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Chapter 6 Local innovations and their impact: the breakthrough 
 
 
6.1 Introduction 
This chapter reports on the quantitative evaluation of the initiated changes. These changes 
ensued from innovations that were set up and implemented after, and on the basis of, the 
inventory of bottlenecks made together with the nurses. This overview can be found in chapter 
5 (figure 5.6). Not all stated innovations could be turned into actual improvements due to lack 
of time and/or possibilities and could therefore not be evaluated. The ones that could are stated 
in figure 6.1.  
 
The general question was:  

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

 
For each innovation sub-questions were formulated. This chapter the researcher describes how 
they were answered and discusses if changes were observed after introduction of the 
innovations and if there were differences between both projects. 
 
In this participative action research not all bottlenecks could be immediately turned into 
innovations due to lack of staff and time. In consultation with the management both teams 
opted to solve five specific bottlenecks, which were chosen because of the high chance of 
success of the interventions in relation to their feasibility and the limits of the centre. Table 6.1 
describes these bottlenecks, the innovations, the related evaluation parameters, and the desired 
results. The five bottlenecks are the following (with the same numbers as in table 5.6): 
 
5: unstructured patient-related input by nurses in patient reviews; 
6: incomplete files; 
7: an excess of ad hoc care at the dispensing counter; 
8: incidents of aggression at the dispensing counter; 
9: low job satisfaction and perceived autonomy (experienced freedom to act and to plan 

the work). 
 
After management approval the teams started working on the following innovations: 
 
Ad 5: training and supervision with regard to working with treatment 

plans 
Ad 6: training and supervision with regard to keeping patient files up 

to date 
Ad 7: mapping out the ad hoc care 
Ad 8: extending the opening hours of both MMT clinics  
Ad 9: encouraging critical reflection in both teams. 
 
The order of the innovations was determined by the nurses' development process. The 
innovation of the organization of care proved to be a leg up to patient-oriented innovations 
that required more reflection on the nurses' own actions (Johns, 1999 and 2001). The order 
was also determined by the HKZ model and the related secondary, conditional process (e.g. 
education, time for meetings and keeping files). Patient-oriented care required a number of 
improvements in the care organization. Sections 6.2 through 6.7 describe the research method. 
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Figure 6.1: Bottlenecks, innovations, evaluation parameters and results32 
 
No. Bottleneck Innovations Evaluation 

parameters 
Method/data 
collection 

Desired result 

5 Unstructured/non-
methodical 
patient-related 
input by nurses in 
the 
multidisciplinary 
patient reviews. 

Training 
and 
supervision 
with regard 
to an active 
preparation 
and input of 
treatment 
plans in the 
meetings. 

Preparation 
of treatment 
plans for 
selected 
patients and 
bringing 
them 
forward in 
the meetings 
by putting 
them on the 
agenda. 
Discussion 
of the 
treatment 
plans in the 
meeting by 
nurses. 

Observations in the 
patient reviews. 
Analysis of the 
minutes. 
Contribution in 
meeting: qualitative 
analysis on the basis 
of predetermined 
criteria. Minutes: 
qualitative analysis 
on the basis of 
predetermined 
criteria. 

Nurses' input in 
the meetings in 
project 2 
became more 
active and better 
structured. 

6 Nurses keep 
patient files in a 
unstructured and 
non-methodical 
way. Files and the 
individual 
treatment plans 
are incomplete. 

Training 
and 
supervision 
with regard 
to keeping 
files and 
registration 
of the 
treatment 
progress. 

Treatment 
plans in the 
files with 
case history, 
diagnosis, 
interventions 
and 
evaluation 
criteria for 
selected 
patients by 
nurses. 

File research with 
qualitative analysis 
on the basis of 
predetermined 
criteria. 

Good treatments 
plans for the 
selected patients 
in project 2. 

7 At the counter 
nurses carry out 
unacknowledged 
care activities. 

Recording 
care 
activities at 
the counter. 

Nature and 
scope of the 
ad hoc care. 

Analysis of care 
recorded on a 
registration form. 

Division of care 
in care at the 
counter and 
treatment 
trajectories 
within which 
interventions 
take place. 

                                                            
32 The numbers used in this table are based on figure 5.6 
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No. Bottleneck Innovations Evaluation 
parameters 

Method/data 
collection 

Desired result 

8 In their daily 
work nurses have 
to deal with 
incidents of 
aggression. 

Extension 
of the 
opening 
hours. 

Nature and 
scope of 
incidents of 
aggression. 

Analysis of log 
entries and sanction 
letters by means of 
a retrospective 
analysis of the 
nature 
(qualitatively) and 
the number 
(quantitatively) of 
the incidents. 

Nature of the 
incidents is less 
fierce. Scope 
reduces. 

9 Nurses report low 
job satisfaction 
and perceived 
autonomy. 

Monthly 
reflection 
meetings. 

Job 
satisfaction 
and 
perceived 
autonomy. 

Analysis of two 
questionnaires 
mapping out 
satisfaction and 
perceived 
autonomy: 
quantitative 
analysis. 

Change in 
satisfaction and 
perceived 
autonomy. 

 
6.2 Differences between the participating MMT clinics 
It was already decided beforehand which MMT clinics (of one addiction centre) and nurses 
would participate in the research. We refer to them as project 1 (methadone dispensing by a 
team of (5) nurses from a big city clinic) and project 2 (methadone dispensing by a team of (3) 
nurses from a small town clinic with a regional function). However, as described in chapter 4 
their development processes did not proceed in the same way. The change process, 
development of knowledge and increase of autonomy differed, which bore consequences for 
the research. In the course of the research one project was found to be unable to implement the 
innovations and it withdrew from the research. The patient-oriented innovations in particular 
were unsuccessful. The team of the other project continued with the innovations. These 
differences created a chance to compare both projects, so at a later stage we formulated a 
number of additional research questions. 
 
6.3 Research design 
Initially we opted for qualitative research in which we allocated an important research role to 
the people most involved: the nurses.  
The point of the study was that the parties involved were willing and able to shape the 
intervention. During the intervention they could determine if they were indeed able to design it 
and if they thought they would benefit from it.  
During the process evaluation of this contribution two reasons were brought forward to also 
carry out a product evaluation in addition to a process evaluation. The first reason was that 
although it would obviously be nice if the participating nurses would be happy with what they 
had accomplished, we also wanted to be able to assess if this led to satisfying changes. The 
second reason was that the withdrawal of one the projects also increased the chance of making 
plausible statements on the changes that had taken place. The early stages of the study centred 
on collecting information and taking decisions on the practical bottlenecks to be formulated 
(van Dijk, de Goede, ’t Hart & Teunissen,1995). It resulted in information on causes and 
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effects of bottlenecks and the desired innovations. In subsequent stages the changes were 
implemented and evaluated for their impact. 
As during the process evaluation the decision was taken to set up a product evaluation as well, 
the design involved a number of methodological bottlenecks. No manipulation was possible of 
the participating clinics, nurses or patients.  
The intended behavioural changes took place in two nursing teams whose composition could 
not be changed. Therefore we had to take into account the existing differences in the number 
of patients, the nature of the health problems, the composition of the teams, the degree of 
collaboration with other disciplines, and the preconditions, such as the building. 
One important condition for an experimental design could not be realized: randomization. 
Therefore, we opted for a naturalistic follow-up study to be able to establish relationships and 
effects. Two field situations were studied, within which innovations were set up and 
measurements were carried out. Designs with such a structure may result in more systematic 
differences than the results of the treatment only. Therefore, researchers should always take 
into account other factors that could cause the effects found (van Dijk et al.,1995; Landsheer, 
’t Hart, de Goede, & van Dijk, 2003). The search for alternative explanations of the observed 
differences remains. 
 
6.4 Research questions and objective 
The objective in this stage of the research was to determine if the quality of the care was 
increasing. 
Sub-questions for the five innovations were the following: 

1) Are the nursing teams working in the MMT clinics able to prepare treatment plans 
and actively bring them forward in the patient reviews after training and supervision 
on the centre-related and profession-related33 formulation of treatment plans? 

2) Are the nursing teams working in the MMT clinics able to carry out treatment plans 
and record them in files after training and supervision on keeping files and recording 
carried out activities? 

3) Can a decrease be observed in the ad hoc care at the dispensing counter in the 
course of time? 

4) Does the nature and/or the scope of the incidents of aggression at the dispensing 
counter change thanks to the extension of the opening hours? 

