methadone maintenance treatment. The sessions seemed to 

provide relief from the daily boredom of hanging out, and they were 

attended by large groups of users. Though these events provided some 

breaks in the quotidian rhythm, ultimately, they were also repetitive, 

and the users listened to the same presentations again and again. They 

offered ‘something to do’, but they did not reorientate the users away 

from their looped timeframes. 

Since sessions were often nearly identical to one another, it 

seemed that the act of being there together was more important than 

the content. Indeed, in the case of the session I described in the 

introduction, I had been to exactly the same meeting earlier that year 

with the same people. The nurse even recognised their faces, which 

was often not the case. Usually, efforts were made to obscure 

attendees’ repeated participation in these activities. Outreach workers 

would pretend to not yet know the attendants well and on attendance 

lists fake names were recorded to obscure the repeated return of the 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

139 

same users from donors, who provided travel reimbursements and 

lunches.70 This did not always work. At one IDU meeting that I 

attended at a local government community health clinic, the NGO’s 

outreach worker was scolded for not bringing anyone new to the clinic. 

Most important for continuing on, however, was not the 

activities but what users described as ‘having the right energy’. Many 

users feared ngedrop – losing health and spirit. Ngedrop literally 

means ‘to drop’ or ‘to go down’, and the methadone patients used the 

term to indicate a rapid decline in bodily condition along with a loss 

of hope, leaving one without the energy to fight for one’s life. A loss 

of spirit (semangat), the patients feared, could lead to death. It was 

deemed especially dangerous for those who had a weakened immune 

system. The clinic’s nurse also warned patients, especially those who 

were HIV positive, against leaving the programme without tapering 

off. If a user left suddenly, he would ‘automatically drop’. 

Out of a fear of getting stuck on methadone, Joshua, whom I 

introduced in chapter 2, was very hesitant to enter the programme. For 

a long time, he vacillated between being in it and being out, but in the 

end, he joined up fully and began to follow the procedures more 

closely. He writes in his diary that when he looks at his siblings, whose 

lives run smoothly and who have families, he wishes them the best but 

sometimes feels: 

hopeless or pessimistic about facing the remainder of my 

life. But still, I will try to get up, to oppose this reality, 

because whatever happens, I must keep having semangat 

[life energy or spirit] to face the reality of this life, and I 

cannot allow myself to give up, because there is no other 

choice. Day after day, I always keep going with my life 

[jalani hidup], full of semangat even though so many 

challenges and trials are always coming and going. 

Whatever happens, I have to always be strong. I miss and 

 
70 Another likely reason is that patients did not want to have their names registered as those 

of drug users. 
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very much long for a normal life like other people’s. […] 

My feeling at his moment is to keep struggling / 

adventuring / fighting against the reality of life. As a junkie, 

let alone [someone] who has already contracted HIV, I 

cannot be weak, lest I lose my health and spirit [ngedrop] 

again. […] We have to be strong and keep going with this 

life [semangat menjalani hidup ini]. If we are weak and not 

strong, we could experience a death that is truly very 

horrifying and very scary.  

Even though Joshua felt hopeless about the future, he kept going, 

waiting for a reality other than the one he felt stuck in to materialise. 

In the quote above, I translate Joshua’s use of the term jalani hidup as 

‘keep going with my life’; the word menjalani, from which jalani is 

derived, can mean ‘to walk on’, ‘to undergo; endure’ (a prison 

sentence, for example), ‘to go through a period of one’s life or through 

certain experiences’, or ‘to get through’ (a situation or trial period, for 

instance).71 Thus, jalani connotes a struggle to keep going and get 

through something, a struggle of the sort that, for Joshua, continued 

day after day.  

While many blamed methadone, the way the substance was 

provided to the patients was identified as primarily responsible for 

inhibiting their progress. As Putra put it, ‘At first, back then, we 

[methadone users] had ideas, but now all that is left is maintenance [in 

English], really, right? We can only use [mengaplikasikan] 

[maintenance treatment] or keep going [menjalani]. That’s how it is.’ 

I asked Putra why he felt this way – what kind of ideas had 

disappeared?  

Putra: Previously, there were closed meetings and open 

meetings [in English].72 The guys were here. Previously, 

 
71 Taken from ‘Men-jalan-I’ in Kamus Indonesia Inggris (Echols & Shadily, 2008) and 

‘Menjalani’ in Kamus Besar Bahasa Indonesia. Retrieved on March 3, 2016, from 

http://kbbi.web.id/jalan. 
72 Closed meetings were only for the methadone community, while open meetings were open 

to anyone. 
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there was actually no one that – no one that traded drugs 

[diperjualbelikan]. But now, those who trade do so freely 

[bebas]. This is because of what? It is because we are 

already stuck. The programs are just the same and nothing 

more [itu-itu saja]. It does not help us economically, 

educationally… But it should. 

Lex: That’s what makes people trade here? 

Putra: We have deviated from our course [melenceng].73 

Lex: Huh? 

Putra: We have deviated. Previously, the programme ran its 

course, and we were still happy, right. Because of what? 

Because it was still new, right. We wanted to – we wanted 

to become a solid community then, that was empowered, 

that was good, until finally – yeah, finally, in the long run, 

we were stuck too. They [the hospital] should have a 

programme for, for…uhm, its patients. Let alone for those 

who have been here for years and years. [The patients 

should be] asked: “What do you want?” 

Putra’s mood here seemed to me to be one informed by exhaustion. 

He paid a great deal of attention to the temporality of being in the 

programme, using terms like ‘at first’, ‘what is left’, ‘previously’, ‘still 

new’, and ‘going on’. He also invoked orientation, using the words 

menjalani (‘going on’) and melenceng (‘deviated from a course’).74 So 

in this vague-yet-persistent intersubjective mood, people were 

configured as having less and less choice and becoming increasingly 

stuck. 

 

 
73 Melenceng means ‘diverged from the actual direction’ or ‘not heeding someone’s advice’. 

(‘Lenceng, melenceng’, Echols & Shadily, 2008) 
74 The use of so many spatial metaphors in discussing their addiction trajectories (Raikhel 

& Garriot, 2013) is interesting. In Queer Phenomenology Sara Ahmed argues that bodies 

become oriented by inhabiting time and space in specific ways. We ‘get stuck in certain 

alignments’ that direct us to certain objects more than others (Ahmed, 2006, p. 57). ‘Life 

itself’ becomes oriented towards certain futures (Ibid., p. 20) and, thus, not to others.  
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Dropping out 

Not everyone managed to keep going. Evi dropped out of the 

programme in 2011, and at the same time, according to the doctor and 

Gilang, her condition ngedrop – it quickly declined. She was 

suffering, and later on, in a support group meeting, she told us, ‘I 

couldn’t control my body anymore. I couldn’t move.’ Gilang later 

said, ‘The first day, [she said:] “I am not feeling withdrawal, there is 

nothing [happening].” The second day, her appearance started to 

change. […] On the third day, she had already started lying down on 

the mattress. Evi, she was no longer “just fine”, [and she said:] “I am 

not well, aa,75 my body is in pain [sakit-sakit]. What do I do, atuh!”’76  

 Gilang could not stand to see his wife in this condition, and 

he went to an NGO outreach worker to ask for help obtaining a take-

home dose for himself, which would allow him more time to attend to 

Evi. The outreach worker served as a broker, and the NGO paid for 

the methadone dose, as both Gilang and Evi were former employees. 

