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Chapter 2 Methadone maintenance in the Netherlands on the  
threshold of a new era: the collapse of a nursing practice5 

 
 
It is a cold Monday morning. At the side entrance of an old villa about 35 men and women are 
shivering as they queue up outside. At 9.30 precisely the door opens. A nurse lets them into the 
methadone maintenance clinic (because that is what it is). The group hardly fits into the small 
and dreary room. In one corner a door leads to the rest of the building, in the other one there 
is a toilet. Two nurses are working in a tiny, partitioned off and inefficiently furnished space. 
At the window of a counter they are pouring methadone into plastic cups, some with a label 
and lid. The patients drink their methadone at the counter; some are given methadone to take 
away. Once in a while the nurses take someone aside in the working space; meanwhile people 
are entering and leaving the room all the time. Occasionally a patient starts up a conversation 
at the counter. A man is softly telling the nurse about the AIDS test he had done, while the 
other people look the other way to give them a semblance of privacy. At noon the two nurses 
have helped 74 patients in two methadone maintenance treatment programs, one for daily 
patients and one for those who come to collect their methadone three times a week. 
 
2.1 Introduction 
In the Netherlands methadone has been dispensed to heroin addicts for over thirty years now, 
initially in so-called detox programs. The idea was that providing methadone would lead to 
addicts kicking their habit. However, as this hardly ever happened in practice, the switch was 
increasingly made to maintenance treatment. In this way, the emphasis could be placed on 
stabilizing drug use, decreasing dependence on the drug scene and limiting health risks 
(‘damage control’ or ‘harm redusction’). Methadone dispensing thus became a component of 
the policy to combat the nuisance caused by addicts. Nurses did the work; after a doctor had 
determined the methadone dose, his involvement was minimal. Other social workers lost 
interest in these patients, who themselves seemed interested in little else than their dope. The 
management of addiction centres placed dispensing of methadone in a marginalized position, 
often giving it a separate entrance as well. In this article we will explain the causes and results 
of this course of action. 
 
2.2 Methadone dispensing in the Netherlands 
Methadone is a synthetic opiate that falls under the list of drugs with an unacceptable risk in 
the Dutch Opium Act (Ministries of Health, Welfare and Sport/Justice/Foreign Affairs, 1995). 
Methadone is taken orally, usually in a liquid form, sometimes in 5 mg tablets. Methadone 
takes away the symptoms ensuing from heroin withdrawal, but rarely results in a high or 
‘kick’, if at all. Methadone has the practical advantage that its half-life is considerably longer 
that that of heroin (approx. 24 and 6 hours, respectively) and that it can be prescribed legally. 
Then again, methadone is also an addictive substance, placing users in a position of 
dependence. Furthermore, its use is as stigmatizing as heroin use.  
Dispensing methadone serves multiple purposes: detoxification, damage control, palliation 
(alleviating the suffering resulting from chronic heroin use) and reducing crime and nuisance 
to society (Van de Wijngaart, 1989 and 1991; Minjon, 1994; Gezondheidsraad, 2002). 
 

                                                            
5 This chapter is published in Dutch as an article in Maandblad Geestelijke volksgezondheid 
(Mental Health magazine) in 2003 (no. 12, pages 1111-1123). 
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When dispensing methadone a nurse talks to a woman of about 45 years old. She turns out to 
have incurable lung cancer. Her chemotherapy will start in two days. The woman has no 
friends or family that can help her and her addicted husband at home. The nurse would like to 
spend more time with her, but others are waiting in line. She gives the woman her methadone 
and a cup of coffee and says they can talk further in an hour. The woman quietly walks into 
the day centre to drink her coffee. 
 