5) Can a change be observed in the perceived autonomy and/or job satisfaction of the 
nurses working at the MMT clinics in the course of the change research? 

 
6.5 Measurement design 
The innovations will be assessed for their effects per project. This was the initial design, but as 
project 1 gradually withdrew during the research (the organization-related innovations were 
still tried out, but they withdrew from the patient-related innovations) the decision was taken 
to look at the differences between the projects as well. 
It is difficult to compare the zero measurement with the post-measurements because they 
differed. The zero measurement consisted of qualitative strategies, the post-measurements 
usually did not. The following overview shows the various research designs: 

5) the effects of training and education on the nurses' input in the patient reviews  
6) the effects of training and education on the quality of the content of the individual 

patient files 
7) the ad hoc care and the desired decrease in the course of time 

                                                            
33 This refers to the standards used in the nursing profession when formulating a 
care/treatment plan. 
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8) the effects of the extension of the opening hours on the incidents of aggression 
9) the job satisfaction and perceived autonomy of the nurses and observed changes in 

the course of time. 
 
The following design applies to the interventions described in the table: 

P: project (1 or 2), 
X: independent or experimental variable (training/supervision, 

extension opening hours and reflection meetings) 
T0: time of the observation before the intervention 
T1: time of the observation after the intervention 
T2: time of the second observation after the intervention. 

 
Table 6.1: Design of the measurements 
 
No. X Project 1 Project 2 
  T0 T1 T0 T1 
5 Training /supervision 

and their effect on 
bringing forward 
treatment plans by 
nurses  

3 meetings 
observed and 
analyzed 

2 meetings 
observed + 
analysis of 
minutes 

3 meetings 
observed and 
analyzed 

2 meetings 
observed + 
analysis of 
minutes 

6 Training/supervision 
and their effect on 
keeping files by 
nurses 

20 files 
selected at 
random  

12 selected 
patient files 
versus 12 
patients files 
selected at 
random 

20 files 
selected at 
random 

7 selected 
patient files 
versus 7 
patients files 
selected at 
random 

7 Recording care 
activities at the 
dispensing counter 

 care activities 
at the 
dispensing 
counter 
recorded on 
230 days 

 care activities 
at the 
dispensing 
counter 
recorded on 
238 days 

8 Extension of the 
opening hours and its 
effect on incidents of 
aggression 

The results of T1 could not be compared with the old situation 
(T0) because the records of the incidents of aggression up to the 
intervention were unreliable. However, the results will be 
compared with each other. 

9 Critical reflection 
and its effect on job 
satisfaction and 
perceived autonomy 

Qualitative 
interviews 
with nurses 

Maastricht Job 
Satisfaction 
(MAS-GZ) in 
team 1 and 
Maastricht 
Autonomy List 
(MAL) in team 
134  

Qualitative 
interviews 
with nurses 

Maastricht Job 
Satisfaction 
(MAS-GZ) in 
team 2 and 
Maastricht 
Autonomy List 
(MAL) in team 
235 

                                                            
34 For this measurement a second post-measurement was carried out: T2  
35 For this measurement a second post-measurement was carried out: T2 
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6.6 Innovations 
 
6.6.1 Training and education (for the benefit of sub-questions 1 and 2) 
The choice was made to build on the knowledge and skills of the participating nurses. 
Furthermore, we looked at the need for refresher courses arising during the participative action 
research and which continuous training and development program had to be developed at a 
later stage. The following step-by-step plan was formulated and carried out: 

1) The first and brief training course on motivational development started during 
the research. 

2) This was followed by a training course on methodical nursing. The themes were 
keeping files, treatment plan system and registration of care activities. 

3) Then a refresher course on methadone, methadone doses and reducing doses. 
4) The third refresher course was ‘dual diagnostics’ (psychiatric co morbidity in 

addition to addiction) and the training course ‘Dealing with mental disorders’. 
5) Then a half-day course on rehabilitation and developments in public mental 

health care. 
6) The final course started with ‘care mentorship’, aimed at intensive case 

management for chronically addicted patients. 
 
The focus group meetings showed that the nurses thought the extra time investment 
worthwhile. The new knowledge was useful to them. All nurses attended the training courses 
and both teams emphasized that more and regular training courses were needed to keep their 
knowledge and skills up to date. Meetings with the Human Resources department and 
management were initiated to formulate an external training and development policy for a 
number of nurses. 
 
Objectives became: 
Every nurse who starts working in the addiction care has a certain level of knowledge and 
skills acquired during her basic nursing education (bachelor of nursing) which, within the 
addiction care, should be developed to the level of an accomplished addiction nurse, in such a 
way that he/she can bring forward a professional patient-related input in patient reviews and 
is able to formulate proper treatment plans for patients, and, in the long term, to ensure a 
more efficient provision of daily care.  

6.6.2 Mapping out the ad hoc care (for the benefit of sub-question 3) 
Nursing interventions and activities carried out at the counter above and beyond handing out 
methadone were neither acknowledged by the centres nor by the financiers (the central 
municipalities up to 2005) of the outpatient addiction care facilities. The only activities 
acknowledged by previous research into the outpatient addiction care activities included 
handing out methadone and carrying out urine analyses (staff calculation method according to 
the HHM method; Drouven & de Lange, 1999). Mapping out the provided but 
unacknowledged care activities served to support the process of increasing autonomy. It also 
served to provide insight into all care provided (diagnostic query) in order to be able to assess 
which care could immediately be provided at the counter or on the spot by another health care 
worker or at a later time by the health care worker dispensing the medication, and for which 
care an appointment could be made. 
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The objective became:  
Increasing the own professional awareness with regard to the content of care of addictions 
nursing. This involves increasing the awareness of managers with regard to all care activities 
that are carried out, but are neither registered nor financed. Providing good professional 
nursing care means that the observed care demands (at the dispensing counter) are divided 
into short and adequate activities that are embedded as ‘counter care’ in long-term planned 
care in a treatment trajectory, and are coordinated by the case manager.  
 
6.6.3 Extension of the opening hours (for the benefit of sub-question 4) 
The opening hours of both projects were extended from 9.30 a.m.-12.30 p.m. (3 hours) to 9.30 
a.m.- 3 p.m. (5.5 hours). Project 1 was the first to start in May 2002 and project 2 followed in 
June that year.  
 
The objective became: 
Realizing a reduction of the aggression of patients in the waiting room and at the dispensing 
counter. Incidents of aggression occurred because patients had to wait too long with too many 
people. The assumption was that extension of the opening hours would change the nature of 
the incidents of aggression at the dispensing counter and/or would reduce the number of 
incidents.  
 
6.6.4 Monthly focus group meetings (for the benefit of sub-question 5) 
From the beginning of the research monthly meetings with the nurses have taken place. They 
are described in sections 5.5 and 5.9 of chapter 5. 
 
The objective became: 
Improvement of the job satisfaction as well as the perceived autonomy of the nursing teams. 
 
6.7 Data collection and analysis 
Below we discuss the data collection method and analysis on the basis of the five research 
questions. 
 
6.7.1 Contribution of nurses to the multidisciplinary patient reviews 
The research question related to this innovation was the following: 

Are the nursing teams working in the MMT clinics able to prepare treatment plans 
and actively bring them forward in the patient reviews after training and supervision 
on the centre-related and profession-related36 formulation of treatment plans? 

 
As the two teams drifted apart and project 1 withdrew from the research, the following sub-
question could be formulated: 

Is there a difference between projects 1 and 2 with regard to the structured active 
input in the patient reviews? 

The nurses' input was evaluated by means of:  
1. Analysis of the minutes made of each meeting;  
2. Observations during several meetings.  

 
Both teams gave permission to perform these measurements. 

                                                            
36 This refers to the standards used in the nursing profession when formulating a 
care/treatment plan. 
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Ad 1: Analysis of the minutes 
After the start of the innovation all minutes and agendas were read thoroughly.  
 
Minutes patient reviews project 1 
All agendas and minutes made within the new structure (October 2002 through April 2003) 
were collected from the files of the minutes secretary. This resulted in minutes of 20 meetings. 
According to the schedule there should have been 26 meetings. This difference of six meetings 
was caused by three reasons: two were planned on holidays on which the centre was closed, 
no minutes were made of three meetings and one meeting was cancelled due to lack of staff. 
 