Gilang began going to the clinic twice a week; he would drink a dose 

in front of the nurse and then obtain three take-home doses. This 

enabled him to secretly share his methadone with Evi. Of his eighty-

millilitre dose, he shared forty millilitres with her. But, he told me, 

‘Her body was still addicted, Lex. I was experiencing withdrawal 

symptoms, she was experiencing withdrawal symptoms.’ In the end, 

they got used to the new dosage. 

 But then Evi reconsidered, Gilang said, ‘In the end, she 

thought: […] “If it stays like this, if I drink methadone, when will I 

stop?” Like that, that was after three months. For three months, I gave 

her half [my dose]. If I had antidepressants, I would also give her half, 

but in the end, she did not want it. She said, “I do not want to drink 

methadone anymore. I do not want to drink antidepressants anymore. 

 
75  Aa is an intimate Sundanese term of address for an older brother or a partner. 

76  Atuh is Sundanese, and like the Indonesian word aduh, it is an exclamation of pain and 

frustration. 
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From now on, I will just pasang badan, really pasang badan.” After 

that, […] in July 2011, she stopped everything.’  

 Pasang badan literally means ‘to pin down the body’, 

although the dictionary defines it as ‘undergoing a sentence in 

prison’.77 When I asked Indonesian friends to explain the phrase to 

me, they thought it meant ‘to sacrifice oneself for something’.78 But I 

believe that in many instances, it can mean a willingness to stand firm 

or take responsibility when things go wrong after a risky or 

controversial move.79 Evi was trying to escape the rhythms she was 

already caught up in. She was willing to take the risk of discontinuing 

the substances she used, to brace herself for the effects of this, and to 

accept whatever came her way in life without depending on these 

substances. 

 Five days after Evi’s decision to pasang badan, she was 

brought to the accident and emergency department of a government 

hospital. ‘In the end, she drop,’ Gilang told me. She survived this 

drop, but several followed, until in 2013 her health dropped again. It 

was then that she became afraid that the doctors would resume her 

treatment and asked Gilang that he not tell the doctors about her 

methadone and antidepressant use. When her condition worsened, 

Gilang tried to give her ARV, but he said, ‘What makes me sad is that 

when I tried to make her drink, she was already […] unconscious. […] 

Of course I would make her drink, I would force her to drink that 

 
77 ‘Pasang badan’. In Kamus Besar Bahasa Indonesia. (2016). Retrieved on February 23, 

2016, from http://kbbi.web.id/pasang-4. 
78 As used, for instance, in the news article ‘Ustadz Adam Amrullah: “Ana harus pasang 

badan menjaga umat”’ (Muttaqin, 2013). 
79 See for instance the use in the following news items: ‘Furthermore, Djoko apparently 

pasang badan by sacrificing his position and not finding a scapegoat’ (Widhana, 2015); 

‘Retired Police General Victor Simanjuntak [will] pasang badan if the investigators violate 

the regulations, [claiming:] “If there is something wrong, I am responsible.”’ (Fazli, 2015); 

‘[The regent] said he was ready to pasang badan to defend the school director [from 

intimidation].’ (Setiawan, 2016). See also: 

https://rubrikbahasa.wordpress.com/2012/12/28/hal-etimologi/ for a discussion of pasang 

badan. 
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medicine, […] but she was already talking to herself.’ He did not sleep 

for four days, then finally passed out from sheer exhaustion. When he 

woke up, Evi said that she felt cold and stiff. He gave her a 

paracetamol, and she began sweating heavily, repeating over and over 

again, ‘Evi does not want to disturb aa.’ He brought her to the hospital 

for the last time. She wanted to be treated, Gilang told me, but in the 

hospital ward, she kept pulling out her intravenous drip. She passed 

away a few days later.  

 Gilang was heavily shaken by the loss of his wife. During the 

day, he was constantly reminded of her absence. In his dreams, he 

would feel Evi hugging him; then he would wake up and discover it 

was one of his sons. He felt he needed to keep going for his children; 

he had promised his wife this. He told me that he needed to ‘just look 

forward’. But he immediately added that he couldn’t do that at the 

moment, ‘Really, I can’t make myself forget [ngelupain] my wife.’ He 

remained oriented towards the past, unable to realign himself with his 

new situation. Although he soon seemed to get back into his routine – 

stealing helmets, taking antidepressants, and joining a newly formed 

user support group – eight months later, after I returned to the 

Netherlands, he also passed away. I heard from his friends that he had 

quit the methadone programme and all other medicine and pasang 

badan. 

 

Stuck in a forever-present 

Methadone users kept going even as they faced a present that seemed 

to stretch out into the future. They would keep returning to being 

maintained by methadone while failing to achieve abstinence or a 

stable life. Maintaining semangat, life energy, was key to keeping 

going – especially, I would suggest, in the absence of (much) hope for 

a different future. Cheryl Mattingly warns that ‘medical ways to mark 

future time – the vocabularies of prognosis – are inadequate, even at 
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times violating, for those living closely with extreme bodily precarity’ 

(Mattingly, 2019, p. 18). The future imaginaries of Mattingly’s 

interlocutor shatter when her young daughter is diagnosed with an 

aggressive brain tumour. She can no longer anticipate a future and 

becomes ‘trapped in a “now”’ (Ibid, p. 20). It is with the help of others, 

often strangers, that she can grieve and begin to focus on the 

immediate future.  

Devin Flaherty’s work on hospice care in St. Croix is helpful 

here. Based on the Heideggerian notion that we are always oriented 

towards the future, she asks how we deal with ‘the realization that the 

future may be ending soon’? (Flaherty, 2019, p. 63). Flaherty 

describes her interlocutor not adjusting her expectations of the future 

in line with her biomedical prognosis not as an act of denial, 

avoidance, or hope. Instead, it was a reorientation to the present, to 

taking life ‘one day at a time’ (Ibid., p. 73). As I have shown in this 

chapter, to the methadone users, their futures seemed already fixed. 

Their attempts to ‘keep going’ were a reorientation to the present 

without denying that their condition and treatment were chronic.  

 Gilang and Evi tried to obtain the stability offered by 

methadone, but the rhythm of heroin use, which they could no longer 

maintain, was replaced by another rhythm that stretched out in front 

of them. When she realised this, Evi reconsidered her options. She 

asked, ‘What’s the benefit?’ It was no longer possible for her to keep 

going, to have the energy to continue within a forever-present (see also 

Allison, 2013). She then broke with the routines that had dominated 

her life, deciding to pasang badan.  