A few years after Dole and Nyswander had introduced methadone as a substitute treatment for 
heroin addiction in New York (Dole & Nyswander, 1965), methadone was also prescribed in 
the Netherlands (Schreuder & Broex, 1998). It was considered the answer to the heroin 
epidemic in the early 1970s. Currently, about 12,500 of the approx. 29,000 heroin addicts in 
the Netherlands receive methadone in outpatient maintenance treatment programs 
(Gezondheidsraad, 2002; Hendriks, van de Brink, Blanken  & van Ree, 2000 en 2001; LADIS, 
2003). Through this kind of care, a considerable number of the chronic addicts is reached. 
This means that of all European countries, the Netherlands has the largest visible user 
population (Farell, Verster, Davoli, Nilson & Merino, 2000).  
The majority of the patients have multiple, strongly interwoven problems in various areas of 
life and as a result find themselves in social isolation (Walburg, Czyzewski, Ruth, van Kuijf, 
Rutten & Stollenga, 1998). In addition to their addiction many have to contend with anxiety 
disorders, depression, amnesia, uncontrolled aggression, psychoses or other personality 
disorders (Driessen, 1992; Limbeek, Buster & van de Brink, 1992; Schrijvers, Abbenhuis & 
van de Goor, 1997; Eland-Goossensen, van der Goor & Garretsen, 1997; Gezondheidsraad, 
2002). In 2002 the National Health Council concludes: ‘…they are often very ill patients who 
only have a limited time to live. Their suffering can manifest itself in both somatic (serious 
chronic infections, COPD, AIDS, inadequate self care) and psychological areas (psychosis, 
depression); frequently a combination can be observed. Often their social circumstances are 
nothing short of miserable (homeless, isolated, debts, frequently in prison)…’ (p.76).  
Due to these additional problems heroin addicts with chronic psychiatric problems are making 
an increasing demand on outpatient care (van Alem & Mol, 2001). The Netherlands has 22 
addiction centres which together manage 85 outpatient methadone maintenance clinics/buses 
(Loth & Huson, 1997; Loth & van de Wijngaart, 1997; Loth 1998a; Loth 1998b; van der Wilt 
et al. 2000).  
 
In Amsterdam, the area health authority (GGD) organizes the outpatient methadone 
maintenance treatment. In some cities methadone is prescribed by family doctors (sometimes 
by specialists) and dispensed by pharmacies (van Alem et al., 2001). Usually it is dispensed by 
nurses and in some addiction centres also by socio-psychiatric nurses (SPV-ers) or nursing 
auxiliaries. Variables such as the dose and the number of times it is dispensed per week are 
not laid down in protocols and vary significantly per centre (Driessen, 1990; 
Gezondheidsraad, 2002). Over half of the patients that take methadone receive a dose between 
25 and 55 mg (LADIS, 2003) but on a limited scale high doses are dispensed as well (e.g. 90 
or 100 mg). Most outpatient methadone maintenance clinics (MMT clinics) have between 80 
and 120 patients each week. The number of actual contacts however is many times higher as 
patients come by several times per week for their methadone. The majority of the addiction 
centres dispense methadone three times per week, on Mondays, Wednesdays and Fridays 
(Loth, 1998a). Some addiction centres dispense methadone every day (except on Sundays). 
How often patients have to come to get their methadone depends on their other drug use and 
daytime activities. Sometimes there are special arrangements for patients who have a job or 
want to go on vacation (Loth, 1998b). There are considerable differences between regional 
centres and those in big cities with regard to the organization and running of the methadone 
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dispensing service, partly due to differences in patient populations. The big cities have more 
ill and chronic addicts whereas the MMT clinics have to deal with more aggression and crises.  
 
2.3 Dual objective 
Over the years the objectives of methadone distribution have shifted. Initially the distribution 
programs were set up to help individual drug addicts during detoxification and to limit the 
damage of drug use. In the course of the years these programs were increasingly considered a 
means to contain the troublesome and criminal behaviour of patients. Methadone distribution 
was thus given the dual objective of providing help and reducing nuisance. Hubert & 
Noorlander (1987) call this the schism in the dispensing practice. Earlier Jongsma (1981) 
discussed ‘the confusion around methadone,’ which he explained as follows: ‘For doctors 
methadone is a familiar routine and a compensation for powerlessness. For laymen it is a 
‘medicine’, for politicians it is a means to show that something is being done about a growing 
problem, for healthcare workers it is a magical means to build rapport, and for the user it is a 
safety and trade object’ (p. 115). 
 
