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Chapter 3 Research methodology: participative action research and  
quasi experimental evaluation 

 
 
3.1 Introduction 
To go from ‘cram care’ to ‘professional care’ or, in other words, from dispensing methadone 
to methadone maintenance treatment, a local practice-driven and quasi experimental 
evaluation study was carried out, occasioned by a question of the centre as bottlenecks were 
observed in the daily practice. Initially the nursing discipline's role and part in this were vague, 
as were the centre’s, and the centre asked us to explore the situation. After a first visit and a 
number of talks followed by a few months of working along in the daily practice, the decision 
was taken to undertake further scientific analysis. The related research questions came from 
the daily practice, so the answers had to be found in that same environment. The decision was 
taken to carry out a practice-driven and quasi experimental evaluation study (Landsheer, ’t 
Hart, De Goede & van Dijk, 2003). 
The research took place in one centre and in a complex situation. Much was unknown; cause 
and effect were still hard to set apart. It soon turned out that the nurses -as the ones who 
carried out the work in practice- were badly needed as ‘change agents’ to improve the quality 
of care in the daily contacts with, in this case, addicted patients. They could immediately 
combine the necessary knowledge of the patient group based on their work experience with 
their knowledge of innovations that in their opinion were essential. However, due to the 
collapse of the daily practice their knowledge had faded away, or in other words, the nurses 
were no longer able to adequately use this knowledge. Knowledge development and 
empowerment of the team members proved essential, not only to be able to make a thorough 
analysis, but also to realize the quality improvement by means of innovations. These 
innovations had to be high quality with regard to content as well as immediately applicable in 
practice. Initially the nurses who participated in the research had little professional autonomy. 
They had lost it during the process of collapse of the daily practice; they had let it slide. From 
the beginning, the research assumption was that if they would develop knowledge and could 
motivate themselves to actively participate in the change process, the autonomy in their 
profession could be regained.  
In other words, expanding their margin for manoeuvre by means of knowledge development. 
This is why participative action research (PAR) was opted for within the practice-driven 
study. Step by step, on the basis of bottleneck analysis, carefully trying out innovations, and 
their evaluation, the following research question was answered:  

Is it possible with the use of participative action research to increase the professional 
knowledge of nurses working at methadone clinics by means of critical reflection on 
their own actions and arrive at self-developed innovations in the care practice?  

A change process was needed to clarify the influencing factors of the experienced bottlenecks 
and thinking up solutions for them. The nursing discipline had to start working differently than 
before and the centre had to set up care processes in a different way and provide the 
preconditions. This process is described in chapter 4. The identified bottlenecks and the 
related innovations are the results of two data sources much used within participative action 
research, i.e. the nurses' reflection meetings and the patient interviews. These findings are 
described in chapter 5.  
Subsequently an evaluation was carried out within the same study, a naturalistic follow-up 
(Bouter, van Dongen en Zielhuis, 2005; Hutjes & van Buuren, 1996) within which a quasi-
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experimental design was followed as much as possible in order to be able to assess the 
innovations for their effect6. The research question was: 

Does the implementation of innovations lead to changes in the care provided by 
nurses at methadone clinics? 

The workers were given all the space they needed to develop knowledge themselves about 
their daily work, the bottlenecks they experienced, feasible solutions, and the impact of these 
innovations. Chapter 6 describes the results.  
 
At the end of this participative local research project the outcome were translated into a 
national guideline. The following research question was answered: 

Are there signs of improvement of clinical practice in methadone maintenance 
treatment elsewhere in the Netherlands after and due to the local participative action 
research? 

This process is described in chapter 7. 
 
3.2 Participating centre and research population 
Early 2000 the research started with an assignment for the researcher to make an analysis of 
the existing problems in one centre and its two MMT clinics. In meetings with the 
management these problems were described as complex, such as high absenteeism, many 
incidents of aggression at the counter, and nursing teams that did not seem to enjoy their work. 
The total research took place at two MMT clinics, also called dispensing units.  
The Netherlands have 22 addiction centres, 18 of which have facilities for outpatient 
methadone maintenance treatment. Furthermore, the area health authority (GG&GD) in 
Amsterdam is a large institute that coordinates the major part of methadone dispensing in the 
city itself from so-called outposts, in addition to a number of family doctors and a MMT clinic 
of the local addiction centre (Loth, Schippers, ’t Hart & van de Wijngaart, 2003: Loth et al., 
2007). The centres employ nurses to dispense the medication. It proved to be very difficult to 
obtain a valid picture of all nurses. An estimated 250 nurses from the approx. 83 MMT clinics 
(including the nurses with the GG&GD Amsterdam) are responsible for the care of chronic 
heroin addicts (Loth et al, 2003). 
The research group (Bouter et al., 2005) consisted of two MMT clinics that participated in the 
research. They are located in the east of the country and are both part of the same addiction 
centre. 
 