 Her decision seems to have been founded on the three 

overlapping temporal vectors of the mood that engulfed the lives of 

the users. The mood was reflective, ongoing, and anticipatory. It was 

informed by past failures to attain stability or abstinence, current 

rhythms of methadone use, and anticipation of both of these recurring 

projected forward into the future by the notions of a ‘chronic relapsing 

disorder’ and ‘maintenance’. I once asked Dr Gita what she would say 
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to patients who left the programme, and she told me, ‘Anytime you 

think you cannot handle your craving or you use drugs again, please 

come back here. You know where your home is.’ Angela Garcia 

describes how addiction’s biomedical turn, through technologies like 

drug treatment centres and Narcotics Anonymous meetings, can ‘bury 

us beneath the weight of that which does not end’ (Garcia, 2010, p. 

79, italics in original). The methadone users were either not yet stable 

or they were stable or abstinent for now. Methadone maintenance 

treatment as endless care deepened addiction’s chronicity.  

  With a future and a past that always looped to their present, 

Evi and Gilang were stuck there. Evi was still locked into rhythms that 

she did not want to be part of, stuck in a forever-present that did not 

enable her to create meaningful frames for her daily activities. After 

Evi’s death, Gilang’s inability to look forward increased even further 

as he could not reorientate himself to look forward again. 

Most of the patients kept going, keeping their daily routines, 

finding something to do, and seeking enjoyment in the community and 

the few activities they could attend. Others developed their own 

methods of reducing their dose, and a few dropped out. For Evi, being 

stuck meant that something had to change. After her death, Gilang 

appeared to have lost the energy to keep going. Heroin, methadone, 

antidepressants, and ARV generated a seemingly endless rhythm that 

foreclosed things being otherwise. In his diary, he writes, ‘One day I 

want to stop drinking methadone, to have a normal life. It seems nice, 

relaxed, there is no burden…’ One day in the car park, Gilang told me:  

I wish to stop, to not drink methadone. Oh, I really want it. 

For sure, everyone here wishes to stop, Lex, because 

methadone makes us numb. We become just like zombies, 

Lex. […] It is like a vampire, we could say that; we do not 

live, we are not dead… 

Gilang and Evi lived in a predictable world, a forever-present. Able 

neither to continue living in this present nor to hope for change, they 

resorted to a desperate attempt to break with the ongoing sequence of 
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‘the usual’ and ‘the routine’. They thus left their predictable world for 

a different, unpredictable rhythm. 
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Conclusion 
 

 

 

In this dissertation, I have investigated what it means to live with or 

strive for a harm-reducing stability brought about by long-term 

methadone maintenance treatment within a society where drug use is 

criminalised. I argue that the stability offered by the methadone 

programme in West Java helped methadone users to keep going, but 

it also paradoxically fixed them in time and place. Methadone 

treatment provided them with an endless rhythm of treatment that 

came on top of their chronic addiction. Users felt stuck in these 

undesirable rhythms and with the prospect of their continuation. These 

rhythms maintained them in a position where they should not be; that 

is, they were considered unproductive citizens and a burden to their 

families and the nation. At the same time, when breaking with these 

rhythms, they were expected to always return to the damaging 

repetitions of heroin use. The discomfort of their daily rhythms and 

working towards a very narrow range of imaginable futures became 

exhausting to many users.  

In chapter 1, I discussed governmental discourse at the time 

of this research, which posits users as both patients and criminals. 

Government actors often used aggressive imagery in framing users as 

criminals. Conversely, they also emphasised that addiction was an 

illness and that drug users should be treated. Both framings, however, 
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invoked doomsday scenarios, and the resulting ambiguous social 

position of the ‘drug abuser’ as a ‘dangerous patient’ made it possible 

for drug use to figure in government rhetoric as almost a 

communicable disease. Such framings not only allowed the state to 

intervene, either through law enforcement or through healthcare pro-

visioning, in the lives of people who use drugs, but justified its doing 

so. For people who use drugs in Indonesia, receiving treatment 

became not only a right, but also a duty and a legal obligation. 

 Methadone maintenance treatment became available to 

Indonesian users in the 2000s. With HIV infection rates rising, it was 

implemented by the Indonesian state and international donors 

primarily as a mode of HIV prevention. In chapter 2, I argued that 

people who use methadone in West Java generally did not come to the 

clinic expecting a cure for their addiction. Often, since beginning to 

use heroin in the late 1990s, they had tried several detoxification and 

rehabilitation programmes, if not many of them; some programmes 

had proved more successful than others, but ultimately, none had 

enabled users to maintain abstinence. With the stricter enforcement of 

laws against drug trafficking, heroin’s quality and availability 

decreased while prices increased. Despite being from rather well-off 

families, the methadone users could no longer consistently continue 

their heroin use. In addition, they often had increasingly strained 

familial relations and problems with their health, such as HIV, 

hepatitis C, or opportunistic infections. The methadone programme 

was relatively cheap, legal, and had a constant supply, three things that 

were not true of heroin. With other options being unattainable or 

having failed, methadone offered a safe alternative that allowed the 

users to keep going. In the clinic’s car park, the methadone users met 

up, organised, and formed a community that provided support and 

cooperation but also access to heroin and antidepressants and the 

opportunity to share them. 

 In chapter 3, I explored how in the methadone programme, 

both addiction and treatment were understood as endless. Doctors 
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considered addiction to be a chronic relapsing disorder; that is, the 

brains of people who used drugs were permanently altered. 

Methadone tried to ward off suges, the urge to use, through continuous 

oral substitution. The goal of this substitution was, ultimately, 

‘stability’, a state of continuous administration with a stable dose that 

restored the patients’ responsibility to take action and become 

‘productive’ and ‘functional’ and remain abstinent. Since methadone 

suppresses the urge to use but cannot heal the disorder, patients were 

expected to maintain their methadone use despite the risk of failure. 

Methadone users were either chasing an ever-receding horizon of 

achieving stability and were not yet stable – or they were stable, but 

only for now, as their stability was ultimately unstable. Although 

methadone users bent the programme’s regulations and the clinic’s 

staff tried to accommodate some of their requests for more leeway, 

users often experienced the monitoring of their stability, together with 

methadone’s binding qualities, as restrictive.  

In the final chapter, I explored the effects of seemingly 

endless treatment of a chronic condition on the patients in the 

programme. I argue that the long-term experience of repetition 

through the binding qualities of heroin, methadone, and the clinic’s 

regulations, along with a lack of alternatives, for many patients led to 

a sense of ‘being stuck’. This stuckness enveloped the community like 

a mood and further entrenched methadone users’ difficulty 

envisioning a more comfortable or even a different future. The patients 

were stuck in a loop where days seemed to repeat themselves and the 

future was no longer open-ended. This made it difficult to stay 

motivated and to keep going with the treatment. In the worst cases, the 

repetition and lack of hope for a different future became too 

exhausting, and users left the programme abruptly, facing serious 

health risks and even, in some cases, death. 

In the remainder of this conclusion, I will pick up a number 

of threads that run throughout these chapters. I will reflect on three 

themes: the relationship between Indonesia’s developmental discourse 
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and stabilisation, living with the expectation of failure, and, finally, 

the importance of creating stories that include open-ended futures. 

This ethnography of a community of people who use methadone lays 

bare the difficulty of living with opioid substitution treatment when it 

extends across a seemingly endless horizon with no alternatives in 

sight.  