2.4 Insufficient financing 
The scope of the financing and the way in which financing is regulated clearly show this dual 
objective. Almost everywhere methadone dispensing is part of the outpatient addictions care, 
which was previously paid from a government grant. In the late 1980s a decentralization of 
government funding took place, giving the local authorities a great say in how it was spent 
(Schreuder et al., 1998). The objective of methadone maintenance as an aspect of healthcare 
was thus placed second to that of reducing societal nuisance.  
Some years ago the Dutch Council for Public Health and Healthcare (RVZ/RMO, 1999) 
already proposed changes in the complex flow of funds. The individual aspects of the 
outpatient care, such as treatment, supervision, rehabilitation, and dispensing medicines, 
should be financed from the AWBZ (Exceptional Medical Expenses Act). Collective 
activities, such as prevention and field work, should be financed via the local authorities. 
Such changes are in keeping with the growing awareness that addiction should be considered a 
(chronic) disease which requires medical (pharmacological and nursing) interventions (Ter 
Haar, 2000; van Brussel, 2003). However, the proposed changes have not been implemented 
yet.  
Apart from the way in which funding is regulated, we can state that its scope is absolutely 
insufficient. The way in which the required staff resources are calculated, according to the 
HHM method (Drouven & de Lange 1999) which is used almost everywhere, clearly 
demonstrates this. According to Drouven et al. (1999), who developed this method, 
methadone can be dispensed to 14 patients per hour. With a 1:5 ratio between doctor and nurse 
this comes down to less than four minutes nursing care and less than one minute medical care. 
It means that on a given morning two nurses can hand out cups of methadone to 90 patients in 
just under three hours. However, there is no time left at all for more in-depth questions on how 
things are or for providing comfort. This is also due to the fact that the calculation method 
does not take into account the care given at the dispensing window. Drouven et al. (1999) state 
that methadone dispensing implies that a nurse only hands out methadone doses and 
exchanges used syringes (p. 18).  
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2.5 Limited tasks 
‘There I saw nurses who were rude to colleagues and addicted patients. They no longer 
seemed to feel that they were professionals. I also noticed that they had to work in a dirty and 
rundown building which hardly offered any facilities to enable them to build a rapport with 
patients. The building was a chaos and so was their working method.’ (Observation of a nurse 
trainer). 
 
The Dutch Health Council (2002) considers the prescription of methadone a medical 
intervention. The handing out (dispensing) of methadone however is chiefly a nursing task 
(McCloskey & Bulechek, 2001, p. 510). It is inextricably bound up with a series of other 
nursing interventions, such as keeping records of the effects of the methadone dose. Or giving 
injections, such as contraceptive injections or depot antipsychotics, but also taking urine 
samples for analysis. Dressing and checking syringe abscesses, stab wounds or other wounds 
addicts may get on the street. Checking vital signs upon the first registration for methadone, or 
in patients who end up in the outpatient clinic in acute life-threatening situations. And testing 
women for pregnancy who prostitute themselves on the street to make money for drugs. It also 
involves stimulating them to have a tuberculosis test done or get a hepatitis vaccination. 
Furthermore, the nurse gives advice and information about hygiene, safe injecting practices, 
use of condoms, diet and the like. 
However, the dispensing itself takes up almost all of the time. Not so much the actual 
dispensing, but talking about the doses and collecting times, the consequences of ‘dirty’ urine 
and such. In spite of the objective that it only concerns maintenance, patients are set all kinds 
of conditions that need to be renegotiated all the time. Making agreements about giving 
methadone ‘to take away’ in particular leads to recurrent palavering and bargaining. Nursing 
care requires good communicative skills, such as setting boundaries, having motivating talks, 
and smoothly dealing with people who are under the influence or have mood and contact 
disorders. How difficult this can be, is illustrated by the following practical situation:  
 