Minutes patient reviews project 2 
All agendas and minutes made within the new structure (October 2002 through April 2003) 
were collected from the files of the minutes secretary. This resulted in minutes of 15 meetings. 
According to the schedule there should have been 24 meetings. This difference of 9 meetings 
was caused by lack of staff (7 meetings) and two were planned on holidays on which the 
centre was closed. 
Operationalisatie of minutes criteria 
The minutes were coded on the basis of the following criteria determined in the focus group 
meetings: 

• Did the meeting start on time? 
• How long did the meeting last? 
• How many nurses were present (compared with the total nursing team)? 
• Have the agenda items been dealt with? 
• Have minutes been made? 
• Have agreements been made? 
• Did participants come back to them (has action been taken)? 
• Was a written preparation of a patient present? 
• Which contribution did the nurse made? 
• Was the care coordinator present? 
• Was the same minutes secretary present? 

 
On the basis of this operationalization the patient reviews were divided into three quality 
categories. They are further worked out in section 6.8.1. 
 
Ad 2: Observation of input in meetings 
The choice was made to carry out two observations per project (four meetings in total) with 
two weeks between observations. In addition to the researcher the following people were 
present: a nurse, co-workers of the adult day care, trajectory supervisors, the treatment 
coordinator and a minutes secretary. In project 2 the physician was present both times as well. 
The meetings lasted 1-1.5 hours. The researcher was an observer only and did not sit at the 
table. During the observations she made notes that were coded on the basis of the 
predetermined criteria. These codes were given to a second researcher (peer review) and then 
discussed with the nurse who had been present (member check).  
 
The data from the analyzed minutes were divided into three kinds of input by the nurses (the 
nature of the input). We distinguish three categories ranked 1, 2 and 3: 

1) No preparation and no actual input by the nurse. 
2) Bad preparation and vague input. 
3) Good preparation and actual and related input by the nurse. 
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Operationalization of observations 
The desired effect was described as follows: a more substantial and active patient-related input 
of the nurses present at the patient reviews. This effect could be measured on the basis of: 

• a detailed plan on the agenda of the patient review meeting; 
• actual patient-related input by the nurse; 
• minutes giving an account of the planned actions. 

 
The nursing input was defined as the presence and input (patient-related or otherwise) of the 
nurses and the instrumental professional communication (Boumans, 1990; Caris-Verhallen, 
Kerkstra & Bensing, 1998 and 1999). Using this as basis, a list with observation criteria was 
specified and approved by both teams in order to evaluate the actual input. The researcher 
observed the following: 
 
Figure 6.2: Observation criteria multidisciplinary patient reviews 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
6.7.2 Patient file documentation  
The research question related to file innovation was the following: 

Are the nursing teams working in the MMT clinics able to carry out treatment plans 
and record them in files after training and supervision on keeping files and recording 
carried out activities? 

As the two teams gradually drifted apart and project 1 withdrew from the research, the 
following sub-question could be formulated for the analysis of the files (and for the actual 
input by the nurse in the patient reviews): 
  

Is there a qualitative difference between projects 1 and 2 in the structured 
registration in the files? 

Presence nurses 
• Yes/no; 
• Present on time?; 

What: Input nurses 
• Yes/no; 
• Is the subject an agenda item?; 
• Does she ask for time if it is not on the agenda?; 

If yes, patient-related or work/job-related 
• Patient-related?; 
• Work/job-related?; 

If patient-related 
• Is the patient prepared beforehand in writing?; 
• Is the input underpinned with arguments based on nursing observations and the 

patient's behaviour?; 
How: Instrumental professional communication 

• Does the nurse give a summary, if necessary?; 
• Does the nurse provide information when co-workers ask for it?; 
• Does the nurse answer the questions?; 
• Does the nurse put questions to her co-workers?; 
• Does the nurse ask for her co-workers' opinions? 



 
 

98 
 

After the training and in consultation with the addiction specialist both teams selected patients 
that required more intensive care on the basis of professional standards. A complicating factor 
in this selection was that the number of nurses and the time available to provide this extra care 
were limited.  
The selected patients are hereafter referred to as ‘care patients’: patients who need extra care 
and supervision due to their poor physical and mental health ensuing from their long-term and 
chronic use of various drugs, on the basis of a clinical assessment by the nurses in 
collaboration with the addiction specialist, in contrast to the ‘standard’ care, i.e. the daily care 
provided at the dispensing counter. 
The team members put forward the initiated activities (data collection, problem definition and 
the related interventions) as subjects of discussion in the monthly reflection meetings.  
 
In addition, in both projects a number of files were selected at random in order to be able to 
compare the care patients (formulation of treatment plans and, if possible, the related care 
activities from the nursing discipline) with patients who received standard care. The 
formulation of treatment plans continued to the end of the participative action research; the 
measurements were carried out in the spring of 2003. As the innovations really took off from 
January 2002 (extension of opening hours and selection of care patients) the decision was 
taken to choose this date as the dividing line between the old and the new situation. The 
commencing date of the old situation is fixed at 1 January 2001 for this file research. The files 
of all ‘regular’ standard patients have been examined from January 2001 (from the first 
discussion notes to the end). 
To increase the reliability of the analysis results all files have been examined by two persons. 
In this way, if there were doubts the researcher and the assistant could come to an agreement 
by discussing them and/or performing a second check.  
 
The table below provides information on the number of files that were examined. 

 
Table 6.2: File analysis 
 

 2nd measurement, after innovation 
Project 1st measurement, 

before innovation
N = files of 
the selected 
care patients 

N = at random 
selected files of 
standard 
patients 

N = total 
number of 
analyzed files in 
2nd 
measurement 

Project 1  
(N = 150 actual 
patient files, 100 
patients of which 
received 
methadone) 

20 files on op 
qualitative 
structure data 

12 (9 men 
and 3 women)

12 (11 men and 1 
woman) 

24 (20 men and 4 
women) 

Project 2 
 (N = 100 actual 
patient files, 80 
patients of which 
received 
methadone) 

20 files on 
qualitative 
structure data 

7 (5 men and 
2 women) 

7 (7 men) 14 (12 men and 2 
women) 
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The figure (6.3) below provides insight into the set-up of the research.  

Figure 6.3: Set-up file research 
 
 
 
 

 
   
  
   
 
 
 
 
  
 
 
 
  
 
  
 Innovation:  
 training, selection 
 of patients 
 
 
Project 2 
 
As a result of the predetermined standard a number of criteria were formulated on the basis of 
the current theory on methodical nursing and its translation within the centre. The files were 
examined on the basis of these criteria. 
 
Figure 6.4: Analysis of file items 
 

Analysis of file items 
• Frequency of the contacts 
• Yes/no: a written plan in the file 

o How actual is the plan: starting date, modification date? 
• Components of the treatment plan: 

o Case history/ data collection 
o (nursing) diagnosis 
o Interventions 
o Objectives and care evaluations 

• Are the notes based on the plan? 
• Does the file include a written preparation for the benefit of the multidisciplinary 

meetings and summaries of those meetings? 
 

Old situation 
1 January 2001- 
31 December 2001 
at random selection 
of 20 files in both 
projects 

Project 1: New situation 
1 January 2002-31 December 2002 
Selection of 12 files of patients who required 
extra care in addition to the standard care: care 
activities and registration in the files. 

Project 1: New situation 
1 January 2002-31 December 2002 
At random selection of 12 files of patients who 
only receive the standard care: care activities and 
registration 

Project 2: New situation 
1 January 2002-31 December 2002 
Selection of 7 files of patients who required 
extra care in addition to the standard care: care 
activities and registration in the files. 

Project 2: New situation 
1 January 2002-31 December 2002 
At random selection of 7 files of patients who 
only receive the standard care: care activities 
 and registration. 
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The monthly focus group meetings in this period of time were centred around patient reviews. 
All nurses put forward patients and after reviewing them they were usually given specific 
homework assignments. An example: 
 
Fragment of an interview from the 8th focus group meeting: 

Nurse 1: ‘He was born in 1963 and has been coming to the centre for several years 
now. He requires a considerable amount of attention at the dispensing counter and is 
pushy. Up until now he has broken off several hospitalizations and left against 
advice. The past few months he has been fairly aggressive and several times we had 
to take disciplinary measures against him on account of this behaviour. He is very 
rude, picks his nose, spits on the floor, snatches medication out of the other patients' 
hands and approaches me in a way that makes me very uncomfortable.’ 
Nurse 2: ‘Do you happen to know which drugs he has been using lately?’ 
Nurse 1: ‘At present he uses quite a lot of different drugs: heroin, cocaine, a lot of 
alcohol, and all kinds of other medication, both prescribed and illegally obtained 
pills.’  