 

The ideal of stable patients and productive citizens 

In this dissertation, I have shown how the goal of stabilisation comes 

together with broader ideals of productivity and development in 

Indonesian society. Indonesian government officials portrayed people 

who use drugs as weak, unproductive citizens who hindered Indonesia 

in claiming its rightful place as a ‘big nation’ and endangered its 

independence. Indonesia has seen several moral panics while 

undergoing social transformations during a time of globalisation. The 

state has repeatedly framed drug use as a phenomenon rooted in 

foreign values corrupting the Indonesian population and undermining 

Indonesia’s security and prosperity, just as it has done at other 

moments with transgender and gay identities and the practice of sex 

outside of marriage by youth (Boellstorff, 2020; Samuels, 2016). 

Making drug users productive again would ensure they are ‘not a 

burden to the state and families’, as Anang Iskandar, director of the 

National Narcotics Board, claimed.80 The clinic’s goal of restoring 

heroin users to their role as functional and productive citizens fit well 

with the ideology of a productive population that is central to 

development thinking (pembangunan) in Indonesia (see Heryanto & 

Lutz, 1988; Schut, 2019).  

Methadone maintenance treatment plays an ambiguous role 

in these efforts, however. As I have shown, on the one hand, the clinic 

 
80 https://bnn.go.id/bnn-barometer-revolusi-mental/ (accessed August 9, 2022) 
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intended to restore heroin users to a state where they could become 

productive, aligning with the state’s goal of making citizens 

productive and functional. Indeed, for the state, methadone rendered 

heroin users visible. They were no longer ‘ghost-like’, but monitored 

by the clinic. They were treated for HIV, and their criminal activities 

were reduced. On the other hand, however, the state’s rhetoric focused 

on rehabilitation and recovery but never mentioned substitution 

treatment. Though methadone was tolerated and – in the beginning, at 

least – promoted in order to curb the spread of HIV, it came to be seen 

by local narcotics board and police officers as a temporary solution to 

be relied upon only until users developed the will (niat) to stop. The 

continued dependence on addictive substances sat uneasily alongside 

the goal of abstinence. Many users – and perhaps even more their 

families – thought that they would leave the programme at some point. 

Yet the methadone maintenance programme was oriented in exactly 

the opposite direction, with both the substance and regulations binding 

users to the programme for as long as possible. 

With so much alarm over the impact of substance use on 

Indonesian society, along with the difficulties they encountered in 

their own lives due to substance use, it is no wonder that many wanted 

to be liberated from the binding qualities of all these substances. Yet 

paradoxically, the return to a ‘productive’ life in the methadone 

maintenance programme was predicated on continued use of (even 

more) addictive substances (see also Bourgois, 2000). By binding 

users to continuous biomedical intervention, the goal of abstinence 

through substitution treatment ultimately became self-defeating. The 

methadone programme therefore tied users to one of the very 

substances they were supposed to (and often wanted to) rid themselves 

of. Moreover, methadone usually led to an addiction to 

antidepressants. Methadone was deemed insufficient to cover 

withdrawal symptoms and allow users to live comfortably, especially 

when building up their doses. These antidepressants formed another 

rhythm in the lives of users. If productivity and living a stable life were 
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the ultimate goals of methadone maintenance, they were ones that 

users could only reach by surrendering to a lifelong, undesired 

methadone addiction – thereby never reaching the productive 

citizenship that the programme aspired to. 

 

The expectation of failure 

The programme’s doctors firmly believed that methadone could 

improve users’ lives and make them productive again. Methadone 

users indeed indicated that they used less heroin and thus injected less 

often than they had before they entered the programme. The substance 

and the programme reduced the risk of spreading bloodborne diseases; 

reduced users’ expenses, which likely also meant they resorted less 

often to illegal means of acquiring funds; and eliminated the 

withdrawal symptoms that they otherwise would have experienced in 

the absence of heroin. In short, the programme seemed to stabilise 

some aspects of its patients’ lives by relying on methadone to prevent 

heroin relapse, which it did by cutting the ties between the body and 

its spatiosociotemporal surroundings. 

This stability, however, could never be fully reached. 

Instability was at the root of the biomedical model used by the clinic, 

and spatiosociotemporal tripwires remained underfoot; users could 

stumble over them at any time. To the doctors and nurses, it was clear 

that users could be lying about the suitability of their methadone dose 

out of a desire to feel heroin again, they could smuggle their 

methadone out of the clinic to resell it, or they could be overwhelmed 

by a sudden suges stronger than their methadone. The staff therefore 

regularly checked the urine of the methadone users, especially when 

they wanted to reduce their dosage or when a take-home dose was 

requested. In the latter case, the user’s family or an NGO outreach 

worker was made responsible for administering the dose, again 

emphasising the constant risk of diversion and illicit use that the user 
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represented in the eyes of the clinic staff and the Indonesian 

government.  

Doctors were therefore unsurprised when their patients 

relapsed. These returns to heroin were not failures of the programme, 

but part of the stabilisation process: the patients were just not stable 

yet; their bodies and minds were not ‘normal’ yet. With a higher dose 

or more time, stability would be achieved, and this would then provide 

users with the ability to better work on themselves more effectively. 

However, there was also suspicion that users may have been 

intentionally keeping their doses too low to allow themselves to feel 

the high of heroin again (see also Bourgois, 2000). Users often asked 

for a lower dose, which they felt made them less stuck than a higher 

one. Others did not dare to raise their dose, fearing that they would not 

be able to reduce it again. Many felt they had already stabilised but 

nonetheless had not managed to achieve the programme’s goals for 

them: to become productive (by finding work), functional (by 

establishing good relationships with their families and communities), 

and abstinent (by refraining from using any other addictive 

substances). 

Doctors at the methadone clinic were sensitive to patients’ 

concerns, and they allowed for some flexibility (for instance, with 

take-home doses), but they were also faced with legal restrictions and 

limited funds and staff. The clinic’s funding was mainly focused on 

HIV prevention, not on the other benefits methadone could provide,81 

and it could offer little more than methadone provisioning and some 

ad hoc counselling. Users, when stable, were themselves responsible 

for creating other paths forward. The repetitiveness and boredom they 

experienced were seen as subordinate to the clinic’s goals, as there 

 
81 This seems to be a broader issue in drug treatment. At a conference for harm reduction 

donors in the Netherlands that I attended as an intern at the Ministry of Foreign Affairs, I 

heard a former drug user exclaim: ‘They only care about us because of the threat of HIV!’ 

In Germany and in other places, rising HIV prevalence were a key factor in expanding or 

allowing methadone services (see, for instance, Bergschmidt, 2004). 
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seemed to be no viable alternatives left. The only path forward was 

continuous medical intervention through methadone dosing, which 

would increase stability until such time as a patient had sufficient 

willpower (niat).  

