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Chapter 7 The local participative action research and national 
improvement of the methadone maintenance treatment 

 
 
7.1 Introduction 
The local participative action research described in the previous chapters not only aimed to 
achieve an improvement of the local situation, but also to contribute to the improvement of the 
outpatient methadone maintenance treatment in the entire country. Coenen (1989, 1996 and 
1998) speaks of the ‘exemplary generalization’: a form of external validity is the extent to 
which the local research results prove useful to others in similar situations. So therefore the 
extent to which the findings of the local change research can serve as an example to other 
methadone maintenance clinics. Has this objective been realized? We had the impression that 
the situation of the projects we studied was certainly similar to those of other practices. In 
addition, in the course of the local participative action research it became clear to us that there 
were no unanimous opinions about methadone maintenance treatment in our country, neither 
regionally nor nationwide. The relevant question is therefore to which extent our project has 
led, or has contributed, to those wrongs being recognized, acknowledged and addressed by 
other nurses working in outpatient addiction care, and whether the improvements in the local 
project serve as an example to nurses working elsewhere in outpatient addiction care. Could 
the improvements brought about locally also be incorporated in a national guideline? We 
therefore formulated the following research question: 

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? 

 
We divided this question into four sub-questions: 

1. Have others working elsewhere in addiction care recognized the collapse of the local 
methadone maintenance treatment we observed? 

2. Have the improvements brought about in our project by nurses working at the 'MMT 
clinics' been recognized and adopted by other organizations? 

3. Has the change method that was opted for in both local projects been implemented 
elsewhere by nurses in other organizations? 

4. Have the innovations resulted in an improvement of the methadone maintenance 
treatment, or will they result in an improvement in the near future? 

 
We will answer these questions in sections 7.2.1-7.2.4. 
 
7.2 Local outcome and acknowledgement 
7.2.1 Recognition elsewhere 
The collapse of the methadone maintenance treatment we observed at the start of the project 
(Loth, Schippers, ’t Hart & van de Wijngaart, 2003) received much attention and was widely 
shared. The reaction of the Netherlands Health Care Inspectorate in particular was of 
importance (IGZ, 2005). It defined the outpatient medical care in methadone maintenance 
treatment as insufficient, based on: ‘no proper clinical, uniform working method in the daily 
practice, little to no standardization with respect to doses and no proper patient file 
management’.  
The two MMT clinics in the east of the Netherlands were confronted with the same problems 
that also were encountered elsewhere. There were also centres that made critical comments on 
our finding. Two centres in the west of the country did not identify with this collapse. They 
acknowledged it existed in their centres, however not to this extent. 
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7.2.2 Acknowledgement of local improvements 
Can the results of the local improvement process be generalized for the benefit of similar 
outpatient projects in the addiction care? Is it possible to realize improvement elsewhere with 
the same innovations? During the local improvement process national initiatives were 
launched. In 2004 and 2005 consultations about the local progress took place between GGZ 
Nursing (the professional nursing organization), addiction specialists from the VVGN (the 
Dutch Association for Addiction Medicine) and the Platform of First-line Physicians in the 
Addiction Care, chaired by the GGZ Netherlands. These professionals in the addiction care 
concluded that a national guideline for methadone dispensing should lead to more uniformity 
in the prescription of medication and the provision of care. In 2004 Tactus -the centre that 
took the lead in the local change project- and a sister organization applied for a subsidy to 
formulate such a national guideline. Two other addiction centres pledged their support. The 
NISPA38 provided scientific supervision. The subsidy was granted by GGZ Netherlands within 
the framework of ZonMw's ‘Scoring Results’ program. The Scoring Results Steering Group 
(consisting of addiction care professors, the board of directors of various addiction centres and 
GGZ Netherlands) monitored the progress of the project on the basis of progress reports. 
 
Methadone Maintenance Treatment Guideline: RIOB 
The guideline is based on three perspectives that are of importance for guideline development 
from both a national (van Dijk, Schramade, Walburg & De Wildt, 1999; Jansen & Snoek, 
2007) and international point of view (Sackett, Strauss, Richardson, Rosenberg & Haynes, 
2000): systematic research, clinical expertise and patient preferences. During the development 
of the guideline the Scoring Results Master Protocol was used (van Dijk et al., 1999; Jansen & 
Snoek, 2007).  
 
