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Chapter 8 General discussion 
 
 
8.1 Introduction 
In this concluding chapter I look back on the chosen strategies and whether they yielded the 
intended results. In the study, participative action research was used as a tool to achieve 
improvements. The research hypothesis was that if professionals actively help to improve their 
own practice, their professional autonomy40 increases, resulting in the knowledge about 
bottlenecks in the daily practice taking root better. This assumption determined the type of 
research design; ‘shaking up’ the daily routine was chosen as a means. By means of critical 
reflection the nurses were to step out of their victim role so that -as assumed by the researcher- 
they gradually could regain their autonomy and step by step become motivated. The initiated 
and evaluated innovations had to be embedded in the centre's policies. The research had a 
second line of approach as well. The researcher wanted to carry out a scientific study from 
beginning to end and report on it to a scientific forum in the approved manner. With her 
research she wanted to provide scientific knowledge in order to investigate: 

• whether it is possible or useful to identify bottlenecks in outpatient addiction care 
together with others and effect changes 

• so that the experienced bottlenecks can be solved or at least become less serious. 
 
An important scientific question in this respect is whether the knowledge about bottlenecks 
and innovations resulting from the local project is sufficient and correct, i.e. whether the 
followed procedure has led to valid knowledge that can stand the test of criticism of the 
scientific forum. 
There were two change objectives; mapping out the causes and effects of the collapse and 
breaking out of the deteriorated situation. In short, knowledge of how this situation had come 
about and knowledge of how to improve the medical and nursing care and case management 
in the ‘methadone dispensing’ practice. 
 
The research started with two research questions: 

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

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

A third research question was added at a later stage:  
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? 
 

In this chapter I describe which answers were found for the research questions (8.2), then 
critically reflects on the research methodology (8.3) followed by a personal review (8.4) and 
concludes with recommendations for further research (8.5).  
                                                            
40 Autonomy with regard to a professional attitude was defined as: maintaining a methodical 
communication with each other as a team, reading and disseminating specialist literature, and an active 
contribution when discussing patients. Autonomy with respect to the content and organization of one's 
own work was defined as: giving advice and arguments based on a vision for expanding the opening 
hours and mapping out the unacknowledged but still provided care activities. Autonomy in interactions 
with patients was defined as: the nurses' approach and demeanor is focused on fitting in with the patient's 
perspective. 
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8.2 Answers to the research questions 
Research question 1 
Is it possible with the aid of participative action research to increase the professional 
knowledge of nurses working at methadone clinics by means of critical reflection on their own 
actions and arrive at self-developed innovations in the care practice? 
 
The evaluation of the monthly focus group meetings showed a gradual development of the 
nurses in the way they viewed their own work. In the beginning still very chaotic, without 
distance or critical view from the ‘victim role’, but at the end of the local research with much 
more distance and a clear distinction between the things they could and could not influence. 
Because of the fact that the nurses in the participative action research were actively working 
on their own knowledge and skills both teams grew in these respects.  
Gradually they acquired more influence. Playing an active role themselves in analyzing 
bottlenecks, gathering the information required to this end and then making statements about 
possible solutions (consensus) and testing them (supported by the entire team) have indeed 
contributed to the solutions being valid (possibility to disseminate outside the local project), as 
was shown in the development of the national guideline. 
In all steps that were taken the nurses were actively involved as co-researchers of their own 
practice. Step by step their reflection on their own work became more professional and better 
substantiated. According to ’t Hart (in De Winter & Kroneman, 2003) is this the usefulness -in 
particular the conceptual usefulness- of a practice-driven and participative study. The users -in 
this case the nurses of both local projects- have acquired new knowledge by means of the 
research. They developed knowledge about innovations, and learned to apply the acquired 
knowledge and evaluate their own improvements. Everything was shaken up and the focus 
group meetings showed their progress. Next to conceptual usefulness the instrumental 
usefulness (’t Hart, in De Winter & Kroneman, 2003) came up as well; the discussions led to a 
different view of the work and a different approach. 
Another question is if the nurses contributed more and qualitatively better data to the research 
on account of their knowledge of the daily routine than would have been the case had they 
been involved as little as possible. An important starting point in the research was that the 
employees had a wide experience but that they did not use it sufficiently nor used it to effect 
changes. According to ’t Hart (in De Winter & Kroneman, 2003; Heron & Reason in Reason 
& Bradbury, 2001) this is an important starting point in emancipatory research. In this 
framework Benner (1984 and 2001) speaks of ‘professional intuition’: in the case of this 
research, knowledge of nursing and in particular of nursing addicted patients. Knowledge that 
accumulates step by step and has a beginning in a thorough training. After the nurse has 
started working, this knowledge and these skills increasingly broaden and deepen. The ability 
to immediately assess situations and know what to do develops through the years. Mapping 
out this (often hidden) knowledge is in particular of importance to professionals such as 
nurses, as this knowledge cannot easily be described, e.g. in text books, and is often only 
transferred in the daily practice through the supervision of ‘wise’ supervisors. This 
professional knowledge is supplemented with knowledge about change in the own 
organization.  
The culture and structure of an organization play a role in shaping changes. The researcher 
wanted to tap this mix of experiences in order to break out of the deteriorated situation using 
innovations based on thorough and tacit knowledge, in connection with the evidence-based 
interventions from science. The mix of these sources of knowledge resulted in a thorough 
bottleneck analysis which was the leitmotiv for the way various problems were dealt with and 
for the design of various innovations. 
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The premise with regard to knowledge development was that both job satisfaction and 
perceived autonomy would improve. This was the case for the job satisfaction, however the 
autonomy did not improve demonstrably.  
 