Approximately 800 heroin users live in the east of the Netherlands (about 300 of them are in 
reach of methadone treatment provided by three outpatient clinics). In this region all 
methadone maintenance treatment is delivered by one centre (in total 7 MMT clinics). Two of 
the three regional MMT clinics participated in the study. The third clinic (35 patients and one 
part-time nurse) could not be included as it opened halfway through the study. Clinic ‘one’ is 
situated in a town with 152,000 inhabitants in an industrial area. About 150 heroin users 
obtain their daily methadone in this clinic, staffed by five part-time nurses. Clinic ‘two’ is 
situated in a town with 72,000 inhabitants, in the rural part of the region. About 100 heroin 
users get their methadone in this clinic, where three nurses work part-time. The methadone is 
administered in oral doses and differs only on ‘home methadone’ days. Both clinics deal with 
chronic heroin users, most with severe co morbidity problems such as psychiatric disorders 
and somatic illnesses (Loth et al. 2003). 
The research units (target population according to Baarda & de Goede, 1995) to which the 
research questions related consisted of these two projects. They employed a total of 8 nurses, 
                                                            
6 Please refer to chapter 6 for a detailed description and further details of the research design. 
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all working part-time: five in project 1 and three in project 2. All nurses had several years of 
work experience after their basic training, in hospitals, homecare or institutes for mental health 
care (GGZ). Both projects had one nurse with over ten years of work experience in the 
addiction care.  
An important question is to what extent both MMT clinics are a reflection of all clinics of the 
centre and other MMT clinics in the country, and to what extent the nurses of both nursing 
teams are a reflection of the total number of nurses working in the outpatient addiction care in 
the Netherlands. Its answer is of importance to the generalization of the content and the 
transferability and scope of the findings (Morse & Field, 1996; Landsheer et al., 2003; Boeije, 
2005). 
Two MMT clinics of the centre where the research took place were involved in the study. One 
clinic (project one) has a ‘big city problem’, meaning a large population of chronic drug users 
who have severe problems in their daily life due to their drug use and the attendant way of life 
(Wolf, Mensink, van der Lubbe & Planije, 2002; van den Brink, Hendriks, Blanken, Koeter, 
van Zwieten & van Ree, 2003). The other clinic (project two) had an important regional 
function, such a clinic is situated in small city and draws patients from a large region around 
this city, from villages and hamlets. These client centred problems are as severe as those of the 
patients in the big city; they differ only in number and clustering. Both kinds of projects are 
present in the studied centre (three of the seven MMT clinics have a big city problem and the 
other four have a regional function). This situation is no different in the rest of the country. 
The report of the Netherlands Health Care Inspectorate confirms this (IGZ, 2005). All MMT 
clinics employ nurses that are comparable to those of both research projects with regard to 
training and work experience. 
The centre is one of the addiction centres in the Netherlands and had the same problems as 
other centres: merger processes, a growing organization, and difficulty in finding medical 
professionals who are well trained in addiction nursing. As a result of continuous mergers 
most addiction centres have grown into large centres that often cover an entire region. The 
structure and culture of these centres are often still in a process of change or have just went 
through a similar turbulent stage.  
 
The initial situation and the reasons for the study are however similar to those of other 
addiction centres, as is shown by the report of the Netherlands Health Care Inspectorate (IGZ). 
In many centres the care for chronic drug addicts and its organization were found lacking on 
the same points (IGZ, 2005). 
A main cause proved to be the financing of the care, namely through the Welfare Act and the 
central municipalities. Until the end of 2004 the policy was aimed at nuisance control and not 
at adequate medical care and counselling (Loth et al., 2003; Loth et al., 2006). 
 