 
Nurse 3: ‘He has a serious personality disorder; he has recently been tested for it. 
For that matter, in addition to these problems he is a victim on the streets. He does 
not show it to us, but he is being seriously abused by others. For example, that burn 
on his forehead, he says he did it himself, but I know that he has been assaulted on 
the streets by someone else.’ 
Nurse 2: ‘We should try to keep contact with him in spite of his rude behaviour 
because he is a lonely and frightened man.’  
Nurse 1: ‘Okay, I will try to set boundaries in a friendly way. My personal learning 
point is to accept him the way he is and not immediately refuse him when he comes in 
like that.’  

 
6.7.3 Registration of the ad hoc care activities 
The research question related to mapping out the ad hoc care at the dispensing counter was the 
following: 
 

Can a decrease in the ad hoc care at the dispensing counter be observed in the 
course of time? 

 
The definition and method of data collection and the ad hoc care are described in sections 5.6 
and 5.11 of chapter 5. They focused on the analysis of, and awakening to, the problems 
surrounding the provided care at the MMT clinic. The observations in the course of a year also 
made it possible to assess if any changes had taken place in that period of time and to what 
extent and if the care activities at the dispensing counter had indeed decreased. 
 
6.7.4 Incidents of aggression 
The research question related to the extension of the opening hours was the following: 
 

Does the nature and/or the scope of the incidents of aggression at the dispensing 
counter change thanks to the extension of the opening hours? 

 
To gain insight into the nature and scope the nursing logs and sanction letters to patients 
(patients were informed of temporary sanctions in a letter) were analyzed. The definition of an 
incident of aggression was: 
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A verbal discussion between a nurse and a patient at the dispensing counter, or 
between patients, which turns into threatening language or physical violence by the 
patient. Such incidents should result in disciplinary measures imposed by the centre, 
depending on their severity. 
 

We collected data of all incidents in both MMT clinics with patients who came to collect their 
methadone. Each incident of aggression was recorded by describing it in the MMT clinic's log. 
Nurses used the log to inform each other of matters in writing. The centre replied to some 
incidents by imposing sanctions, which were registered by means of a letter to the patient 
involved. All incidents were collected by analyzing the log and comparing it to the sanction 
letters.  
 
The starting date of the extension of the opening hours differed for both projects: project 1 
started on 1 March 2002 and project 2 started on 1 July 2002. Afterwards we based the 
analysis on six months in 2002 and six months in 2003. Due to a poor registration of the 
incidents of aggression it turned out to be impossible to obtain reliable zero measurement 
results; a retrospective analysis of all incidents in 2001 was impossible. There are therefore no 
pre- and post-measurements, only a mapping out of a trend after an intervention (of early and 
late effects). Furthermore, the assumption was that an intervention such as an extension of 
opening hours needs time to have an effect. This is why measurements were carried out of the 
incidence of incidents of aggression for one year after the intervention (intervention effect). 
 
The researcher made an initial analysis of the incidents. These results were discussed in the 
monthly focus group meeting. After discussion in these meetings the participants first reached 
consensus that the following three categories were to be distinguished, in order of severity: 

• rude and clumsy behaviour 
• verbal insults without disciplinary measures  
• physically threatening behaviour with disciplinary measures. 
 

Subsequently all incidents were assessed accordingly and classified. If necessary, participants 
decided on the basis of consensus to which category a specific incident belonged. 
 
6.7.5 Mapping out job satisfaction and perceived autonomy 
The research question related to the introduction of the monthly focus group meetings was the 
following: 
 

Can a change be observed in the perceived autonomy and/or job satisfaction of the 
nurses working at the MMT clinics in the course of the change research? 

 
The data collection and part of its analysis are already described in sections 5.7 and 5.12 of 
chapter 5. Here we present some additional analysis. 
 
6.8 Findings 
6.8.1 Nursing input in the multidisciplinary patient reviews: analysis of minutes and 
observations of the meetings 
Appendices 1 and 2 detail the analyses of the minutes of the patient reviews for projects 1 and 
2, respectively. We will first discuss the nature of the input. Then we will discuss the 
differences between both projects, both quantitatively and qualitatively. 
 



 
 

102 
 

The 35 meetings in total were analyzed and subdivided into three categories ranking 1, 2 and 
3. An overview is given for both projects in table 6.3. The significance of the differences is 
calculated using the Mann-Witney U test. 
 
Table 6.3: Number of structured patient files brought forward in reviews in projects 1  

    and 2 according to kinds of input 
 

Kind of input ranked from poor to good Project 1 (20 
meetings) 

Project 2 (15 
meetings) 

1 No preparation and no input 9 1 
2 Poor preparation and vague input 9  5 

3 Good preparation and input 2 9 
Result of the Mann-Whitney U test: p = 0.03 

 
Results of the analysis of minutes of project 1 
The minutes of 20 meetings of project 1 were analyzed in the observation period. Nine 
meetings were not prepared and did not show any input by the nursing discipline. Nine other 
meetings were prepared (three of which by a nurse), but showed no active input. Only two 
meetings showed both a written and actual input by the nurse. The minutes of the patient 
reviews did not show if the meetings started on time. Many patients were put on the agenda, 
only to be moved to the next agenda in the meeting itself because the promised written 
documentation had not been submitted.  
 
Putting items on the agenda did not always mean that the patient was actually discussed. 
 

An example: a patient is scheduled to be discussed in December. From that moment 
on he is moved to the next agenda in each meeting until March the following year, 
because the care worker does not supply information on this patient. Then the patient 
is finally discussed and the minutes show he is an aggressive and unreliable patient; 
the staff cannot get anywhere with him. 

 
Results of the analysis of minutes of project 2 
Of the 15 meetings in project 2 nine were prepared by the nurses; they made an actual 
contribution. Five meetings did not show a prepared input, but did have an active patient-
related nursing input. One meeting did neither show a prepared input nor an active input by 
the nursing team. The minutes did not clearly show if the meetings started on time and how 
long they lasted. At each meeting a member of the nursing team (a total of three nurses) was 
present. There was one meeting with only one nurse, at all other meetings at least two nurses 
were present. Minutes were made of all meetings by the same minutes secretary. 
 
To be able to assess the difference in quality of the meetings between both projects a 
significance calculation was made using the Mann-Whitney U test (Siegel and Castellan, 
1988). A p-value smaller than 0.05 is considered significant (please also refer to table 6.3). 
This comparison shows that the nurses of project 2 succeeded in increasing their active 
professional and patient-related input in the patient reviews, whereas the nurses of project 1 
only realized a slight improvement in their active nursing input, which continued to be poorly 
structured. The preselected patients were hardly discussed in the patient reviews, if at all.  
The observation accounts below give an impression of the input of the nurses in the patient 
reviews in both projects. 
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Results patient review observations project 1 

Text box 6.1: Observation example project 1 

 
 The meetings begin too late; one nurse is present each time. The nurses' input: 

A nurse says that a very ill patient has died and that his file will be closed. 
When discussing the next patient, the nurse says that an appointment with the family has 
been planned, and then says that this will put a strain on the methadone dispensing with 
regard to staffing that day, due to a planned holiday of one of the nurses.  
For one of the next patients the nurse complements the story of a colleague, who asks a 
question about the medication the patient uses; it may cause problems with regard to the 
planned admission.  
Via this patient the nurse reflects on a general viewpoint on dispensing medication to 
patients when they are admitted elsewhere in the centre; the transfer often goes awry, the 
nurse points out there is no good policy in place.  
A patient treatment plan, prepared by the nurse, is discussed. The nurse provides additional 
information. Two points stand out. The nurse says she has not talked it over with the patient 
yet; this is planned for the next week. Living conditions and daytime activities are a 
problem for this patient and the nurse asks if someone has suggestions for improvement. 
Then the patient's mental problems are discussed. There is much uncertainty about the 
medication prescribed at the time and the DSM-IV that was diagnosed. The treatment 
coordinator wants to first do an extensive file research for this patient. The nurse adds 
information by mentioning this patient's behaviour at the MMT clinic. The nurse says that 
the usually bizarre and agitated behaviour of this patient has clearly improved. In contacts 
the patient still shows this behaviour, but when things are explained, it quickly improves. In 
three months' time the nurse will provide a follow-up report. 
The next patient is brought forward by a colleague. The nurse listens attentively and asks a 
question about the methadone dose. The conversation is about stabilizing the patient by 
means of a longer admission to the IMC. The nurse puts a question to the physician about 
the fast medication reduction which should lead to termination of the methadone treatment 
and which has been suggested by the patient himself. The nurse wonders if this is feasible 
for this patient and asks if the patient does not need help to do this and suggests to discuss 
this with the patient, followed by a discussion between the physician and the nurse about 
the function of this conversation and the consequences for the patient.  
It stands out that this nurse interrupts the discussions several times, and shouts down a 
colleague to tell her own story, to which subsequently no attention is paid. 
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Results patient review observations project 2 
 