Research question 2 
Does the implementation of innovations in methadone dispensing lead to changes in the care 
practice by nurses working at methadone clinics? 
 

The following innovations were developed and tested for their impact:  
1. training and development to increase the nursing input in the treatment plans as part 

of the patient files and the patient reviews; 
2. recording the ad hoc care activities at the dispensing counter to determine this 

unknown and unacknowledged care and turn it into nursing counselling; 
3. extension of the opening hours to reduce the incidents of aggression; 
4. monthly reflection meetings with the nurses in order to positively influence the 

autonomy and job satisfaction. 
 

The training courses proved to yield results: in the end, the nurses from one project were able 
to better formulate their input in both the treatment plans and the transfer of these plans during 
the patient reviews. Their care and counselling activities were acknowledged.  
The care that was provided at the dispensing counter but was not acknowledged and therefore 
not registered, was recorded for a year. This ad hoc care was mapped out, but did not decrease 
significantly in the course of time.  
However, this innovation yielded a number of established and acknowledged care activities, 
which were adopted in the Guideline Opiate Maintenance Treatment (RIOB) and embedded in 
policy. Not in all cases did the extended opening hours lead to an actual decrease in the 
incidents of aggression (on one location only in the severest category), but in both projects a 
shift could be observed from serious incidents to less serious incidents. 
In both projects, the monthly focus group meetings led to a slight improvement of the job 
satisfaction but not to a change in the perceived autonomy. 
 
The implementation of innovations in methadone dispensing leads to improvements on a small 
scale. However, looking critically at the own research the statement must be made that there 
are obviously better research methods to measure the effect of these innovations (we will 
come back to that later). The chosen approach has developed and was determined by the 
search process. However, during the participative action research improvements were realized. 
They were changes thought up and then implemented by the nurses themselves. In this respect 
project 1 achieved less than project 2, but still realized innovations that at a later stage became 
leading for a better care organization. 
 
Research question 3 
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? 
 