Consent 
As mentioned before, the study started with the assignment to conduct a further analysis. 
However, when it became clear that this analysis and finding solutions would require more 
time and in-depth study, a research plan was submitted to the centre’s scientific committee, 
which granted permission for the research. Special attention was paid to the design and 
execution of the patient-oriented part of the research, in particular to the steps required to 
arrive at informed consent. The research design was discussed and formulated together with 
both teams. 
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3.3 Practice-driven research: participative action research7 
The answers to our research questions directly involved the daily practice of two MMT 
clinics. The objectives were to break out of the degenerated situation and subsequently 
determine if this had had any effect. The best research design for such objectives is a practice-
driven design. Researchers in practice-driven research projects try to answer questions that 
arise in daily practice. Such situations can have very diverse characteristics which in turn 
influence the research options (Landsheer et al. 2003). Answers must be found in that same 
daily practice to often complex questions that have several perspectives, this means that 
various characteristics have to be measured. However, small-scale local research carried out in 
daily practice makes it possible to carry out thorough and in-depth analyses. The researcher 
can consider the issues from various points of view and visions, innovations can be 
immediately tested in a situation that enables adjustments after evaluation. The answers to the 
research questions lead to concrete decisions for the bottlenecks in daily practice. Outcome of 
practice-driven research can also be translated to other comparable situations, in our case 
MMT clinics, if during the local research sufficient methodological measures are taken 
(Landsheer et al., 2003). In the local MMT change project one of the aims was to disseminate 
the outcomes. 
Practice-driven research can be distinguished from practice-directed research and from 
practice-acting based on experiences. The first is applied research and aimed at testing 
theoretical insights into practice. The latter is not research and aims at finding solutions for 
specific practical situations without evaluation (Landsheer et al., 2003). The MMT research 
did not aim at only finding solutions for the local problems and because of the fact that 
solutions could not be found in existing literature the project aimed at finding these solutions 
in the existing practice grounded in theory and as much based on evidenced as possible. 
 
The focus lay on the nurses, who had an active role, and their activities. The project had to 
choose a specific suitable design within the practice-driven paradigm. Research, act and 
change simultaneously leads to an participative action research design (Hart & Bond, 1999). 
The latter is a research method focused on an iterative search for solutions to bottlenecks 
encountered in daily practice. The data collection, the data analysis, and taking action on the 
basis of the results follow each other in a cycle to provide a basis for the results. Grundy 
(1982, page 28) says about this: ‘It is through the development of action-oriented critique that 
the mediation of theory and practice is possible’. And on page 29: ‘Knowledge personalized in 
this way can empower the individual to act because it brings with it responsibility, since it is 
now 'owned'. 
The fact that nurses should participated both in the research and in the acting leads to a 
participated action research design (Heron & Reason, 2001). Heron describes this form of 
research as follows (1998, page 19): ‘It is a form of participative person-centred inquiry which 
does research with people not on them or about them. It breaks down the old paradigm 
separation between the roles of researcher and subject’. 
 
The chosen method participative action research, makes a connection between the individual 
participants and the organization in which they live/work, whether it is facilitative or not 
(Reason & Bradbury, 2001). The starting point is that not only the participant should change, 
but the system as well (van Dijkum, 1981; Hoogwerf, 2002; Landsheer et al., 2003). An 
important objective of this type of action research therefore is the emancipation of the 
participants. According to Coenen (1989), Boog, Van der Meer & Polstra (2001), Boog (2002) 
                                                            
7 Please refer to chapter 4 for a description of the local situation, the participants, and the 
ethical considerations. 
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& Heron (1998) the starting point of emancipation and awareness is that people start to strive 
for equality. Boog (2000 and 2001) calls this ‘joint action’ and ‘joint reflection’, indicating 
that participants and the researcher are equal partners in the research. Elements in the research 
process include (Heron, 1998): 

• participants and the researcher must try to discover the causes and foundations of the 
unequal balance of power and the search process must be supported by those who 
directly experience the inequality and have the least power, 

• then they should not only find that problems and inequality exist, but they should also 
start looking for solutions. 