It is a phased plan; the first phase included a desk study and the formulation of a draft 
guideline. In the second phase the draft guideline was implemented on a small scale, evaluated 
and revised. First scientific evidence was gathered on the following aspects of methadone 
maintenance treatment in four desk studies:  
• addicts on methadone and psychiatric problems (van Gogh, 2006), 
• addicts on methadone and additional use of addictive substances besides methadone and 

heroin (Knapen, 2006), 
• methadone as an opiate replacement: advantages, disadvantages, effect and interaction 

with other medication (Vossenberg, 2006), 
• buprenorfine as an opiate replacement: advantages, disadvantages, effect and interaction 

with other medication (Nieuwenhuys, Wittenberg & Boonstra, 2006). 
 
Secondly, already existing methadone maintenance treatment guidelines abroad were studied 
for classification, specific topics and patient target groups. Particular attention was paid to 
whether treatment with medication was embedded in a case management trajectory and which 
role the nurses should assume in this process. See table 7.2 for a comparison. 
 
During the development of the RIOB (national Methadone Maintenance Treatment Guideline) 
the patient's perspective was taken into account. In the project the patient's perspective is 
understood to mean: the experiences patients have had with methadone dispensing and the 
counselling offered, but also their wishes with regard to dispensing times and moments. It 
therefore entails more than just listing the criticisms patients have; there was a particular 
                                                            
38 NISPA: Nijmegen Institute for Scientist-Practitioners in Addiction is directed by professor 
Dr. C. de Jong and is part of the Radboud University Nijmegen.  
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interest in the solutions they proposed. In the guideline both the care worker's perspective and 
patient's perspective are equally important and accordance between the two was sought.  
If this was not possible, the perspectives are described next to each other. In the past few years 
the drug users' perspective and their experiences with professional care have only been 
sparsely described in the literature (Van der Gouwe & Cornelissen, 2004). For the benefit of 
the guideline the patient's perspective has been mapped out in various ways by means of focus 
groups consisting of the patient councils of the centres, desk study, observations, holding an 
adapted GGZ thermometer (Kertzman, Kok & van Wijngaarden, 2003), topic interviews, and 
discussion groups with patients about the developed components. Then the formulated 
chapters were submitted to patient groups for comments and additions (Loth, Oliemeulen & 
De Jong, 2006)39. 
 
The clinical expertise of nurses working in outpatient addiction care was gradually mapped 
out by means of monthly focus group meetings. These meetings were chaired by both 
researchers. Most meetings were taped so as not to lose valuable information. Each meeting 
was structured with the aid of an agenda. Each time the topics were dealt with in the same 
way:  

• narrowing down a bottleneck 
• analysis of the bottleneck in cause and effect 
• search for solutions 
• determining the best solution for that moment 
• evaluation of the innovation 
• mapping out which policy decisions would be necessary for the implementation of 

the improvement; determining which consequences (e.g. funding) such a solution 
would have.  

These meetings expressly looked to integrate the scientific evidence, patient's perspective, care 
worker's perspective, and the feasibility in clinical practice. 
 
By the end of 2005 the guideline was finished. It consisted of the following chapters: 

• Chapter 1: the vision on addiction and care on which professionals must base their 
work and the best organizational form for methadone maintenance treatment in 
addiction care. 

• Chapter 2: the subdivision of the population on methadone in our country into three 
groups that differ in the gravity of the addiction and the related problems. 

• Chapter 3: how to conduct intakes with thorough data gathering by the nurse and 
physician, and the design of a medication module and case management module to be 
filled out for each patient. 

• Chapter 4: how to start the methadone maintenance treatment and how to deal with 
other medication, if any. Extra care and attention is paid to special target groups such 
as patients with infectious diseases, pregnant women, patients with psychiatric 
disorders, young people and the elderly. 

• Chapter 5: how to set up the organization of methadone maintenance treatment with 
special attention to the furnishings of dispensing units, the organization of pharmacy 
dispensing, the quality requirements set to patient-related registration and reporting, 
the required refresher courses, and the annual costs per patient profile. 

• Chapter 6: how the methadone maintenance treatment must be embedded, in 
particular  

                                                            
39 The practice perspective is discussed in 7.2.3. 
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the execution of the medication module if the patient goes to prison or is admitted to 
a general or mental hospital, or receives care from an institute for people who are 
mentally challenged. The focus lies on the cooperation and acknowledgement of a 
professional setup of methadone maintenance treatment by the addiction care sector. 

 
Several results of our local project were adopted in the national guideline. They are described 
in the table below.  
 