This focus on the ‘will’ indicates that, despite being seen as 

patients, users were still responsible for their own recovery once they 

were provided with methadone. This ambiguous role of the will was 

also clear in the government’s ‘three strikes’ approach, which offered 

users only temporary legal protection. The will remains foundational 

to many drug treatment programmes around the world, as Angela 

Garcia notes, ‘Despite the increasing reliance on metaphors of chronic 

disease, practically speaking, the motivating factor behind drug 

recovery is invariably understood in terms of personal choice or will’ 

(Garcia, 2008, p. 727). The model of addiction as a brain disorder may 

seem to subvert moral understandings of addiction by shifting the 

cause of failure to overcome addiction from unwillingness to inability 

(cf. Bergschmidt, 2004), but methadone’s purported power to restore 

physical ‘normality’ returns responsibility to the user. Failure in the 

programme, then, is only partly attributable to the inability of a 

malfunctioning brain; it is largely also due to a ‘failure to cooperate’ 

(see Stevenson, 2014). Consequently, failure to achieve the goals of 

the clinic does not lead to a reassessment of the programme, but 

instead reaffirms that failure is unavoidable, as the user is not yet ready 

or only stable for now.  

 

Living with a narrow range of future possibilities 

In an interview, an officer of the Provincial National Narcotics Board 

told me, ‘[People who use drugs] can change, right? That’s called 

being human. We can save them so that their future will not be broken 

anymore [kami bisa menyelematkan mereka supaya masa depan 
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mereka nggak rusak lagi].’82 Although this statement resonates with 

the optimistic promise of the methadone clinic’s ability to bring about 

physical ‘normalisation’ and enable users to face the issues in their 

lives, the treatment ultimately did not restore their futures. Instead, 

through the binding qualities of methadone, which required users to 

ingest a dose every day, it tied methadone users to the clinic. This 

binding was intensified by the clinic’s regulations, which emphasised 

both distrust and care by requiring that methadone intake be 

supervised and that occasional checks be performed. The inhospitable 

and unaffordable context of heroin use in Indonesia also drove users 

to the clinic. Histories of relapses to heroin both during and after 

treatments, together with an understanding of addiction as a chronic 

relapsing disorder, convinced many users that their addictions were 

inescapable and methadone would have to be taken permanently. 

Once they were in the programme, it was difficult to obtain permission 

for a reduction in dosage, to endure that reduction if it were granted, 

or to switch to an alternative form of treatment such as detoxification 

or rehabilitation. Methadone, then, reduced some of heroin’s harmful 

effects on users’ lives, and it slowed the rhythm of substance use. But 

it also further entrenched continual use. In this process, both addiction 

and treatment seemingly became endless. 

 Many of my interlocutors used methadone to keep going. In 

a way, methadone was for them what Aleksandra Bartoszko (2018, p. 

219) has called a ‘survival technology’. Bartoszko argues that in 

opioid substitution treatment in Norway, doctors and the state are 

primarily concerned with users’ survival and less so with improving 

their quality of life. This approach, which aims to limit the risk of 

overdose, may conflict with the sorts of lives users themselves 

consider worth living. Bartoszko argues that users may prefer limited 

futures with higher risks to merely continuing to survive (Ibid., p. 

220). This is a valuable insight into competing logics of care as well 

 
82 The ‘we’ here seemed to refer to Indonesian society.  



 

 

 

 

 

 

 

 

 

 

 

 

 

 

158 

as a strong plea for looking at the ‘life risks’ people are willing to 

accept. For the Indonesian state, HIV/AIDS transmission and the 

diversion of methadone were key concerns that informed many of the 

clinic’s regulations and even the substances it used. But next to these 

concerns, I have stressed the fundamental role that stabilisation plays 

in methadone maintenance treatment. Stability figures as a 

precondition for users to rebuild a ‘normal’ life. Although increased 

stability allowed users to keep going, that very same stabilising of the 

present made it difficult for them to envision futures worth living in. 

Other anthropologists have described how the loss of 

imaginable futures and meaningful frames for people who use heroin 

is informed by wider social and historical refrains. Nicholas Bartlett 

(2020) describes how long-term heroin users in China, who lived with 

an absence of hope, understood their addiction as a ‘sacrificial offering 

of the Reform era’ (Ibid., p. 71). Tying their addictions to this period 

of reform and opening was a sacrifice for a ‘greater good’, namely, the 

prosperity of others. While these narratives allowed them to form a 

shared identity and ‘give meaning to their past actions’ (Ibid., p. 72), 

they did not open up other futures. Angela Garcia (2008, 2010) sees a 

similar foreclosure of possible futures when she describes how, in 

New Mexico, the medical understanding of addiction as chronic 

deepened an existing Hispano ethos of suffering. For the Hispano 

community, intergenerational histories of land loss merged with the 

loss of people due to heroin use. Garcia describes how medical models 

based on chronicity buried people who use drugs ‘beneath the weight 

of that which does not end’ (Garcia, 2008, p. 722). 

The narrowing of imaginable futures for methadone users at 

the clinic in West Java seemed much less connected to such 

historicities than it was to the repetitions of heroin and methadone. 

This is not to say that such concerns were absent. Social expectations 

that they be self-reliant and contribute to Indonesia’s development 

made their current situation particularly uncomfortable. Moreover, 

continuously failing to fulfil such expectations, which are supposed to 
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make life meaningful, may lead to further retreat into the present. In 

Precarious Japan, Ann Allison (2013) analyses how under the 

changing conditions of the neoliberal marketplace, Japanese youth 

were no longer able to establish lifelong careers. This translated to a 

lack of economic productivity, which hindered their ability to start 

families, hitherto a central benchmark in many life trajectories. With 

the economy in decline, the future was no longer being invested in, 

and youth retreated to ‘the immediacy of now’ (Ibid., p. 83). This 

‘forever-present’ hindered their ability to orient themselves differently 

in time. With ‘normality’ always out of reach for methadone users in 

West Java, the future was increasingly abandoned. 

The narrowing of users’ futures, however, seemed to stem 

even more from the endless repetitiveness of methadone use and 

expected returns to heroin use. Repetition, as in daily methadone 

dosing, for instance, is never the recurrence of truly identical events. 

Henri Lefebvre (2004) shows in his work on rhythm analysis that 

repetition actually produces difference. He gives the example of a 

simple repetition: 1 + 1 + 1 + 1, and so on. Here, repeating the number 

1 leads to an infinity of different numbers in the sums of subsequent 

iterations (1, 2, 3, 4); furthermore, the first 1 is different from the 

second in that they occupy a different position in the order. Jarrett 

Zigon (2014, p. 451) argues that a seemingly uniform pattern of 

repetition is not necessarily conservative; it can also be understood as 

an ‘opening of possibility’. His interlocutors, long-term heroin users 

in Russia, may realise change through repetition. By doing things they 

regret again, they see opportunities to act differently. While there are 

always different ways of potentially engaging with the world, Megan 

Raschig convincingly argues that triggers, a specific kind of repetition, 

may also lead to people disengaging. She shows how, in a community 

that faced repeated homicides at the hands of the police, each instance 

became so painful that, for some people, they led to ‘world-collapsing 

exhaustion' (Raschig, 2017, p. 418; see also Garcia, 2010). Though 

my interlocutors were in methadone treatment, the repetition of both 
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their heroin and methadone use usually figured not as an opening of 

possibility but, instead, as a reminder that they were still coming to 

the methadone clinic or had again relapsed. Their exhaustion seemed 

to lie not only in previous instances, but also (and especially) in the 

expectation that the repetition would continue. The medical model of 

addiction as chronic came together with endless treatment to trap 

methadone users in the present.  