Text box 6.2: Observation example project 2 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

A number of things stand out. The nursing input in project 1 often consists of brief, unplanned 
statements that were not entered on the agenda. The meeting skills are unprofessional; 
discussions are interrupted and subjects are broached that are of no importance. The active 
input with regard to treatment plans slowly gets going during the course of the research, but 
remains unstructured, is often not planned, and the plans are not put forward in a methodical 
way. 
The meetings in project 2 start on time and both times two nurses are present. The input of the 
nurses is almost always professional; it is patient-related or based on their own prepared input 
or on the input of another discipline. Their meeting skills are good and are used; the nurses 
listen, have critical comments and have action items placed on the agenda via the minutes. 
 
Conclusions 
The research question related to this innovation was: Are the nursing teams working in the 
MMT clinics able to prepare treatment plans and actively bring them forward in the patient 
reviews after training and supervision on the centre-related and profession-related 
formulation of treatment plans?  
Later a sub-question was added: Are there qualitative and/or quantitative differences between 
projects 1 and 2 with regard to the structured active input in the patient reviews? 
The patient reviews in project 1 did not show much nursing input. Already at an earlier stage 
the team was found to be unable to translate patient care into methodical treatment plans. The 
major difference between both projects was the number and frequency with which these 
treatment plans were put on the agenda. In project 1 the own prepared treatment plans were 
put less frequently on the agenda than in project 2. The input of the nurses of project 1 became 
more structured, but remained focused on the input of ad hoc issues. 

Both patient review meetings start on time. Each time two of the three nurses were 
present. The nurses' input: 
During a review of an incident of aggression a nurse asks if it is possible to see at an 
earlier stage that this patient is becoming psychotic and how to keep the aggression under 
control at an earlier stage. 
With regard to a number of patients brought forward by other disciplines the nurses 
provide additional information. They mention the behaviour of these patients during 
methadone dispensing as well as aspects of their physical health. 
A patient is on the waiting list for admission and has to hold out for a number of weeks 
and cut down on her use. Both nurses take on the role of ‘spokesperson’ for the patient and 
say that it will be hard for her to see it through. Her strong points are mentioned as well as 
the fact that the nursing team has offered to support her with regular talks, which will 
focus on her wishes. In addition, she is offered urine tests. 
The nurse asks for time and attention for a patient and has him put on the agenda for 
today. 
A nurse reports on her actions with regard to a patient discussed in the previous meeting. 
She has had supportive talks with the patient in question. The nurse asks the social worker 
for support. 
A patient is brought forward by a non-nurse. The nurse provides additional information on 
the patient. She tells that his ability to cope for himself is deteriorating and mentions his 
behaviour as an example. In addition she describes his behaviour, on the basis of which 
the team concludes he becoming more agitated. 
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Conversely, the team of project 2 was able to relate its input to prepared patient plans and care 
activities: critical reflection on patient behaviour and additional health-related information for 
the benefit of other, non-nurse colleagues. The nurses took on an role that can be described as 
‘spokesperson’ on behalf of the patients. An aid to this was the improved structural 
communication. As the nurses brought forward an increasing number of prepared patients in a 
multidisciplinary patient review, they were able to prove that these patients needed nursing 
case managers on account of the care demands of these patients and the severity of the 
problems. 
 
A training followed in advance on the formulation of methodical treatment plans and the 
agreement that an evaluation of the patient's progress -prepared in writing in advance and 
submitted in advance- would serve as a guideline in the meeting itself, were both measures 
that had a positive influence. As these evaluations were put on the agenda, the meetings 
became more structured and offered the nurses maximum space to bring forward their 
treatment plans. 
 
Both teams differed in number, education, and years of service. The latter two in particular 
may have been of influence on the speed with which this innovation was implemented. The 
conclusion is therefore that the composition of both teams differed, which may have 
influenced the measurements. 
 
After the first measurement and in the framework of the treatment plan system within the 
entire centre as decided on by the board, the management and main therapists decided to give 
more structure to the multidisciplinary patient reviews using a treatment trajectory evaluation 
worked out in advance. In this way the nurses' innovation became embedded in the centre’s 
policy. 
 
6.8.2 Nursing input in the patients' treatment plans 
File analysis project 1 
Figures 6.5 and 6.6 below show the results of the analysis of the files of projects 1 and 2, 
respectively. 
 
Figure 6.5: Project 1: Number of files containing treatment plans 
 

Population Before training and patient 
selection 

After training and patient 
selection 

N = 150 files; 12 at random 
selected standard patient files 

0: None of the files contained 
a treatment plan, only 
descriptions of ad hoc 
problems for which a quick 
solution was thought up, e.g. 
incidents of aggression or a 
report of a doctor's visit. 
Mostly anonymous notes. 

0: None of the files contained 
a treatment plan, only 
descriptions of ad hoc 
problems for which a quick 
solution was thought up, e.g. 
incidents of aggression or a 
report of a doctor's visit. 
Mostly anonymous notes. 
 

N = 150 files; 12 selected 
care patient files 

0: None of the files contained 
a complete treatment plan, nor 
a plan in the making 

6 (50%) files contained 
treatment plans in the making; 
they were incomplete because 
there were no evaluation 
criteria. 
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The at random selected patient files of project 1 contained only few notes, if any. If there were 
notes, they were about dealing with ad hoc problems that required quick solutions. Several 
notes were not signed by a care worker and had to be considered anonymous.  
The care patients files contained more notes. However, the nursing team did not succeed to 
realize this for all selected patients (for only 6 (50%) of the 12 patients a plan was 
formulated). Two examples: 
 
Example of a patient selected for formulating and carrying out a treatment plan: 

Patient 1 
The old situation ran from 11/11/99 to 12/05/01 and contained 18 conversation notes. The 
new situation ran from 01/18/02 to April 2003 and contained 26 conversation notes, 13 of 
which made by the physician. The content of the notes dealt with the medical/physical 
situation. There is no treatment plan nor a preparation for a patient review. 
 
Example of a patient who did not get an extra treatment plan: 
 
Patient 13 
Not one conversation note can be found for 2002. From 01/10/03 to 04/18/03 five 
conversations are entered, three of which by the physician. Content: the death of a family 
member, methadone dose, aggressive behaviour, and physical condition. There is no treatment 
plan nor a progress report. 
 

File analysis project 2 
 
Figure 6.6: Project 2: Number of files containing treatment plans 
 
Population Before training and patient 

selection 
After training and patient 
selection 

N = 100; 7 at random selected 
standard patient files 

0: None of the files contained 
a treatment plan, only 
descriptions of ad hoc 
problems for which a quick 
solution was thought up, e.g. 
incidents of aggression or a 
report of a doctor's visit.  

0: None of the files contained 
a treatment plan, only 
descriptions of ad hoc 
problems for which a quick 
solution was thought up, e.g. 
incidents of aggression or a 
report of a doctor's visit. 

N = 100; 7 selected care 
patient files 

0: None of the files contained 
a treatment plan. 

All 7 (100%) files contained 
treatment plans, 2 files 
contained incomplete plans: 
one did not have a good 
problem description and one 
did not have evaluation 
criteria. 
All treatment contacts were 
mentioned in the reports. 

 
Here as well the number of care contacts and the number of conversation notes increased 
compared with the old situation. After training/intervention project 2 formulated treatment 
plans for all selected patients (100%), planned treatment meetings and reported on them.  
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Example of a patient selected for formulating and carrying out a treatment plan: 
Patient 5 
From 04/10/01 to 12/06/01 20 contacts were reported on in the file. Then all contact ceased 
until 02/04/03, when a new intake was held and an outreach care trajectory was started via 
the MMT clinic. The plan resulted in an admission to the IMC; it is a recent treatment plan 
with an admission query and a clear subdivision: health education, support by the nurse and 
support of the home situation by the social worker. The file contains a sketchy preparation for 
the patient review. 
 