‘When dispensing methadone one of the nurses is called to the phone; her colleague continues 
working. A 36-year-old woman walks in. She looks very unkempt and gives the impression of 
being very much under the influence. Her speech is slurred and she does not finish her 
sentences. She is unsteady on her feet, but she does not smell of alcohol. The nurses know her 
and know she regularly has (borderline) psychotic episodes. In a high voice she immediately 
asks for her methadone, but it is not her turn yet. She flies into a rage and runs into the 
building. She demands her methadone, starts pounding on the glass door and uses threatening 
language. The nurse tells her to wait for a little bit. The patient gets angrier, bangs on the 
door and yells. Eventually the other nurse puts down the telephone and goes outside to speak 
to her.’ (Observation notes of Ch. Loth). 
 
At the dispensing counter the nurse obviously has to deal with cries of help from the patients. 
But this leads to what could be called ‘cram care’ , i.e. care that is crammed into a limited 
amount of time so that treatment cannot be properly started or finished. It also concerns 
requests for help that could be provided by others, such as home care institutes, but often help 
is not given because the patient lacks social skills and is seen as difficult; reason enough for 
regular institutes to refuse him/her. Almost all addition centres have special outreach care and 
safety net projects for patients who cause trouble, but they are usually organized separately 
from MMT clinics and are carried out by other care workers.  
Often patients have to be referred, whereas the expertise is present on site. It means that 
patients do not end up with the right care worker, leading to poorly integrated care. ‘Cram 
care’ leads to neglect of physical and psychiatric problems (Loth & Spexgoor, 2000). In ‘cram 
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care’ contacts, the privacy of patients cannot be properly guaranteed. Research shows that 
patients are not content either and that much needs to be improved in how they are treated and 
in providing tailor-made care (Verbraeck & van de Wijngaart, 1989; Driessen 1990; 1992; 
1999; Driessen et al., 1993; Jongerius et al., 1994; Eland-Goossensen et al., 1997; Lilly, 
Quirk, Rhodes & Stimson, 1999).  
The lack of psycho-social care is even more poignant as in the past few years the problems in 
this group of patients have become worse (Gezondheidsraad, 2002). An significant proportion 
of the population of heroin addicts consists of older, chronic psychiatric patients. They require 
more and more intensive care. For many of them, routed and ousted elsewhere, the contact 
with the MMT clinic is the only way to receive a semblance of (psycho-social) help. However, 
centres are not geared towards providing care services and limit themselves to activities that 
fall under the ‘extended arm’ of the physician (Loth & van de Wijngaart 1997; Loth 1998a). 
When recruiting new staff they make no secret of the extreme limitations in job 
responsibilities, as shown by the text of an employment advertisement of a large addiction 
centre in the west of the Netherlands: ‘Nurse. Tasks: preparing methadone for dispensing, the 
dispensing itself and all related administrative duties. Minimum education: psychiatric nurse 
or pharmacist's assistant.’ (De Volkskrant, 7 September 2002). Due to such tasks as ‘being a 
dispenser’ it may come as no surprise that the image of nurses in the outpatient addictions care 
is rather negative, both within and outside the professional field. For good reason they have a 
nickname: ‘tap gal’.  
 
Gradually the autonomy of the nursing profession has disappeared from the outpatient 
addictions care, i.e. the individual character of the profession, the expertise all nurses are 
proud of, and the own decision-making power according to the Dutch Individual Health Care 
Professions Act (BIG). Autonomy in the execution of one’s professional duties means that 
centres enable professionals to put into practice as well as possible what they have learned 
during their training. Professional autonomy also means that nurses see to the organization of 
the daily work themselves. In fact, it means nothing less than guaranteeing a good product (De 
Jonge, Janssen & Landeweerd, 1994a; De Jonge et al., 1994b; Pool, 1995)  
 
2.6 Neglect of buildings and furnishings 
As a result of the problems in calculating the resources needed and the inadequate funding 
structure the furnishing of the clinics is lagging behind the standards of modern health care. 
The majority of the MMT clinics are housed in half derelict buildings, the furnishings usually 
dating from the 1970s and 80s. Or they are housed in converted and draughty city buses that 
are hardly acceptable.  
 