Table 7.1: Local results in national guideline 
 
Local results adopted in the RIOB 
 

Local results Adopted in the RIOB 
In our local project we found that care 
is provided at the dispensing counter 
and that patients should receive 
intensive care away from the counter. 
Our conclusion was that medication 
dispensing and care cannot be 
considered separately. 

This conclusion was adopted in the national 
guideline and further worked out (see chapter 3). In 
the RIOB the care is methodically described and 
worked out in a treatment plan for each individual 
patient by means of two modules: the medication 
module and the case management module. Nurses 
play an active role in both modules. 

An important conclusion of the local 
project was that in addition to the care 
at the dispensing counter, nurses can 
also be deployed as a counsellor away 
from the counter according to their 
competency and qualifications ensuing 
from their professional training and 
education. 

This conclusion was adopted in the national 
guideline and translated into several positions 
which are further worked out in chapter 5. In 
addition to dispensing methadone in the position of 
dispenser, nursing counsellor positions are 
described. 

We mapped out the extra care provided 
at the dispensing counter in addition to 
handing out methadone and carrying 
out urine analyses, and called it ad hoc 
care. 

The ad hoc care activities were input for the RIOB 
to improve the care registration. This registration is 
based on care activities that can be linked to 
prolonged counselling contacts and care activities 
carried out at the dispensing counter.  

The knowledge deficit among the 
nurses was one of the causes of the 
collapse. A training and development 
policy was developed for the two local 
projects. 

The training and development policy we formulated 
and implemented, was adopted in the RIOB and 
gradually extended. Chapter 5 of the RIOB 
describes this process.  

In the local project interviews were 
held with patients who came to collect 
their methadone every week and, in 
principle, were fairly well or well 
integrated, and showed low drug use; 
two focus group interviews were held 
with a group of less well integrated 
patients. 

During the development of the RIOB the patient's 
perspective was more extensively studied and taken 
into account in the text: A satisfaction study among 
all patients of the participating clinics in phase 1, 
group interviews with client councils and a number 
of individual interviews with various patients at 
eight MMT clinics. Furthermore, all RIOB chapters 
were put before patients. Their comments were 
incorporated. Or, if the patient's perspective was put 
next to that of the care workers or if it was a joint 
opinion, they were incorporated in its entirety (see 
chapter 3 of the process report, Loth et al., 2007). 
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A comparison was made with already existing guidelines abroad; main points of attention 
were in which way these guidelines described both the counselling of patients in addition to 
the medication and the required conditions for a successful methadone dispensing, and in 
which way they took the patient's perspective into account. The findings are worked out in the 
table below. The patient's perspective was taken into account in the development of the RIOB 
from the very start. In this respect the Dutch guideline clearly differs from other guidelines. 
Furthermore, the Dutch guideline clearly describes the case management of patients in 
addition to dispensing medication. The foreign guidelines focus on medication dispensing, and 
although they state that treatment must be multidisciplinary, they hardly pay any attention to 
psychosocial counselling. At a national congress in January 2006 the RIOB was presented to 
all addition centres, the Ministry of Health, Welfare and Sport (VWS) and GGZ Netherlands, 
the principal/grant provider. 
 
Table 7.2: The RIOB compared to guidelines abroad 
 

Guideline Case 
management in 
addition to 
medication 

Preconditions Patient's 
perspective 

Notable 
information 

New 
Zealand: 
Opioid 
Substitution 
Treatment 
(Ministry of 
Health, 
2003). 

Case 
management is 
recommended as 
the proper 
counselling 
method; in 
addition the 
outpatient care 
via the general 
practitioner is 
mentioned and 
described. 

Clear statements 
on the 
composition and 
required 
expertise of the 
team. 
 
Clear statements 
on how to record 
the medication 
dispensing and 
provided care. 

Not 
mentioned. 

Hardly any 
information on 
buprenorfine. 
Active role of 
general practitioner. 

Scotland: 
Drug Misuse 
and 
Dependence, 
Guidelines 
on Clinical 
Management 
(Department 
of Health, 
1999). 

Treatment 
objective is 
multidisciplinary. 

Various 
preconditions are 
worked out in the 
appendices. 

Not 
mentioned. 

Clear information 
on the objective of 
case history and on 
the basis of which 
data. Information on 
how to monitor the 
effects of the 
dispensed 
medication.  
Buprenorfine is only 
advised in cases of 
moderate heroin 
addiction. 
Information on how 
to prevent a relapse 
to use. 
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Guideline Case 

management in 
addition to 
medication 

Preconditions Patient's 
perspective 

Notable 
information 

Canada: 
Best 
Practices; 
Methadone 
Maintenance 
Treatment 
(Jamieson, 
Beals & 
Lalonde, 
2002). 