Example of a patient who did not get an extra treatment plan: 
Patient 10 
From 02/12/02 to 03/18/03 the file contains four conversation notes; there is neither a 
treatment plan nor a preparation for the patient review. The reports deal with increasing and 
decreasing the methadone dose. 
 
Conclusions 
The research question related to this innovation was: Are the nursing teams working in the 
MMT clinics able to prepare treatment plans and actively bring them forward in the patient 
reviews after training and supervision on the centre-related and profession-related 
formulation of treatment plans?  
And: Is there a qualitative difference between projects 1 and 2 with regard to the structured 
active input in the patient reviews? 
 
It was hard for project 1 to put into practice the innovation, which consisted of formulating 
treatment plans for patients who urgently required more care. They did not succeed. Project 2 
was more successful; gradually the team became more skilled in formulating these plans.  
 
Training nurses in formulating treatment plans and recording them in individual patient files 
has been a success. However, we must comment that in the course of the research project 1 
dropped out. Because of this, the progress of project 2 seems to be especially positive. In 
addition, hardly any of the patients received care when the research started, so all extra care 
that was provided and recorded, resulted in an improvement. Therefore, not all changes can be 
attributed to the training. 
The number of actually formulated treatment plans proves to be dependent on the number of 
nurses and the time they could spend on them. It took a lot of effort to take this time away 
from the dispensing hours. The number of care patients was and remained small, and their 
files had to be compared with a very small group indeed, be it selected at random. However, 
assigning a caseload of patients needing care to a nurse has had a positive effect; the provided 
care could directly be traced back to the patient's treatment plan.  
 
We have the impression that the innovation (selection of care patients) yielded more results in 
project 2 than in project 1. However, the differences between them should be taken into 
account. Project 1 was a big city project and had a larger group of patients that could be 
regarded as care patients. This meant that the total caseload of the team seemed to be heavier 
in comparison to the caseload of project 2. The following differences between both nursing 
teams must also be taken into account: 

• their number 
• their education 
• their years of service. 
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Education and experience in addiction care in particular can be of influence on supplying 
qualitatively good treatment plans. 
6.8.3 Ad hoc care 
Figures 6.3 and 6.4 show the number of contacts with regular patients and care patients per 
month and per project in that period of time. Project 1 had the most patients in the months of 
August, September and November and the fewest in January of the next year. Most care 
patients came in September and November of 2002 and in February 2003. The fewest number 
of care patients came in June 2002. 
 
Table 6.4: Project 1: total number of contacts in 12 months 

Project 1
Total number of patient contacts with and without care
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‘care’patients

 
Project 2 had the most patients in the months of April, August and September of 2002 and the 
fewest in July 2002 and February 2003. The number of care patients reached a peak in 
September 2002; the fewest number of care patients came in July. 
 
Table 6.5: Project 2: total number of contacts in 12 months 

Project 2
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109 
 

We analyzed the development of the care in the course of time with a linear regression 
analysis. We chose for month (1 through 12) as the independent variable. The dependent 
variables were the total number of patients, the total number of patients with and without ad 
hoc care, respectively. Per month corrections were made for the total number of opening hours 
and the number of nurses. 
 
Table 6.6: Calculation decrease/increase number of patients in the course of time  
 

Project Number of patients Period 
 Regression coefficient 

 
Regression coefficient 
p-value  (α = 0.05) 

Total number of patients +11.2 0.44 
Total number of patients 
without ad hoc care 

-10.5 0.32 
Project 1 

Total number of patients 
with ad hoc care 

+21.7 0.07 

Total number of patients -31.5 (per period) 0.03 
Total number of patients 
without ad hoc care 

-21.8 0.08 
Project 2 

Total number of patients 
with ad hoc care 

  -9.8 0.29 

 
As shown above, there is only a significant increase in project 2. The ‘experienced' 
increase/decrease in pressure at the dispensing counter is not underpinned by an actual 
increase.  
 
Conclusions 
The research question related to this innovation was: Can a decrease be observed in the ad hoc 
care at the dispensing counter in the course of time?  
The innovation was aimed at a decrease of such care activities. The teams felt they realized 
this goal, but we could not confirm it on the basis of the observed numbers. 
 
6.8.4 Incidents of aggression 
In both projects the research was carried out in what Bouter, van Dongen & Zielhuis (2005) 
called a ‘dynamic population’. Our research population has been open during the research. For 
project 1 this meant that the number of patients on methadone maintenance increased during 
the research. The table below gives an overview of the changes in the number of patients in 
project 1. 
 
Table 6.7: Number of patients in project 1 in 2002-2003 
 

 

Methadone collecting 
days 

Patients in 
February 2002 

Patients in 
August 2002 

Patients in 
March 2003 

Increase in 
number of 
patients 

1 time per week 35 43 50 15 
2 times per week 8 10 13   5 
3 times per week 24 27 38 14 
5 times per week 0 13 24 24 
Total number of 
patients 

67 93 125 58 



 
 

110 
 

The number of patients who came several times per week increased in this project the course 
of time. The nature of the addiction problems in this group of patients can be characterized as 
the severest, which is why they can come and collect their medication every workday. 
We can state that from the beginning of the innovation the number of patients gradually 
increased from 93 to 125, an increase of 32 patient (34 %). The increase was the largest in the 
group of patients who can be defined as severely care dependent (from 13 to 24: 11) and the 
slightly lesser severe category (from 27 to 38: 11). In project 2 the number of patients 
remained stable during the research period, both in nature and number. 
In order to map out the scope of the incidents of aggression we used a Poisson distribution 
(Rothman & Greenland, 1998) that relates to counting incidental cases. The incidents of 
aggression are determined by the average number per time interval. The number of incidents 
of aggression was recorded by means of observation of these incidents in all patient contacts 
in both projects in the second half of 2002 and the first half of 2003. Table 6.7 therefore 
provides insight into the nature and scope of the incidents of aggression without taking into 
account the increase in patients in project 1. Another consideration is that only the incidents of 
aggression have been counted and not the number of patients who caused them (not in all 
cases the incidents could be directly linked to patients).  
The seriousness of the incidents ranges from rude/clumsy behaviour and verbal insults to 
aggressive threatening behaviour. The centre responds to the latter by imposing sanctions. The 
tables below show the nature and scope of the incidents for both projects. Project 1 extended 
its opening hours at an earlier date (1 March 2002) than project 2 (1 July 2002). For the 
benefit of the research the period of both measurements has been set at 6 months in order to be 
better able to assess their effects. We have calculated if the differences observed in both 
periods per project were statistically significant. These calculations are shown in the tables 
below. 
 
Table 6.8: Nature and scope of incidents of aggression project 1 
 

Year/ 
Project 1 

Number and nature Total number  
per 6 months 

Average 
number 
per 
month 

Number related 
to nature in 
relation to the 
total 

2002: up to 6 
months after 
the 
intervention  

Rude and clumsy 
behaviour: 1 
Verbal insults: 8 
Physically threatening 
behaviour: 17 
 

26 incidents in 6 
months 

4.3 Rude and clumsy 
behaviour: 3.8 % 
Verbal insults: 
30.7% 
Physically 
threatening: 
65.3% 

2003: 7-13 
months after 
the 
intervention 

Rude and clumsy 
behaviour: 5 
Verbal insults: 3 
Physically threatening 
behaviour: 5 
 

13 incidents in 6 
months 

2.1 Rude and clumsy 
behaviour: 38.4% 
Verbal insults: 
23.1% 
Physically 
threatening: 
34.4% 
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Table 6.9: Nature and scope of incidents of aggression project 2 
 
Year/ 
Project 2 

Number and nature Total number  
per 6 months 

Average 
number 
per 
month 

Number related 
to nature in 
relation to the 
total 

2002: up to 6 
months after 
the 
intervention 

Rude and clumsy 
behaviour: 1 
Verbal insults: 3 
Physically threatening 
behaviour: 4 
 

8 incidents in 6 
months 

1.3 Rude and clumsy 
behaviour: 12.5% 
Verbal insults: 
37.5% 
Physically 
threatening: 50% 

2003: 7-13 
months after 
the 
intervention 

Rude and clumsy 
behaviour: 3 
Verbal insults: 2 
Physically threatening 
behaviour: 1 

6 incidents in 6 
months 

1.0 Rude and clumsy 
behaviour: 50% 
Verbal insults: 
33.3% 
Physically 
threatening: 16.7%

 
Then we calculated whether the differences observed in both periods per project were 
statistically significant. 
 