Can the results of the local project be generalized for the benefit of other, similar situations? 
During the local practice-driven research methodological steps were taken to make the results  
transferable to other, similar settings. All steps taken locally were embedded in analyses 
transcending the local thinking. Findings were tested against the national and international 
literature, experts were consulted in several stages, consultations took place with various 
nurses from other centres and from other work stations within the own centre. In various roles, 
the researcher played an active part in disseminating this knowledge (further described in 
8.3.4). 
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The findings of the local research, in particular the observation that the outpatient methadone 
maintenance treatment had considerably deteriorated, were recognized and also found by the 
Health Care Inspectorate (IGZ) elsewhere in the country. Subsequently a local analysis was 
made of this collapse and innovations were developed and tested locally. Various results of the 
local project were adopted in the national guideline (RIOB) and the knowledge development 
process was partially realized in a similar way.  
According to Coenen (1996) and Van Dijk & Landsheer (in: ’t Hart et al., 2003) this can be 
called exemplary generalization. The content of the RIOB was a next step to the local project: 
broader, deeper and suitable for more organizations. The knowledge from the local project has 
been partially generalized for other MMT clinics and other addiction centres. The fact that 
nurses of other addiction centres recognized the local results and that these results were 
recognized in the RIOB is a confirmation of the reliability and validity of the statements in the 
local project (’t Hart in De Winter & Kroneman, 2003). 
 
The local project has succeeded in setting up conditions (via the RIOB) for improvements; 
they are properly described in a number of chapters of the national Guideline Opiate 
Maintenance Treatment. Improvements which proceeded from local participative action 
research and which were recognized in other MMT clinics by other nurses. But these outcome 
were also recognized in other projects by physicians and institutional policy makers. With 
help of the local outcome,  the nurses were capable of convincing other health care workers 
and policy makers in the Dutch outpatient methadone maintenance treatment institutes. These 
outcome gave convincing power. However, they are only described but not tested. Their 
effects cannot yet be reliably proven.  
It has been proven that a local research has enough significance for a national follow-up 
project. And that local practice-driven participative action research can give cause to a future 
nationwide scientific evaluation of methadone maintenance treatment is a great ending. 
 
8.3 Critical reflection on the research methodology 
8.3.1 Researching and changing simultaneously 
Looking back on the beginning of the research, on both locations within one centre, the 
observation can be made that the problems experienced at the time and the questions they 
raised could not be resolved just like that. The causes and effects were unknown at both the 
national and local levels, as were the possible feasible solutions. This meant that practice-
oriented research was not possible, and research at a local level to try to solve only the 
problems there was not advisable. A practice-driven research with an participative action 
research design seemed the best solution. Was it indeed the best option? 
During the participative action research and later during the development of the national 
guideline van Strien's regulative cycle (1986) was used; in the various stages of the research 
well-founded decisions were made each time. But as Boeije in ’t Hart et al. (2005) already 
said, the regulative cycle for practical situations can go together with the empirical cycle and 
the steps taken in this context. She says: ‘At various moments in the regulative cycle there is 
room for deriving knowledge from fundamental research. In the first place between the 
diagnostic and planning stages… Furthermore, fundamental research plays a role between 
intervention and the evaluation stage.’ (page 91). In the research we opted for changes in the 
daily practice that were scientifically and adequately inventoried and evaluated. 
 

An example: 
One of the identified bottlenecks was the limited opening hours of the methadone dispensing 
counter. Had the bottleneck been considered from the practice and not from practice-driven 
research, it would probably not have been placed on the agenda as such. The opening hours 
are determined by the financial sources present, which are very remote from the nurses on the 
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shop floor. Thanks to the fact that the bottleneck was placed on the agenda via the practice-
driven research it became clear that there was probably a direct link between the incidents of 
aggression at the dispensing counter and the interaction between nurse and patients. Because 
the nurses started to look into this, they decided to ask permission to extend the opening hours 
as an experiment. They used their increasing autonomy to persuade the management of its use 
on the basis of arguments (reduced aggression). As the evaluation of this innovation showed 
that the degree of aggression became less serious they proved their line of reasoning was 
correct. The dispensing counter remained open for longer hours than at the start of the 
research.  
 
With help of the research great solutions were found for the two local projects that were 
effective in that particular addiction centre. However, it would have been a shame had the 
project limited itself to this. Then we still would not know how nurses can broaden their 
professional knowledge and change the daily practice themselves. And we still would not 
know (or only much later) that it is possible to improve a deteriorated situation. It would not 
have been possible to apply the results to the rest of the outpatient addiction care which would 
not only have been a impoverishment of the local results but also for the rest of the addiction 
care in our country. 
If the research had first focused on finding the best evidence for improving the practice in a 
detached manner, it should have taken place from a baseless analysis of what was wrong in 
practice. The improvements found would probably have been of good quality good but not 
geared towards the daily practice, which means that this translation would have to be made 
afterwards. It is because of the participation of the nurses in the research that the room 
between research and practice was made as small as possible. 
 