Not much 
attention is paid 
to this subject. 

An extensive 
chapter discusses 
the preconditions 
in detail: 
composition of 
multidisciplinary 
team, amount of 
staff, 
competencies, 
attitudes and 
professional 
behaviour, 
ongoing training 
of staff, and 
environment. 

Not 
mentioned. 

Much information 
on various specific 
target groups, 
including forensic 
patients addicted to 
heroin. 

Australia: 
Review of 
Methadone 
Treatment in 
Australia 
(Commonwea
lth Health 
Department, 
1995).  

Is hardly 
mentioned. 

Brief information 
on the required 
training. 

23 heroin 
and 
methadone 
users were 
asked to 
comment 
on the texts. 

Much attention is 
paid to cost-benefit 
analysis and 
treatment results. 

WHO: 
Substitution 
maintenance 
therapy in 
the 
management 
of opioid 
dependence 
and 
HIV/AIDS 
prevention 
(2004). 

Is not discussed. Brief information 
on the training of 
staff. 

Not 
mentioned. 

Buprenorfine is 
extensively 
described in 
addition to 
methadone. 
Cost-benefit 
analysis. 
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7.2.3 Local change method implemented elsewhere 
The local change method consisted of an participative action research in which the nurses 
themselves played an active role in mapping out the existing bottlenecks and how to deal with 
them. The active participation of nurses in the improvement of their own nursing practice has 
not only been important for the development of the RIOB, but also in the follow-up project in 
which national support for implementing the guideline in the various organizations was 
offered. 
 
Development of the RIOB 
The local outcome were not only recognized by nurses in other MMT clinics but also by 
addiction specialist physicians, managers, and policy makers in other clinics. The content of 
these outcome and the framework in which the analysis were put were sufficient convincing.  
One of the results of the local change research was the diagnostic model. With ten bottlenecks 
it provided the basis for a number of innovations. This model became the first input in the 
analysis of the situation of other outpatient methadone maintenance settings (see the RIOB 
process report: Loth, Oliemeulen & De Jong, 2007, page 43). 
The development of the RIOB consisted of two phases, as mentioned earlier. The development 
phase was carried by two addiction centres, among which the centre of the local project. 
Project 2 (100 patients, three nurses and one addiction specialist) also continued with the 
development of the RIOB; it was joined by another MMT clinic that resembled project 1 with 
regard to size and patient population (150 patients, five nurses and two addiction specialists). 
And one MMT clinic from the other centre (100 patients, four nurses and one addiction 
specialist).  
The monthly focus group meetings from the local project were continued in both centres 
during the development of the RIOB; however, additional participants were an addiction 
specialist, the department head and, if so desired, a policy employee of the centre in order to 
better establish the essential policies on the basis of the existing possibilities/limits. The 
results of both groups were exchanged immediately. In this way, all nurses and addiction 
specialists of the three participating MMT clinics carried out evaluations in the same iterative 
way (identifying bottlenecks, looking for solutions and testing them) by means of these critical 
reflection meetings. Most of the input for the RIOB was proposed by the workers themselves. 
These monthly focus group meetings, which focused on the nursing perspective and the 
provided care, were filled up with a centre working group consisting of a nurse, an addiction 
specialist, managers and policy employees. This policy group at centre level decided on 
changes and the implementation of new policies, and if so desired, expertise from elsewhere in 
the centre was sought. 
 
In this first development phase a large addiction centre in the west of the country asked if it 
could join the development of the RIOB. One big-city MMT clinic joined. 
In the second phase of the development of the RIOB, the implementation phase, the total 
procedure (the primary process) within the RIOB was again applied to three new MMT clinics 
of two new addiction centres, while the other clinics continued with the development: one 
small-city MMT clinic with 80 patients, two nurses and one part-time physician with the 
GGD, one big-city MMT clinic with 150 patients and four nurses (this clinic dropped out as 
the pressure to achieve was too high and could not be realized) one MMT clinic with two 
nurses and 80 patients, and one clinic with 95 patients and three nurses. The latter two shared 
one addiction specialist. Both centres immediately started with focus group meetings and 
centre working groups. 
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At the end of the local change research one project withdrew. During the first phase of the 
development of the RIOB the decision was taken to ask a team to withdraw as it frustrated the 
process rather than contributing to it. In the second phase another team dropped out. Both 
teams were caught unawares by the changes that had to be initiated. According to van Dijk, 
Schippers & Visser (2006) the willingness to work with new innovations in the addiction care 
depends on: 

• the knowledge of the innovation disseminated within the centre (obviously this also 
depends on the extent to which specialist journals report on it and the extent to which 
professionals keep up with professional literature) 

• the explicit decision to implement the innovation in the centre 
• ensuring that the innovation can be implemented in the centre 
• continuing and maintaining the innovation. 