An overview is given in the tables below. 
 
Table 6.10:  Increase/decrease incidents of aggression project 1, 2002-2003 
 
Kind of incident 2002 2003 Fisher’s exact P-value, 2-

tailed (p) 
α = 0.05 

Rude and clumsy behaviour 1 5 0.22 
Verbal insults 8 3 0.23 
Physically threatening behaviour 17 5 0.02 
Total number of incidents 26 13 0.05 

 
Table 6.11: Increase/decrease incidents of aggression project 2, 2002-2003 
 
Kind of incident 2002 2003 Fisher’s exact P-value, 2-

tailed (p) 
α = 0.05 

Rude and clumsy behaviour 1 3 0.63 
Verbal insults 3 2 1.00 
Physically threatening behaviour 4 1 0.38 
Total number of incidents 8 6 0.80 

 
The decrease of the number of incidents of aggression in project 1 is only significant in the 
severest category, the physically threatening incidents. These incidents decreased from 17 to 
5. It is particularly relevant that the total number of patients in the project increased in both 
periods when measurements took place, in particular the category of patients who come to 
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collect their methadone several times per week because they are in poor health, are (very) 
poorly integrated, and are unreliable with regard to medication adherence.  
In project 2 the incidents did not decrease significantly. Although the relationship between the 
extension of the opening hours and the decrease in number or change in nature of the incidents 
of aggression cannot be fully proven in this research design, the tables above indicate a trend 
for both projects, namely a shift from serious to less serious incidents: from physically 
threatening behaviour to rude and clumsy behaviour.  
In addition there are some other interfering factors. We have to take into account differences 
in the number of opening hours, in the number of nurses who worked at the dispensing 
counter, in the number of patients per opening hour, and in the patients' nature (e.g. quick-
tempered or not). 
 
Conclusions 
We wondered whether the nature or scope of the incidents of aggression at the dispensing 
counter had changed thanks to the longer opening hours. 
This question is hard to answer as few patients showed such behaviour. There were also only 
few patients with measurements on both points in time.  
In both projects the research population differed with regard to number and composition. 
Because of this selection effect it is possible that the differences in nature and scope of the 
incidents cannot be attributed to the longer opening hours. They may very well be the result of 
the increase in the nurses' knowledge and the fact that in a number of focus group meetings 
attention was paid to the nature and scope of these incidents; they were always considered 
from an interaction perspective, i.e. the contribution of the nurses themselves at the dispensing 
counter. It made the nurses more aware of their role.  
Towards the end of the research the incidents relatively more often involved clumsy and rude 
patient behaviour. In the reflection meetings the nurses discussed the causes of the incidents 
and reviewed them in the light of their own professional behaviour. They proved to be able to 
make an analysis of each incident, review possible causes and critically look at their own 
behaviour, and in this way come up with alternative professional responses and attitudes at the 
dispensing counter. Their awareness with regard to the causes of incidents and possible 
solutions increased while the aggressive nature of the incidents gradually decreased. The 
longer opening hours brought peace and quiet at the dispensing counter.  
 
6.8.5 Job satisfaction and perceived autonomy 
The data collection of both outcome measures is described in section 5.7 of chapter 5. The 
results pertaining to the scope of the job satisfaction and perceived autonomy are described in 
section 5.12 of chapter 5.  
 
In order to be able to determine the changes, if any, in the job satisfaction and perceived 
autonomy a multivariate analysis of variance (MANOVA) was made with data collected in 
various projects at two moments in time. MANOVA can be used to calculate the significance 
of differences between averages of dependent variables that occur at the same time (Segers & 
Hagenaars, 1980; Polit & Hungler, 2004). 

Job satisfaction 
In this study the moment of measurement was regarded as the independent variable, the 
average total score for satisfaction as a dependent variable. Corrections were made for project. 
Our α was 0.05. Scores were classified according to a Likert-type scale: 1 stands for very 
dissatisfied, 2 stands for dissatisfied, 3 stands for neutral, 4 stands for satisfied, and 5 stands 
for very satisfied.  
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Table 6.12: MANOVA results job satisfaction for the total group of nurses 
 

Total average/ 
Job satisfaction 
 

First 
measurement: 
T1 

Second 
measurement: 
T2 

P-value 
(α = 0.05) 

Job satisfaction: total 3.2 3.4 0.03 
Job satisfaction: clarity 3.0 3.2 0.05 
Job satisfaction: contacts with patients 3.5 3.8 0.20 
Job satisfaction: contacts with colleagues 4.3 4.0 0.30 
Job satisfaction: development opportunities 3.6 3.6 0.60 
Job satisfaction: quality of care 2.8 3.3 0.04 
Job satisfaction: career opportunities 2.8 2.8 0.50 
Job satisfaction: department head 2.8 3.3 0.02 

 
The nursing team (nurses of both project 1 and project 2) scored an average of 3.2. for total 
job satisfaction at the first measurement and a 3.4 at the second. This change is significant, but 
the score remains neutral: not really dissatisfied and not really satisfied. The changes in 
satisfaction with the quality of care (from 2.8 to 3.3) and with the department head (from 2.8 
to 3.3) show a significant, but small improvement as well. 
 
Autonomy 
The moment of measurement was regarded as the independent variable, the average total score 
for autonomy as a dependent variable. Corrections were made for project. Our α was 0.05.  
 
Table 6.13: MANOVA results autonomy for the total group of nurses 
 

Total average/ 
Autonomy 

First 
measurement 
T1 

Second 
measurement 
T2 

P-value 
(α = 0.05 

Total perceived autonomy37 2.7 2.7 0.9 
Operational autonomy: autonomy in the work 3.1 3.1 1.0 
Structural autonomy: autonomy over the work 2.5 2.5 1.0 

 

The perceived autonomy did not change in this population of nurses after implementation of 
the innovations.  
 
Conclusions 
We (and the nurses as well) assumed that the job satisfaction and perceived autonomy of the 
nurses in both teams would increase in the course of the research. The research questions 
were: Can a change be observed in the job satisfaction of the nurses working at the MMT 
clinics in the course of the change research? And: Can a change be observed in the perceived 
autonomy of the nurses working at the MMT clinics in the course of the change research?  

                                                            
37 Autonomy in this research can be divided into operational autonomy and structural 
autonomy. Operational autonomy consists of options within the limits of one’s own work 
situation, the choices in one's work. Structural autonomy is understood to mean the options in 
the gray area between one’s own work situation and the environment, the autonomy over one's 
work. 
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In the course of the research a small increase in job satisfaction can be observed. The 
perceived autonomy of both teams is not really high. This is explained by the fact that an 
outpatient addictions nurse has hardly any autonomy anyway, with the exception of assessing 
the methadone dose (most centres have this task worked out in detail in [semi] guidelines). 
With regard to the care and treatment aspects hardly any proper guidelines, if at all, 
formulated in accordance with the national standards, and if there are, they are often only 
described in centre-related documents. In all multidisciplinary guidelines for MMT clinics the 
nursing care has virtually disappeared. This autonomy was carefully developed in this 
research; the nurses saw that on the basis of education and ‘love’ for their work they are very 
well able to increase and build on their own professional autonomy. The recommendation for 
the future is to document this new care well, so that it can be applied in other projects and be 
validated and adjusted to the times and other circumstances.  
The results must be interpreted with some caution. In the first place there is the matter of 
instrumentation (van Dijk et al., 1991; De Goede, Boeije & Hox, 2005) i.e. that the pre-
measurement and both post-measurements took place under different circumstances; different 
methods were used. Only both post-measurements can be compared with each other. 
Furthermore, in relation to both post-measurements we can say that there is ‘growth’ (van Dijk 
et al, 1991) also called maturation (De Goede et al., 2005). Both teams, the nurses, changed 
along the way thanks to the participative action research. They gained more knowledge and 
changed their daily work, their professional knowledge increased and with it their insight. A 
third factor was that both post-measurements had to be planned fairly shortly after one another 
on account of time. This may have resulted in a test effect or Hawthorne effect (van Dijk et al, 
1991). The learning effect of the first measurement still plays a part in the next measurement. 
 