The looped orientations of people in methadone maintenance 

treatment in West Java seemed to fix them in time, feeling unable to 

change either the past or the present or future. It restricted some to 

entertaining painful subjunctive imaginations that always remained 

out of reach. Although a few managed to create their own 

detoxification programmes to find other ways forward, most worked 

to stay semangat – the state of being in high spirits. To do so, they 

worked at thinking about their futures more openly – for instance, by 

asking the rhetorical question: ‘Until when should I be here?’ Even 

while accepting the chronicity of their condition, they kept open the 

possibility of an end date. Some imagined alternative scenarios for 

their lives. Joshua, for instance, wondered what his life would have 

been like if he had made decisions similar to those of his siblings. In 

such imaginings, unlikely scenarios occasionally presented 

themselves; for instance, ‘If only I had a huge amount of heroin, I 

would leave this programme and taper off on my own.’ These 

imaginations may have kept people going when they were not 

empowered to leave the programme. 

It is important to stress here that the methadone users’ futures 

were, of course, not fixed. Unexpected things happened: people 

dropped out of the programme, were arrested, went to jail, had to move 

to a different city, and fell in love. However, these incidents did not 

seem to be part of their outlook on the future; they were things that 

happened to them. A few did actively try to bring about different 

futures, like Gilang and Evi, who suddenly terminated their treatment 

regime; Putri, who stockpiled her methadone at home to reduce the 
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dose by herself; and Joshua, who secretly smuggled his methadone out 

instead of drinking it. Though these attempts were not always 

successful in allowing them to leave the clinic, they showed 

resourcefulness and the desire for a different way of living. The 

majority of the methadone users I worked with, however, did not take 

such steps but instead ‘kept going’. 

 

These conclusions should not be read as a call to abolish methadone 

treatment. Methadone maintenance treatment provides essential care 

to vulnerable populations. Methadone may indeed allow some to find 

a comfortable way of being or to imagine other and new futures. For 

many of the methadone users in West Java, however, becoming 

‘stable’ was a way to survive, not a way to live. The rhythm of 

methadone provisioning, the clinic’s rules, and the binding qualities 

of both heroin and methadone meant that users moved according to 

seemingly endless rhythms. Under these conditions, it was difficult to 

orient themselves differently in time. I argue that instead of an opening 

up of futures, the convergence of a biomedical model emphasising 

endlessness with surveillance in a context that provided few 

alternatives limited the potential for different futures to be imagined.  

Clearly, there are no easy answers here. Long-term heroin use 

and dependence are often a continuous struggle, and the impact on 

social relations may persist long after the use has ended. We should 

reconsider the notion, widespread among both doctors and users of 

methadone, of treatment as endless or as a final option – what some 

called mentok, a dead end, or, as nurse Reza put it, ‘the end of the 

road’. Allowing users to leave the clinic is one way in which other 

futures could be imagined and potentially pursued. This could be 

achieved through leniency in regard to completing the programme, 

either by relaxing the regulations for reducing methadone dosage or, 

since reducing a methadone dose is often painful, making it easier to 

shift to assisted methadone detoxification or providing methadone as 

part of rehabilitation programmes. Helena Hansen (2006, p. 453) 
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argued that ‘health policy must accommodate multiple approaches’ to 

addiction treatment. While different forms of rehabilitation and 

detoxification are present in Indonesia, it is difficult to transfer to such 

programs from a methadone clinic. By allowing users to continue 

methadone outside of the few clinics offering it at present or by 

allowing methadone detoxification, users would be afforded more 

choice in their future treatment. Different futures could also be 

encouraged by broadening the treatment from primarily HIV 

prevention to improving the wellbeing of users by offering 

psychosocial and job support. The outcomes of living differently may 

not necessarily be positive, and a return to heroin or continuation of 

its use may reaffirm to those who have used the drug the inescapability 

of these rhythms. In this dissertation, however, I hope to have shown 

that striving for stability is an insufficient final goal of addiction care. 

Users who wish to shape their future differently should be assisted in 

finding the means to do so, despite the risk of failure. A diversification 

of the future trajectories that users can imagine would allow them to 

assign different – and perhaps more hopeful – meaning to their current 

position and actions. 
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Samenvatting 

Indonesië staat bekend om zijn strenge straffen op drugs-

gebruik, -bezit en -smokkel. De overheid ziet drugsgebruik als een 

ernstige bedreiging en zet in op een ‘drugsvrij’ land. Tegelijkertijd zijn 

er in de laatste twee decennia ook gezondheidsprogramma’s voor 

drugsgebruikers opgezet. Deze zogeheten harm reduction pro-

gramma’s proberen de schade van drugsgebruik te verminderen voor 

de gebruiker en de samenleving. Methadonprogramma’s zijn een 

vorm van harm reduction die vaak wordt ingezet om de levens van 

heroïnegebruikers te stabiliseren. Regelmatige orale toediening van 

een dosis methadon voorkomt zowel het euforische gevoel dat volgt 

op heroïnegebruik, de high, als de ontwenningsverschijnselen als 

heroïne niet meer wordt gebruikt. De methadon zelf bindt zich echter 

ook aan de gebruiker en bij een snelle beëindiging treden 

ontwenningsverschijnselen op. Het doel is dus niet zozeer om van de 

verslaving af te komen, maar zowel om HIV-transmissie te 

voorkomen als om het ongecontroleerde illegale heroïnegebruik te 

vervangen door legale methadonverstrekking onder medisch toezicht. 

 In dit proefschrift vraag ik wat het betekent om met de 

stabiliteit van methadon te leven of deze na te streven in Indonesië. 

Om inzicht te krijgen in de rol die het methadonprogramma speelde in 

de levens van huidige en voormalige heroïnegebruikers, volgde ik een 

jaar lang de dagelijkse activiteiten van mensen in behandeling bij een 

kliniek van een publiek ziekenhuis in West-Java. Dit veldwerk 

bestond uit veel tijd doorbrengen met de gebruikers, bijvoorbeeld door 

mee te gaan bij het ophalen van hun dagelijkse dosis methadon en bij 

activiteiten die voor hen werden georganiseerd door lokale ngo’s en 

gezondheidsklinieken. Tijdens deze ontmoetingen was het mogelijk 

om inzicht te krijgen in hun dagelijkse activiteiten en hoe zij 

reflecteren op het programma en hun leven. Daarnaast vroeg ik hen 

om een dagboek bij te houden waarin ze hun dagelijkse activiteiten en 
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gedachten vastlegden. Om de medische en politieke context waarin zij 

hun levens vormgeven beter te begrijpen, interviewde ik artsen, 

verpleegkundigen en medewerkers van de Nationale Narcoticacom-

missie en de Nationale Aidscommissie, de politie en ngo’s. Ten slotte 

analyseerde ik de voorlichtingsmaterialen van de kliniek, de narcotica-

wetgeving en mediaberichten over drugsgerelateerde gebeurtenissen. 