However, simultaneously researching and changing has its drawback. The exact role of 
change and its effect is difficult to establish. The interaction between actively changing and 
researching and the direct effect on each other remains diffuse; it is a weak point of this kind 
of practice-driven research. 
 
Has the followed working method led to valid knowledge that can stand the test of criticism of 
the scientific forum? The answer to this question cannot be given by the researcher. She has 
however provided the information on the basis of which the scientific forum can pass 
judgment. 
 
8.3.2 Participation of the research population 
Central in the research was that participants would actively contribute to the research. 
Participation of the research population in a research can differ with regard to which end they 
participate and to which extent (’t Hart, in De Winter & Kroneman, 2003). 
In the research in hand -which had an emancipatory angle and aimed to increase the autonomy 
of the nurses as one of the objectives- this participation was mainly brought about by means of 
dialogue. Dialogue that led to joint activities and to innovations aimed at improving the daily 
practice. 
How far did this participation go? The nurses have done more than just being involved in the 
execution of the research; they provided information about the daily bottlenecks, and took part 
in deciding on the research questions to be formulated, on the order of the problems to be dealt 
with, on the outcome criteria of the various innovations, and on the measuring instruments to 
be used. They gathered much data themselves and passed immediate criticism on the analyses. 
Afterwards they gave many presentations in the country to disseminate the results. 
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They had no part in the initial analyses -they were carried out by the researcher and a second 
researcher- nor in the final reports for the scientific forum. 
Dialogue was possible on many fronts; there was a large degree of equality. The latter also has 
a drawback: the more participation, the larger the degree of influence. Influence which is also 
called ‘test leader effect’ (Landsheer et al., 2003; Boeije, 2005) and is also described in 
qualitative research as the adverse effect of too much involvement due to a lack of dissociation 
resulting in a common distortion. The test subjects start to behave according to the test leader's 
expectations. They start behaving according to hints. In quantitative research, too, the test 
leader effect is found, even though the researcher will keep more distance anyhow with regard 
to the test subjects and their world. Even when the distance is great the effect can be found 
because test subjects behave differently from when no test leader would be present.  
According to Landsheer et al. (2003) a researcher can have a ‘polluting’ effect. Have there 
been adverse effects in the research in hand on account of the influencing role of the action 
researcher? In other words, have the nurses become dependent on the researcher? And if so, 
has the lack of distance led to distortion? In the beginning in particular the nurses were led by 
the researcher's active change attitude. They became enthusiastic and project 2 stayed 
enthusiastic to the very end. When the progress came to a halt in project 1 and the researcher 
stepped out of her role as an ‘equal’ and started asking critical questions from a more 
reflective and distant position, the team slammed on the brakes and withdrew. However, in 
2008 both teams were still actively involved in the implementation of the RIOB, with project 
1 making the most progress in this respect. So after the researcher had left, the project was not 
discontinued; quite the reverse.  
However, this does not alter the fact that in this type of practice-driven research the influence -
desired as it is- is difficult to describe exactly with regard to the scope of the influence and its 
precise effects on the thinking and actions of the participants, in this case the nurses. 
 
8.3.3 Cooperative inquiry: four stages 
The researcher states in chapter 3 that this participative action research is based on the four 
stages of Heron’s Cooperative Inquiry (CI) (Heron, 1998). Has the research actually been 
conducted in these four stages? In chapter 4 the four stages and how the knowledge of both 
teams developed in each stage are described (please also refer to chapter 5). Also which 
changes could be observed and which products were developed in which stage. The various 
stages have been leading for the design and realization of the entire research and have been 
helpful each time in distinguishing the various steps. Thanks to them even the stagnation and 
chaos were recognized and included in the research process. Heron's four stages (1998) helped 
in mapping out the nurse's change and learning processes, but also made it possible to describe 
the product results. 
A drawback of the four consecutive stages in the CI is the vague boundaries between the 
stages: the researcher himself has to go looking for clearly distinguishable process elements or 
products that mark these boundaries. 
 