When entering the clinic, you immediately smell that the place is never properly cleaned. The 
an unpleasant odour from the drains is pervading the whole building. There are stain marks 
on the ceiling caused by water leakage. The room in which the nurses have to carry out their 
technical procedures has insufficient storage space and is very cluttered. There is no way a 
physically disabled person could get through (Field work notes of Ch. Loth) 
 
At managerial level as well facilities often leave much to be desired. Frequently coordination 
and supervision are limited and there is hardly any opportunity for continuing education or 
refresher courses. In many MMT clinics patients have no say and contracts in conformity with 
the Dutch Medical Treatment Contract Act (WGBO) are not drawn up. Patient file 
documentation often does not meet the modern quality criteria. The care protocols, which 
should include the dispensing of medication, are usually not written down. Patient files do 
neither contain a proper case history nor nursing, medical and psychiatric diagnoses based on 
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it. Few clinics, if any, have a schedule for interventions that can be evaluated and would make 
it possible to discuss progress.  
 
2.7 Conclusions and recommendations 
Due to the dual objective of methadone dispensing -health care and nuisance control- and their 
disproportionate funding, addiction centres and staff cannot offer the care and supervision that 
is needed. In addition, buildings and furnishings have been neglected, both materially and 
managerially. In the past twenty years this has led to a downward spiral, to a collapse in the 
services. Methadone provision can be considered from a medical, social and political point of 
view, all of which are justifiable. However, in practice they are insufficiently integrated. As a 
result of the current policy professionals working in methadone clinics have two roles to fulfil: 
social worker and nuisance control. Gradually the emphasis has shifted rather much to the 
latter, an area for which they are not trained.  
The nurses hired to dispense the methadone are trained as professional care providers and as 
such attend to the care demands of clients ensuing from their total condition at that moment in 
time. The current organization of the methadone dispensing and facilities offer nurses 
insufficient room to practice their profession. It conflicts with the way in which an 
autonomous nurse views her profession and in particular with the needs of the patients who 
are given the medication. In this day and age it is not acceptable to expect a large group of 
marginalized people, who have no say in the matter, to come and get their medication at times 
that may not be convenient for them, and then have no time to pay them the attention they 
need. 
Obviously there are also good MMT clinics in the Netherlands. Not all have deteriorated to 
the same extent. Some have already been improved as methadone dispensing also profits from 
the changes that have taken place in the addictions care in the past few years, e.g. in the 
framework of the Dutch policy program called ‘Scoring results’. All the same, the practice of 
methadone dispensing in the Netherlands is open to criticism. The addictions care should 
make clear choices and bear the consequences. Nuisance control and healthcare can humanely 
go together, but the latter should have priority. Particularly as better health leads to more 
autonomy in physical and psycho-social respect and therefore eventually to less nuisance. The 
MMT clinic must become a front door again instead of a quick transit point. Dispensing 
medication should again be part of the entire nursing care. To achieve this the nursing 
profession needs a broader range of duties and a corresponding number of working hours. The 
centre in which the clinic is housed must create the proper preconditions, i.e. a well-
communicated vision on addiction and addictions care, and support it. It must enable 
continuing education and refresher courses. Nurses must make better use of their professional 
role and incorporate more critical reflection in their work so that their autonomy as 
professionals remains safeguarded and the patient’s autonomy will become the focal point.  
In the area of funding an accelerated switch must be made to funding via the AWBZ and the 
regional care centres. Since the amendment of this act in 1998, methadone dispensing 
(handing out medication) could be viewed as outpatient ‘services and prevention’ contacts and 
all other care and supervision as outpatient ‘supervision contacts’. This means that normative 
guidelines should be developed for the outpatient addictions nurse and the addictions medical 
care. 