Participative action research stems from the radical democratic paradigm and from the critical 
theory (Heron, 1998). Understanding the actors/ participants in their daily living environment 
is a central given, but the difference with theories such as the G.T., Grounded Theory (Strauss, 
1987) is how this ‘understanding’ is worked out. Within action research, ‘understanding’ has a 
radical democratic angle, which stems from the philosophies of Freire (1970 and 1972) and 
Lewin (1951) and focuses on two concepts. Namely equal communication, here emancipation 
is of importance. And secondly everyday life where increasing the acting space is put first. In 
this respect the participation of a researcher in action research differs from that of GT 
researcher: participation is actively aimed at change/improvement, it has an emancipatory 
character.  
 
3.3.1 Research and change stages 
Action research involve a complex research situation that cannot entirely be assessed 
beforehand, as the route is determined by the nature of the practical problem and not by the 
nature of the research. Three cycles run parallel: a change cycle, a learning cycle, and a 
research cycle (Boog, 1996; Van Dijk, De Goede, ’t Hart & Teunissen, 1995; Hart & Bond, 
1995, 1996a, 1996b and 1999; Loth, Meijer & de Jong, 2002). Data are collected on the actual 
situation and the change process. Lewin (1951) states that the following steps are important in 
the iterative and spiral search process: in the first step a general idea and objective with a 
design are formulated, followed by research into the ideas in relation to the means that must 
make the objective feasible.  
Then an overall plan must be formulated how to realize the objectives, and stating the 
decisions that support the first actions. This is followed by the first evaluation, called the plan 
evaluation. The second step forms the cycle of planning, realization, collecting facts, 
evaluation, planning, and so on. The third step involves adjustments on the basis of the 
worked out evaluations; then the cycle of planning, etc., starts again. These steps are 
comparable to Van Strien's regulative cycle (1986): 

• problem definition 
• analysis and diagnosis 
• plan of action 
• intervention 
• evaluation. 

They differ in the degree of the researcher's participation and research population. PAR does 
not have a clear-cut design of action and reflection, but wants the participants to develop them 
as they go along, in consultation with the researcher. 
We started with an open PAR design approach as at that moment in time the chaotic situation 
did not offer any structure to go on; from the chaos critical reflection was started. Chaos and 
loose structures were in fact needed to be able to start such reflection on the daily practice. At 
a later stage the loose structure became a pitfall and the decision was taken to go and follow 
the opted for Heron’s (Heron, 1998 ; Heron & Reason in Reason & Bradbury, 2001) co-
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operative inquiry. CI is a method of doing research through participation and action. Applying  
CI one can expect to go through 4 stages. See figure 3.1: 
 
Figure 3.1: Heron's action stages 
 

Heron (1998) 
1: First reflection stage 
2: First action stage 
3: Experiential immersion 
4: Second reflection stage 

 
Four stages form an action cycle. Heron and Reason in Reason and Bradbury (2001) state that 
6-10 action cycles are required to be able to guarantee the validity of the findings. 
 
In the first stage the researchers and participants explore a research area. They must agree on it 
and formulate a joint definition. The workers must define a new area in their daily practice and 
formulate research questions and hypotheses for it. Then a research method for further 
exploration is looked for, with the workers playing an active role. All must agree on how the 
data are collected and stored. In this first stage the researcher and participants together are the 
research team, and the participants act as researchers. In the MMT clinic research this stage 
took the most time; it was also the most chaotic time (Loth, 2002). Chaos was also necessary 
to be able to distinguish between cause and effect (Johns, 1999 and 2001) and form an opinion 
about the state of affairs. However, at the end of this process it was clear what we understood 
by ‘the collapse of methadone dispensing’ and a diagnostic model was presented.  
In the second stage the workers become research objects. They start to participate in 
innovations/actions and must record and analyze their own findings and those of others. 
Observing and listening comes first in order to gain a better insight in how it goes, trying out 
actions and keeping good records of the results of the changes well, so that they can start 
explaining them. In this stage of the research the nurses became active data collectors. For 
example, during their work at the dispensing counter they registered each activity they carried 
out next to handing out methadone for a year. In a log the nature and scope of incidents of 
aggression were recorded. 
In the third stage the workers are in the middle of the research process and start to acquire new 
knowledge. Practical skills are fed by new knowledge. This stage proved important in our 
study. Both teams were confronted with their own wishes and the difficulties the changes 
created on the shop floor. Differences in the pace of change became visible; one team wanted 
to move quickly ahead and the other opted for a standstill (team 1). 
The fourth stage is characterized by an exchange between the theoretical knowledge and 
practical skills. In this stage all initial and final data have to be compared, in order to enable 
evaluation and adjustment. The team that continued with the research (team 2) developed 
enormously; mutual discussions became more and more structured and substantive, the 
patient's perspective was considered professionally and carefully integrated in the treatment.  
 