 
The evaluation research they conducted showed that workers are not able to apply new 
working methods in their work situation at the drop of a hat. Professionals are often inclined to 
stick to old working methods and carry out the innovations as 'extra' work. Innovations are 
therefore considered as making the job responsibilities more arduous and are quickly let go of 
(van Dijk et al., 2006). The recognized experiences in this respect gained during the 
development and small-scale implementation of the RIOB were translated into several 
important preconditions that apply to each centre. If these preconditions were not met the de 
implementation was doomed to fail; e.g. communication about the guideline within the centre, 
training and education policy, and the time workers have available for training, and setting up 
a centre policy group who has power of decision with regard to policies (Loth et al, 2006). 
 
National implementation of the RIOB 
In 2007 a new project started, again subsidized by the ‘Scoring Results’ program. The project 
supports centres wanting to implement the RIOB. This support consists of a ‘learning group’ 
for all project leaders of the various centres. The form of this learning group is based on the 
local project, i.e. the focus group. An exchange of experiences, coordination of the local 
implementation plans, and adjustment of the RIOB implementation on account of local and 
cultural and structural differences that simply exist between centres. The objective is to arrive 
at an unambiguous implementation of the RIOB. For each centre there is a local 
implementation plan to be filled in. Furthermore, before implementation each centre has to set 
up a monthly focus group meeting for nurses. 
 
7.2.4 The RIOB and quality improvement 
In 2006 the RIOB was presented to two national organizations: the GGZ Netherlands and the 
Ministry of Health, Welfare and Sport (VWS). Furthermore, it is of importance to know to 
which extent the RIOB has been accepted by the centres. 
 
Acceptance in the Dutch addiction care sector 
When the guideline was ready, it was submitted to the Scoring Results Steering Group for 
assessment. This steering group was the grant provider and would now assess the guideline for 
following the predetermined steps comprised in the Master Protocol. In addition, the steps 
according to the Agree Instrument (Appraisal of Guidelines Research & Evaluation; published 
in Dutch by the CBO in 2001) were used in the realization of the guideline and specification 
of its contents. In 2004 a national guideline that would unambiguously describe the methadone 
maintenance treatment was considered very welcome by various professional groups in this 
field (addiction specialists, GGz nurses and first-line physicians working in addiction care). 
These three professional groups were regularly informed about the developments and various 
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members of these professional organizations actively contributed to the realization of the 
contents. 
The implementation of the RIOB entails a fundamental change process for almost all addiction 
centres (Loth et al., 2006). The guideline cannot be implemented with a couple of quick 
adjustments in an 'MMT clinic' only. At various levels in the organization a change process is 
necessary in order to realize good, multidisciplinary care. From October 2006 through October 
2007 the NISPA and the IVO (the Addiction Research Institute in Rotterdam) offered 
therefore support with regard to the implementation of the RIOB, commissioned by Scoring 
Results (GGZ Netherlands and ZonMw's addiction care research program). 
The general objective of the ‘Implementation Support RIOB’ was to arrive at a national 
implementation of the Methadone Maintenance Treatment guideline by means of central 
national support and quality assurance (Wits, Loth, Van de Mheen & De Jong, 2007). The aim 
was to have at least one pilot clinic complete the implementation at each of the participating 
centres in 2007. Furthermore, by the end of 2007 the participating centres should have 
acquired the expertise to implement the guideline centre-wide. Finally, several performance 
indicators would be developed and tested for the benefit of a national RIOB benchmark 
structure. However, at the end of 2007 the decision was taken to suspend the implementation 
support as a considerable additional funding of this care by VWS did not materialize.  
 