 Ik situeer de ervaringen van drugsgebruikers met het 

methadonprogramma binnen het overwegend repressieve 

Indonesische drugsbeleid. Het overheidsideaal van een ‘groot’, 

‘ontwikkeld’ en ‘onafhankelijk’ Indonesië geeft extra urgentie aan het 

drugsbeleid. Drugsgebruikers met hun vermeende improductiviteit en 

afhankelijkheid van – volgens de overheid uit het buitenland 

afkomstige – narcotica, ondermijnen dit nationale ideaal. Ze worden 

daarom als gevaarlijk gezien. Tegelijkertijd wordt in recente jaren ook 

het recht op behandeling benadrukt. De positie van de drugsgebruikers 

is hierdoor ambigue: ze zijn zowel crimineel als patiënt. De staat 

probeert deze ongemakkelijke discrepantie op te lossen middels een 

systeem van ‘verplichte registratie’ waarbij gebruikers moeten laten 

zien dat ze beter willen worden. Genezen is hierdoor niet alleen een 

recht, maar ook een plicht. 

 De patiënten van de kliniek hadden vaak meerdere 

programma’s geprobeerd voor ze uiteindelijk uitkwamen bij metha-

don. Ze begonnen hun heroïnegebruik aan het einde van de jaren ’90, 

tijdens de crisis die volgde op de val van Suharto’s Nieuwe Orde-

regime. Toen handhaving van de drugswetten na de crisis strikter 

werd, daalde de kwaliteit en beschikbaarheid van heroïne, terwijl de 

prijzen opliepen. Hoewel de gebruikers overwegend uit welvarende 

gezinnen kwamen, konden de methadongebruikers die ik ontmoette 

het heroïnegebruik niet meer volhouden. Vaak probeerden zij 

verschillende ontwennings- en rehabilitatieprogramma’s. Deze 

programma’s stelden hen niet in staat om permanent nuchter te 

blijven. Dit zorgde voor spanning in de relatie met familie. Daarnaast 

kampten zij met gezondheidsproblemen als infecties, HIV en hepatitis 
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C, en hadden zij dikwijls ernstige geldproblemen. Zij kwamen mede 

hierdoor uit bij het methadonprogramma. In tegenstelling tot heroïne, 

was methadon via het programma relatief goedkoop, legaal en altijd 

op voorraad. Daarnaast ontmoetten zij bij deelname aan het 

programma een ondersteunende gemeenschap. Het methadon-

programma stelde hen zo in staat om door te gaan met hun leven.  

 Hoewel de behandeling met methadon de aandrang tot 

heroïnegebruik zou moeten doorbreken, was er altijd een mogelijkheid 

op terugval. Daarnaast was er een risico dat de methadon zou worden 

doorverkocht aan niet-patiënten. Dit leidde tot een strikt methadon-

verstrekkingsbeleid. Zo moeten de meeste gebruikers elke dag de 

methadon in de kliniek drinken en kunnen zij alleen hun dosis omlaag 

brengen als ze aan een aantal voorwaarden voldoen, waaronder een 

negatieve drugstest en het vinden van een baan. Deze eisen waren in 

lijn met het uiteindelijke doel van de kliniek om gebruikers 

‘productief’, ‘functioneel’ en nuchter te maken. Omdat veel 

gebruikers niet aan deze voorwaarden konden voldoen of de 

ontwenningsverschijnselen bij het verlagen van de dosis te pijnlijk 

vonden – methadonontwenning duurt langer dan heroïneontwenning 

– waren zij sterk aan de kliniek gebonden. Hoewel sommige 

gebruikers zelf manieren vonden om de regels op te rekken en het 

personeel van de kliniek soms met verzoeken om aanpassing van de 

dosis instemde, ervaarden gebruikers het toezicht en de bindende 

eigenschap van methadon als zeer restrictief. Zij beschreven het 

gebrek aan vrijheid van beweging als ‘gevangenschap in de stad’. 

In mijn proefschrift benadruk ik het effect van deze restricties 

op de beleefde tijd van methadongebruikers. Ik beschrijf hoe zij dit 

ervaren als ‘vastzitten’. Dit gevoel werd versterkt door het idee van 

verslaving als chronische ziekte. Langdurig drugsgebruik zou volgens 

de artsen in de methadonkliniek het brein van de gebruiker permanent 

beschadigen. Dit kader was van grote invloed zowel op hoe drugs-

gebruikers zichzelf zagen als op hoe de kliniek hen behandelde. Zij 

zouden immers de rest van hun leven de aandrang hebben om heroïne 
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te gebruiken. Hiermee werd ook de behandeling eindeloos. Omdat het 

veel gebruikers niet lukte om de doelen van de kliniek te behalen, 

mochten zij hun dosis niet omlaag brengen. De meeste gebruikers 

werden daarom als nog niet stabiel gezien en moesten langer of meer 

methadon ontvangen om wel stabiel te worden. Ze bleven een steeds 

verder liggende horizon van stabiliteit nastreven. Zij die wel stabiel 

werden, waren dit slechts voor nu, omdat met de kans op terugval 

stabiliteit uiteindelijk altijd tijdelijk was. Met weinig reële 

alternatieven en de verwachting van eindeloze behandeling werd ook 

het ritme van de dagelijkse methadonverstrekking chronisch.  

De pogingen tot het teweegbrengen van stabiliteit versterkte 

de sfeer van ‘vastzitten’ onder methadongebruikers. Het leek hen vaak 

onmogelijk om aan de herhalingen van zowel methadongebruik als 

terugval naar heroïnegebruik te ontkomen. Zij ervaarden de tijd die 

voor hen lag als gesloten en dat maakte het zwaar om door te gaan met 

de behandeling. Sommige gebruikers probeerden toch andere 

toekomsten te forceren door methadon de kliniek uit te smokkelen en 

zelf een ontwenningsplan te volgen of door volledig met het 

programma te breken, met soms hoge risico’s voor hun gezondheid.  

Dit proefschrift laat zien dat het belangrijk is om niet alleen 

aandacht te hebben voor de beleefde tijd van de verslaving, maar ook 

van de behandeling. Het verbreden van denkbare toekomsten, zo 

beargumenteer ik, is essentieel om meer betekenis te geven aan de 

huidige omstandigheden van methadongebruikers. Het aanbieden van 

meer keuze in het behandeltraject geeft gebruikers andere middelen 

om hun toekomst vorm te geven. Dit kan bijvoorbeeld door soepelere 

regelingen om hun methadondosis te reduceren, het ondersteunen van 

methadondetoxificatie of het bieden van methadon in rehabilitatie-

programma’s. Andere toekomsten kunnen in beeld komen door een 

bredere kijk op welbevinden dan HIV-preventie, zoals het bieden van 

psychosociale hulp en ondersteuning bij het vinden van werk. Mensen 

de mogelijkheid geven het programma te verlaten is risicovol; een 

terugval naar heroïne kan leiden tot een dieper geloof in de 
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onontkoombaarheid aan het middelengebruik. Tegelijkertijd blijkt uit 

mijn onderzoek dat stabiliteit niet altijd volstaat als einddoel van 

verslavingszorg. Gebruikers moeten in staat worden gesteld hun 

toekomst anders vorm te kunnen geven zodat zij andere en misschien 

meer hoopvolle betekenissen aan hun huidige omstandigheden en 

handelingen kunnen geven. 
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Summary 

Indonesia is well-known for its severe penalties on drug use, 

possession, and smuggling. On the one hand, the government sees 

drug use as an existential threat and aims to build a ‘drug free’ nation. 