In chapter 4 these research stages are worked out in more detail. 
In our research these phases were the basis for the scheme describes in table 4.1 in chapter 4. 
 
3.3.2 Ending PAR, the relation of research and practice 
There are roughly four reasons to discontinue action research (Landsheer et al., 2003). The 
first one is the realization of the predetermined objective. In principle, action research is 
completed when the objectives are achieved, but it is difficult to determine its exact end as 
new questions and new objectives emerge all the time. The conclusion can be clearly 
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pinpointed if the researcher and the other participants are in agreement and if a final report has 
been written. 
The second reason to discontinue the research is when it becomes clear that a different path 
has been taken and, in fact, a new research has been started. The third reason is when a 
saturation point has been reached and nothing new emerges.  
Finally, the research is discontinued if the circumstances change. For example, the funding is 
stopped, there is an argument or one of the parties is disheartened, the used working method is 
not effective, or the results turn out negative for the institute or organization. 
The research at both MMT clinics was funded by ZonMw's Geestkracht program. This two-
year subsidy had a clear beginning and end, and had to be concluded with a final report. It 
marked the end of the local project. However, it did not mean that the study itself had come to 
an end as well. From a local point of view it was very clear what the causes of the problems 
were and which innovations could contribute to solving them. The implementation of these 
innovations however was far from completed. One of the teams could no longer participate 
and pulled out, so the study continued at one MMT clinic. When the final report was finished, 
the need for innovation still existed. In this respect the subsequent commission was of great 
help, namely developing a national guideline for opiate maintenance treatment in 
collaboration with other addiction centres. One of the active MMT clinics that set to work 
with it was the clinic involved in the local project. Nurses of this clinic brought in their own, 
already ongoing learning and development process. 
 
3.3.3 Role of the researcher in participative action research 
In the research at the MMT clinics the deliberate choice was made to actively involve the 
researcher (and to use the Co-operative Inquiry Design) in order to be able to get a difficult 
change process going. After all, as a nurse she not only had much knowledge but also much 
experience with a professional field that was hard to change. However, it can also become a 
drawback.  
That is why the researcher actively participated in the research, resulting in her own learning 
and change process. She had particular knowledge of methadone dispensing and the related 
daily work activities. For example, as an insider she could quickly join in with both nursing 
teams, and as a nurse she was able to quickly notice that the work pressure at the counter had 
many causes and that the set tasks were incomprehensive. During the entire research she felt 
connected with the struggle to clarify the tasks and to implement difficult innovations. The 
team and the researcher spoke the same language, enabling them to stay focused. It offered the 
possibility for the researcher as an outsider to translate the analyses for the department heads, 
managers and other researchers with an inside look. However, this role also has a drawback: 
not being able to maintain sufficient distance from the research situation so that a ‘biased 
viewpoint’ will be developed (Morse & Field, 1996) and the researcher will 'go native'; 
distance and reflection are no longer possible (Denzin et al.,1994; Morse et al.,1996). 
Furthermore, researchers may neglect their research role owing to the fact that they start to 
participate to an extreme level; they step too much in the other's shoes and hardly stimulate 
them to change their actions, if at all. They can also go on to allow vague objectives, which 
means that vague results are achieved, if at all, and that the change or progress cannot exactly 
be determined. Or the science is neglected and the theory development cannot be described. 
Chapter 4 describes the effort to prevent all this from happening. 
PAR makes high demands on researchers. They need a certain affinity with the field of 
practice, including knowledge of the culture and structure of the institute where the study is 
taking place, and knowledge of, and skills in dealing with the persons concerned. In addition, 
they must find it a challenge to contribute their own experiences and knowledge and to start 
their own learning process (Landsheer et al., 2003). Hoogwerf (2002) adds that the researcher 
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must have knowledge of, and skills in dealing with group dynamics, must be able to facilitate 
the group's progress, must have knowledge of change management and therefore be able to 
deal with unforeseen circumstances and outcomes.  
Abma et al. (2002 and 2006) discuss a number of roles researchers have to take up in the 
course of a research. These roles will change slowly but surely as to content, responsibility 
and focus, and include:  

• from technician (measuring) to descriptor (describing); 
• from assessor (judging) to interpreter (interpretation); 
• from teacher (educating) to Socratic guide (guiding/counselling). 