6.9 In conclusion 
At an earlier stage of the research, mapping out the not recognized/not acknowledged care 
proved very important for the professional growth of both teams. The nurses could show that 
they did a lot more than just handing out cups of methadone and collecting urine samples for 
analysis. The patient care load became clear as did the pressure on the dispensing counter. The 
research question related to the above-mentioned stage was the following: 
 

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

 

It was not possible to sufficiently assess innovations for their effect with the chosen 
naturalistic research method. It involved a naturalistic follow-up study with post-
measurements. Beforehand both patient populations could not be compared with each other 
just like that. Chapter 4 describes how both teams started to take different paths with regard to 
their active input in the change process. It showed the differences between both teams, which 
already differed with regard to composition and work experience to begin with. Still the 
observed difference in willingness to change was an interesting phenomena which required 
further investigation. The question arose whether this willingness to change could be found 
again in the effects of a number of innovations.  
 
Innovation: training and education 
The first incomplete files were improved as treatment plans were formulated for a small 
number of selected patients. This made the care easier to monitor and the actual nursing input 
in the patient reviews increased. Their tasks in this respect were now fully recognized and laid 
down in the minutes. The actual provision of care gradually improved. On this point a 
difference between both teams became visible; team 1 gradually retreated and was less able to 
implement the more patient-related care innovations both in the patient files and in the nursing 
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input in the patient reviews. In this respect team 1 performed less well than team 2. The 
nursing input in the meetings of team 2 was structured and supported by the treatment plan. 
Innovation: mapping out the ad hoc care 
When too many care contacts are dealt with too quickly at the dispensing counter, it is called 
‘cram care’. A significant decrease in these care activities at the dispensing counter could not 
be proven for both projects. However, there were significant differences in the nature and 
scope of these activities, which can be used for future care load calculations. Mapping out the 
provided care at the dispensing counter, next to methadone dispensing and collecting urine 
samples, has been the basis of a better registration and financing of the nursing interventions 
in methadone maintenance treatment. A distinction could be made between care at the counter 
and care within treatment trajectories. 
 
Innovation: longer opening hours of the dispensing counter 
The extension of the opening hours was a probable cause of the improvement in the nature and 
scope of the incidents of aggression. The nurses benefited from this improvement, as it created 
more time and space to provide care and reflect on the incidents that still occurred at the 
dispensing counter. With respect to these innovations the occurring mutual differences were 
not examined, as these differences, if any, could not be related to the increasingly less active 
contribution of the team members of project 1. 
 
Innovation: critical reflection 
The job satisfaction increased significantly. The perceived autonomy did not change very 
much. However, these outcome results can be put to good use in follow-up research as a 
measure for a change process; the post-measurements will have to be carried out at longer 
intervals in order to give changes time to take root and to be able to reliably measure their 
effects. 
 
The figure below shows the different results of projects 1 and 2. It states whether the 
differences can be attributed to the changes in the teams during the participative action 
research. 
 
Figure 6.7: Differences in results between projects 1 and 2 
 

Differences in results Project 1 Project 2 
Incidents of aggression No differences between the projects calculated 
Formulation of treatment plan  Little to no effect  Much effect  
Planning and input of 
treatment plan 

Little to no effect  Much effect  

Mapping out ad hoc care at the 
dispensing counter 

No decrease in care patients at 
the dispensing counter 

No decrease in care 
patients at the dispensing 
counter 

 
There is a considerable chance that the differences between both projects would have faded 
away if project 1 had continued the participative action research. Therefore we can state that 
the innovations lead to a better quality of the provided care and counselling, provided that 
these innovations are carried out and evaluated from start to finish, and are combined with an 
active input of, in this case, nurses, who are working in a practice that is being improved. The 
small-scale innovations lead to an improvement that can be transferred to other outpatient 
methadone maintenance clinics. And the method used to accomplish this, namely an active 
input of the workers themselves, can be warmly recommended.  
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Appendix 1: Analysis results of the patient review minutes of project 1 
 
Meeting Nurses Minutes Agenda Prepared and discussed patients 
1 1 Yes No 4 patients discussed, none were 

prepared and no nursing input. 
2 1 Yes No 4 patients discussed, two of which only 

very briefly and not prepared. No 
nursing input. 

3 None Yes No 4 patients, one of which postponed to 
14 November at the written request of 
the nurse. 

4 1 Yes No 6 patients discussed, two of which 
were brought forward by the nurses 
without preparation. One patient 
postponed to 28 November for nursing 
input. 

5 1 Yes No 2 patients discussed, unprepared. The 
only nursing input is postponing a 
patient to 12 December. 

6 1 Yes No 12 patients discussed, unprepared, five 
of which very briefly as an 
announcement. Twice brief additional 
information by the nurse present. 
Patient with nurse postponed to 19 
December. 

7 1 Yes No As a result of the nurse's input the 
patient is postponed to 9 January 2003 
for a follow-up. 

8 1 Yes No 7 patients discussed, two of which 
were unprepared, no nursing input. 

9 2 Yes No 3 patients discussed, one of which was 
prepared. The nursing input 
complements that of her colleague. 

10 None No Yes 6 patients discussed, three of which 
very briefly as an announcement. No 
nursing input. 

11 1 No Yes 4 patients discussed, one of which was 
prepared. Two patients who the nurse 
would bring forward, are postponed. 
No nursing input. 

12 1 No Yes The only patient discussed was 
prepared in writing by the nurse. This 
person is not present. 
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Meeting Nurses Minutes Agenda Prepared and discussed patients 
13 1 Yes Yes 4 patients discussed, two of which very 

briefly and the other two were 
prepared. The nurse present provided 
additional information. At the end of 
the meeting (‘any other business’) the 
nurse brought forward an item about a 
patient against whom sanctions had 
been imposed by TACTUS/IVS. 

14 None Yes No 4 patients discussed, two of which very 
briefly, and no nursing input. 

15 1 Yes No 3 patients discussed, one of which was 
prepared, and no nursing input. 

16 1 No No 1 patient discussed with a prepared 
input, three patients with brief 
announcements and no nursing input. 

17 None Yes No 1 patient discussed with a prepared 
input, one patient where the discussion 
only dealt with the details of the 
treatment plan and not the patient 
itself. No nursing input. 

18 1 Yes Yes 4 patients discussed, one of which was 
prepared; nursing input only at the end 
of the meeting (‘any other business’). 

19 None Yes Yes 6 patients discussed, two of which 
were prepared. No nursing input. 

20 1 Yes Yes 2 patients discussed, one of which with 
nursing preparation, and an 
announcement of the nurse for the ‘any 
other business’. 
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Appendix 2: Analysis results of the patient review minutes of project 2 
 
Meeting Nurses Minutes Agenda Prepared and discussed patients 
1 2 Yes Yes 7 patients discussed, 2 unprepared patients 

brought forward by nurses. 
2 2 Yes Yes 6 patients discussed, 1 prepared patient and 3 

unprepared patients brought forward. 
3 1 Yes Yes 6 patients discussed, 1 prepared patient and 1 

unprepared patient brought forward by nurses. 
4 2 Yes Yes 6 patients discussed, no prepared patients 

brought forward, 2 unprepared patients by 
nurses. 

5 2 Yes Yes 6 patients discussed, 1 prepared patient brought 
forward by nurses. 

6 2 Yes Yes 6 patients discussed, 2 prepared patients and 2 
unprepared patients brought forward by nurses. 

7 2 Yes Yes 9 patients discussed, 3 prepared patients brought 
forward by nurses. 

8 3 Yes Yes 6 patients discussed, 3 unprepared patients 
brought forward by nurses. 

9 2 No Yes 12 patients discussed, no nursing input 
mentioned in the minutes. 

10 2 Yes Yes 13 patients discussed, 1 unprepared and 3 
prepared patients brought forward by nurses. 

11 2 Yes Yes 5 patients discussed, 1 prepared and 2 
unprepared patients brought forward by nurses. 

12 2 Yes Yes 11 patients discussed, 2 unprepared patients 
brought forward by nurses. 

13 3 Yes Yes 12 patients discussed, no written input by 
nurses, however an unprepared input for 3 
patients. 

14 2 Yes Yes 6 patients brought forward, 2 prepared by nurses 
15 2 Yes  Yes 8 patients brought forward, 2 prepared by nurses 

 
 
 