On the other, many health programmes have been set up for drug users 

in the last two decades. These so-called harm reduction programmes 

try to reduce the damage done by drug use to the user and society. 

Methadone programmes are a type of harm reduction that is often used 

to stabilise the lives of drug users. Regular oral administration of a 

methadone dose prevents both the euphoric feeling when heroin is 

consumed, the high, as well as the withdrawal symptoms that appear 

when heroin use is discontinued. Methadone, however, binds itself to 

its user as well and when the dosage is reduced withdrawal symptoms 

set in. The goal is, then, not to end addiction, but both to prevent HIV 

transmission and to supplant unsupervised illegal heroin use by legal 

methadone provisioning under medical observation. 

 In this dissertation, I ask what it means to live with or strive 

for methadone’s stability in Indonesia. To gain insight in the role that 

the methadone programme played in the lives of former and current 

heroin users, I followed the daily activities of people who were 

enrolled in a clinic at a public hospital in West Java over one year. 

This fieldwork consisted mainly of spending time with the methadone 

users, for instance by accompanying them when they picked up their 

daily methadone dose or participated in the activities that NGOs and 

health clinics organised for them. During these moments it was 

possible to gain insight in their day-to-day activities as well as their 

reflections on the programme. Furthermore, I asked them to keep a 

diary of their daily activities and thoughts. To understand better the 

medical and political context in which their lives took shape, I 

interviewed physicians, nurses, and officers of the National Narcotics 

Board, the National AIDS Committee, and the police and NGO 
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outreach workers, educators, and directors. In addition, I analysed the 

education materials of the clinic, the narcotics laws, and news items 

about drug-related events. 

 I situate the experience of drug users within the strict 

Indonesian drug policies. National imaginaries of a ‘big’, ‘developed’, 

and ‘independent’ Indonesia give urgency to these policies. This 

governmental discourse frames drug users as undermining these 

national goals by their alleged unproductivity and by their dependence 

on narcotics – which, according to the government, originate from 

outside of the country. They are seen as dangerous. At the same time, 

the rights of this group to receive treatment are emphasised. Drug 

users thus occupy an ambiguous subject position: they are both 

criminal and patient. The state tries to solve this uncomfortable 

discrepancy through a system of ‘obligatory reporting’ where users 

need to show that they want to heal. Healing, then, has become not 

only a right in Indonesia, but also an obligation and duty.  

 Most of the clinic’s patients had sought other ways to heal 

before ‘ending up’ on methadone. They started using heroin in the late 

1990s during the crisis after the fall of Suharto’s New Order regime. 

When enforcement of the narcotic laws became more strict after the 

crisis, heroin’s quality and availability to decrease while prices 

increased. Despite being from rather well-off families, the methadone 

users I met could often no longer continue their heroin use. Many tried 

several detoxification and rehabilitation programmes. None of these 

programmes had enabled users to remain permanently abstinent. This 

often resulted in increasingly strained familial relations. In addition, 

they struggled with health problems, such as HIV, Hepatitis C, and 

opportunistic infections as well as financial problems. In this situation 

they often entered the methadone programme. Contrary to heroin, 

methadone was relatively cheap, legal, and had a constant supply. 

Participation in the programme also offered them a supportive 

community of peers. In this way, the methadone programme enabled 

them to keep going. 
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 Although methadone substitution suppressed the urge to use 

heroin, relapse always remained a possibility. Moreover, there was a 

risk that methadone would be diverted to non-patients. This led to a 

strict methadone dosing policy. Most users had to drink methadone in 

the clinic every day, for instance, and could only reduce their dose by 

fulfilling several criteria, among which producing a negative drug test 

and having a job. These criteria were in line with the goals of the clinic 

to make users ‘productive’, ‘functional’, and abstinent. As many users 

could not meet these requirements or found that their withdrawal 

symptoms were too painful when methadone was reduced – 

methadone withdrawal lasts longer than heroin withdrawal – they 

were strongly bound to the clinic. Some users found ways to resist the 

regulations, however, and the clinic’s staff tried accommodating 

requests for dose adjustments. Nevertheless, users experienced the 

monitoring and binding properties of methadone as very restrictive. 

Users would describe their lack of temporal and spatial freedom as 

‘city imprisonment’.  

In this dissertation, I emphasise the effects of these 

restrictions on the temporal experience of methadone users. I describe 

how they felt ‘stuck’. This sentiment was exacerbated by the notion 

that addiction was a chronic disease. Continuous drug use, according 

to the doctors at the clinic, permanently damaged the brain of the user. 

This framework shaped how drug users saw themselves and how the 

clinic treated them. Once users were addicted, it was expected that 

their inclination to use heroin would always remain. Treatment 

therefore became endless. Because many users were unsuccessful in 

fulfilling the expectations of the clinic, they could not reduce their 

dose. Most users were considered not yet stable and had to keep taking 

methadone to become stable. They were often chasing an ever-

receding horizon of achieving stability. Those who had become stable, 

only were so for now, as their stability was ultimately unstable. With 

few alternatives and an expectation that treatment would be endless, 

the rhythm of daily methadone substitution became chronic. 
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The attempts to bring about stability entrenched the mood of 

‘being stuck’ among methadone users. It often seemed impossible to 

them to escape both the repetitions of methadone use as well as the 

relapses to heroin use. They experienced the time before them as 

foreclosed and this made it harder to continue their treatment. Some 

users tried to force a different future by smuggling methadone out of 

the clinic and devising their own detoxification programmes or by 

breaking with the programme completely, sometimes at high risks for 

their health. 

 This dissertation shows that it is important to not only pay 

attention to the temporality of addiction, but also of treatment. I argue 

that widening the array of futures that are imaginable to methadone 

users, helps to give meaning to their current situation. Offering more 

choice in the treatment trajectory provides users with other means to 

shape their future. This could be done for example by relaxing the 

methadone dosage policy, supporting methadone detoxification, and 

providing methadone in rehabilitation programmes. Other futures 

come into view by a wider understanding of wellbeing than HIV 

prevention, like providing psychosocial care and job support. 

Providing people with more opportunities to leave the programme is 

risky; a relapse to heroin may lead to a further deepening of the 

apparent inescapability of substance use. Stability, however, is an 

insufficient goal for addiction care. Users should be enabled to shape 

their futures so they can assign different, and perhaps more hopeful, 

meaning to their current position and actions. 

 

 

 

 