 
Four main activities are of importance in these roles: explaining causes and effects using the 
collected and analyzed data; on this basis predicting which effects and processes can be 
expected and immediately creating conditions that enable change (preparing policy decisions), 
as well as starting up a dialogue and keeping it going, so as to facilitate an open discussion on 
the basis of respect that enables reaching agreements as well as tapping new perspectives. In 
this context three tasks are of importance: listening, asking questions and deliberating. Chapter 
4 further describes the researcher's roles. 
 
3.3.4 Generalization 
Transferability 
The generalization of the research findings from local situations (the external validity) means 
that the conclusions of the research also apply to other situations that were not studied, i.e. the 
scope of the findings. 
There are two kinds of generalization: 
- transferability (Leiniger, 1985; Morse et al., 1996) which is created by a good 

comparability and analogy/correspondence between the different research situations 
enabling the transferability of the findings and conclusions. 

- theoretical generalization (Boog, 2001 and 2002) which ensures that the theoretical 
insights and notions that emerge from local studies are applicable in other situations, 
because of the fact that integration and abstraction of the research findings take place.  

 
The research was conducted locally with regard to data collection, data analysis, and the 
development and evaluation of innovations. During the entire research corroboration was 
sought time and again at two levels. 
 
Firstly, desk study was carried out during the entire study. Initially literature was sought on the 
ins and outs of the funding of methadone maintenance treatment; at the end of the study the 
focus shifted to international literature on case management, care processes and addictions 
nursing. All literature that provided answers and/or explanations to questions posed in the 
focus group meetings was discussed by the group in the next meeting. 
Then, when the model started to show some coherence, the first results were submitted to 
nurses working at a number of other MMT clinics. It was a non-random sample, namely the 
other five MMT clinics of the same centre: two big city clinics and three regional MMT 
clinics.  
The first findings were discussed in the focus group meeting, the main question being whether 
they recognized the bottlenecks and could provide the information that was still missing. This 
select group of people was chosen deliberately. The nurses from the projects participating in 
the research wanted to carefully test the first results and opted to involve their immediate 
colleagues within the centre in the research. From a research point of view it seemed a good 
choice; a step-by-step check of the results was the best option before the results would be 
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presented in an article (Loth et al., 2003) and broadly-oriented meetings. After this step the 
analysis was presented to sister centres at a national meeting on methadone maintenance 
treatment.  
The centres present were mainly from the west and the north of the country. Subsequently two 
presentations were given at two addiction centres in the centre and south of the country. 
Beforehand all participants were told that additions and improvements were more than 
welcome. Each time the participants recognized the findings, which led to substantive debates. 
The discussion criterion was that these debates had to end in joint results. The selection 
criterion was that all proposed improvements had to be usable in other centres as well. In this 
last step the various care organization processes within centres were compared which led to 
substantial improvements in the solutions for the identified bottlenecks. 
  
Objectivity 
In participative action research, the researcher has to work in a reflective manner and clarify 
the personal and theoretical perspectives in the research (Wester, Smaling & Mulder, 2000; 
Boog, 1998, 2002 and 2007). Action researchers, in particular in the co-operative inquiry , can 
never be value-free; the actors will have noticed this and reacted to it. The position of 
researcher in the co-operative inquiry is a special one (Heron, 1998).  
In the research at both MMT clinics two positions played an important role: the position of 
scientist and the position of addictions specialist nurse. The researcher's personal motivation, 
experiences and intentions play an important role in the entire study.  
 
The researcher had already been working for years in the addiction care, first as a nurse and 
later as a nurse scientist. Her actions were influenced by: 
• her personal belief that people can change by acquiring new knowledge; 
• the realization, fanned by her studies, that the personal stories of patients are not only 

fascinating to listen to, but are also of great importance for the setup of nursing care, in 
particular for chronic heroin addicted patients; 

• her personal experience in the health care sector that both patients and nurses rank low 
on the hierarchical ladder; 

• her view that research and practice are not as far apart as is often assumed and that a 
nurse scientist should play an active role in this respect. 