The centres participating in the implementation trajectory provide a certain insight into the 
national acceptation of the guideline. In December 2007 and again in April 2008 the minister 
of Health, Welfare and Sport promised to create extra financial headroom of at least 15 
million Euros for better care to drug-addicted patients.  
The Netherlands have 13 addiction centres and one GGD that have outpatient methadone 
dispensing to drug addicts in their services package (14 centres in total, however halfway 
through the national implementation phase Parnassia Addiction Care and the Brijder 
Foundation merged; so in total there are 13 centres). In the end, seven of them participated in 
the implementation trajectory and/or the accreditation. 
The six other centres did not want to participate in the implementation of the RIOB for the 
following reasons (Wits et al., 2007):  

• One centre stated it was interested in a second accreditation round and still intended 
to join the project, but said it had to pay too much attention to the HKZ certification 
in this phase (acceptance of the RIOB working method). 

• Three centres stated they did not want to participate because they were already 
working with a similar working method for some time (so a general acceptance of the 
RIOB working method, but no interest in the support project). 

• One centre stated it did not support several components of the RIOB (no acceptance 
of the RIOB working method). 

• One centre had already started implementing the RIOB working method and did not 
feel the need for support (acceptance of the RIOB working method). 

 
One of the six centres that did not want to participate in the RIOB support project declined on 
account of the RIOB contents/working method. 
 
Acceptance outside the addiction care sector 
The RIOB also contains statements on the cooperation with other organizations providing care 
to drug-addicted patients, such as the regular GGz centres, general hospitals, and institutes for 
mentally challenged patients, but also penitentiaries (houses of detention) and police stations 
(DJI, National Agency of Correctional Institutions). The institutes for mentally challenged 
patients reacted positively.  
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Meanwhile DJI has adjusted its old methadone medication policy, first in the form of an 
internal scheme and recently with a guideline (Ministry of Justice/DJI, 2008). Short-term 
prisoners who are addicted to heroin retain their methadone medication set up by the addiction 
care.  Only after six months medication reduction, if any, is discussed. All forensic nurses will 
attend refresher courses in all kinds of areas, including addiction. This teaching module will 
pay attention to the RIOB. With regard to GGz institutes and general hospitals there is too 
little information, so no statements can be made about them. 
 
If other ‘MMT clinics’ would adopt the method and innovations, would it lead to changes in 
the organization of care and eventually to an improvement of the situation of drug addicts? An 
interesting question, and obviously also an important goal, which would lead to improvements 
in the life of drug-addicted patients. The national implementation that started in 2007 when 
there turned out to be sufficient acceptance, was suspended after a first accreditation round 
and the first round of implementation support and exchange as extra funding by the Ministry 
of VWS was required before the extra care could be offered in the form of extra staff. 
Therefore this question cannot be answered yet. The eventual objectives are to arrive at 
performance indicators for outpatient methadone maintenance treatment, the set-up of a 
national benchmark structure, and an evaluation of the RIOB working method including 
patient-related outcome measures. It is too early for that yet. 
 
7.3 Conclusion 
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? 
The findings of the local change research were recognized and acknowledged by other 
institutes. Several proposed improvements were adopted in full in a national guideline. This 
national guideline, the RIOB, is acknowledged in the Dutch addiction care. Its implementation 
has been started up in nearly 50% of the addiction centres and expectations are their number 
will increase. The collapse is broken out of. 
The long-term effects will have to be made clear at a later stage by means of research. 
Fisher, Rehm, Kim & Kirst (2006) critically consider the evaluation of methadone 
maintenance treatment and make recommendations that are supported by the development and 
implementation of the RIOB. Methadone maintenance treatment should not be aimed at, nor 
be evaluated for nuisance reduction only. Important other outcome measures include the 
stability in the drug-addicted patient's life, the experienced safety, and the extent of craving.  
However, other often forgotten outcome measures are the quality of life experienced by the 
patient, the patient's perspective on the treatment, and the counselling offered in addition to 
medication in relation to the duration of the patient's participation in the treatment (therapy 
compliance). Particularly the type of counselling such as intensive case management is worth 
researching among patients that are on the verge of avoiding care. This type of counselling has 
proven effective in getting addicted patients back into counselling (Nadelmann & McNeely, 
1996; NCDP, 1998; Coviello, Zanis, Wesnoski & Alterman, 2006; Zador, 2006). The 
psychiatric comorbidity (mapped out for the Netherlands by Knapen, van Gogh, Carpentier, 
Verbrugge & De Jong, 2007) plays an important role in this patient group and methadone in 
particular is used as self-medication for a certain period of time (often successfully so, Fischer 
et al., 2006; Knapen et al., 2007). Important other outcome measures are therefore the 
psychiatric situation of the patient and changes in the use of methadone and other addictive 
substances. 