 
In order not to let her own ideas rule the roost the researcher has made frequent use of peer 
review during the entire research (Morse, 1996; Wester, 1990, 1995 en 2000; Wester et al., 
2000; Boeije, 2005). A second researcher checked all first analyses. During these meetings the 
researcher's journal was discussed in which she laid down her experiences, doubts and rough 
ideas. Most meetings were taped and then typed out, as verbatim as possible.  
All interviews, including the group interviews/discussions, were checked using the so-called 
member check (Morse, 1996; Wester et al. 2000) and, after analysis, were presented to the 
interviewees. With regard to individual interviews the typed analysis was presented and with 
regard to group interviews an oral summary was given of the analysis results (Kingry, Tiedje 
& Friedman, 1990). 
 
Triangulation 
In the total study the daily practice was looked at from various angles and in different 
manners: triangulation (Maso, 1989; Hutjes et al., 1996; Boeije, 2005). Three kinds of 
triangulation were used: data triangulation, methodological triangulation and investigator 
triangulation. The identification of bottlenecks and the search for solutions took place using 
various manners of consecutively planned data collections and from out various data sources.  
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This provided insight into the nature and scope of the bottlenecks and the various aspects of 
innovations. A second researcher participated in the patient interviews and the last round of 
focus group meetings with the nurses; two persons were involved in the analysis of the patient 
interviews (the researcher herself and a social worker, who was chosen for her insight in the 
target group). The focus group meetings were also analyzed by two persons (the researcher 
and a nurse scientist with experience in addiction care). Both were directly involved in the 
collection of this data as well. 
 
Validity 
In action research representative results mean first of all that the researchers have been able to 
paint a complete picture of all possible opinions, attitudes, and behaviours regarding the 
studied subject matter. Within action research, the regulating principle for validity is called 
‘reciprocal adequacy’ (agreement by means of dialogue, called ‘double hermeneutics’ by 
Giddens, 1984 and 2001). Reciprocal adequacy can be reached in three steps (Giddens, 1984; 
Coenen, 1989, 1996 and 1998; Boog, 2002). Firstly the one-sided interpretation of the daily 
life of the subjects by the researcher herself. In the second step the subjects and the researcher 
together reassess the results of the first round and, after analysis, complete and/or adjust them. 
In this step it is also of importance that the role of the researcher in relation to the 
interpretation is analyzed (Pyett,1999). In the third step the subjects once again make an 
analysis, but now the group is joined by other key experts who are not directly involved. The 
angle of this analysis is the direct applicability in daily practice.  
Data collection and analysis took place in accordance with the hermeneutic-dialectic circles 
(Boog, 1996 and 1998; Boog et al., 2000; Richardson, 2000; Abma & Widdershoven, 2002 
and 2006). During the group meetings data was collected by means of interaction and dialogue 
between participants and the researcher. First the researcher put an interpretation on these 
dialogues and then presented them to the group of nurses in order to collect data again through 
dialogue. The dialogue could yield consensus on viewpoints but also provide insight into the 
various views on a topic. The regular feedback of the analyses to the active participants of the 
study ensured that the results were increasingly based in the daily practice. 
 
3.4 Evaluation research 
The initial stage of the participative action research yielded information on the causes and 
effects of bottlenecks and solutions/improvements were formulated for these bottlenecks. This 
is why in the next stage the impact of these improvements could be assessed. Within the 
participative action research set-up five innovations were tested for effects. Two field 
situations (project one and project two) were studied, within which five innovations were set 
up and several measurements were carried out. In order to be able to prove causal connections 
and effects, if any, we opted for a naturalistic follow-up whose design was in principle non-
experimental. However, in the analysis a quasi-experimental design was followed. Chapter 6 
reports in-depth on this evaluation research (6.3 supplies further information on the research 
sep up and 6.5 on the measurement design).  
Chapter 3 described why practice driven research was opted for. Practice driven research with 
a participative action research set up as a type of research in the actual daily practice with an 
active involvement of the researcher. An important point of departure in this type of research 
is that the actors, in our research the nurses, increase their knowledge by acting in practice. 
The CI was applied in two MMT clinics. How the change process and knowledge 
development were achieved will be discussed in the chapter 4 and 5. Simultaneously a product 
evaluation was carried out to measure the effects of several innovations. The outcome of this 
evaluation are reported in chapter 6. 