8.3.4 Role of the researcher 
In practice-driven research the researcher is neither objective nor independent; this applies in 
particular to participative action research. Empathy is important in order to better understand 
the perspective of the research population. This means that her characteristics and her opinions 
and prejudices can lead to dependency and influencing. In order to take into account all related 
aspects participative action research must be reflexive. According to Boeije (2005) this means 
that the researcher must be able to explicitly describe both the personal and theoretical 
perspectives. Pyatt (2003, page 1171) states: ‘Reflexivity is a continual evaluation of 
subjective responses, intersubjective dynamics, and the research process itself. Including the 
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examination of the role of the researcher in the construction of meaning and checking the 
method, the analysis, and the interpretation not only with other researchers but also with the 
population which was researched’.  
In action research, the researcher must want to change as well, must want to be committed to 
the group that is being researched. In the research in hand the researcher very clearly chose the 
nurses' side. She immersed herself in their situation, felt a victim as well, heard their 
complaints and sometimes went along with them in order to explore them properly. But 
because she was the researcher she also had to remain aware of her position, had to be able to 
distance herself and analyze and explain; as ‘a nurse who knew her business’. In order to 
avoid ‘going native’ it helped that there were various levels of taking action. Firstly the micro 
level: the interactions between nurses and patients, the interactions between the nurses (the 
direct data sources in the research). Then the meso level: the interactions between the 
researcher and the management and the translation to the macro level: the research literature, 
policies in the addiction care and the related developments. ‘Reflexive’ memos were used in 
the research to stimulate critical thinking, to filter information about the researcher herself 
from them (her assumptions, her decisions, her insights and her criticisms) but also for the 
benefit of growing insight and development of a theory. 
An interesting question in the transfer of the results of the local project to the national 
development of the guideline is the role of the researcher. Did this happen thanks to her efforts 
or was it the results themselves that were recognized by other nurses working at other centres 
and MMT clinics? The role of the researcher was not value-free, so her efforts have definitely 
influenced the transfer. However, because of the set manner of reflecting (the falsification 
method) the outcomes were the focus of attention and were discussed, criticized and adjusted 
to the culture and structure of the various centres.  
These meetings focused on the daily work, the related bottlenecks and the desired solutions 
and not on the state of mind and attitude of an individual researcher. In the follow-up stage of 
the local research a second researcher and developer with a different professional background 
supported, criticized and corrected the researcher. Again a ‘critical friend’ in both the local 
and national projects. The reflection meetings with this researcher were held as soon as 
possible after focus group meetings had taken place, and had a set method and design: first 
putting their own impressions into words, followed by an analysis of the situation in which 
viewpoints and conclusions of both were compared and differences and common ground 
would become clear. If no agreement was reached a new round of data collection followed. 
The strength of all meetings has been the double hermeneutics (Boog, 2007). This double way 
of communication about the meaning of theoretical concepts in practice took place during data 
analysis with help of the actors, but also during the meetings with both professors with special 
interest in knowledge in general and in how to act and plan during the research process. This 
resulted in research outcome that conducted knowledge enlargement and this was helpful for 
the nurses in practice because the new knowledge helped them to make practice based and 
evidence based decisions and to convince others (Boeije, in ’t Hart, Boeije & Hox, 2005). 
 
During the process mutual interpretations have continually taken place between the researcher 
and actors; it has all led to the various roles the researcher has played and the development of 
a theory that was partially embedded in national and international literature. 
 
8.3.5 Degree of generalization 
Both local projects were not chosen by means of random sampling; their participation was 
determined by the degree of problems experienced in one addiction centre. The choice of these 
both projects can have resulted in a misrepresentation although both projects did not really 
differ from other addiction centres that provided outpatient methadone maintenance treatment: 
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a big-city MMT clinic and a small-town clinic with a clear regional function. However, the 
findings of the local project could not be compared with findings from similar studies, because 
there were not any. The acknowledgement and recognition only really took off when the IGZ 
presented its research. (IGZ, 2005). 
If the research had taken place at other centres in the same period of time, would the results 
have been comparable? This question has to be answered with a certain degree of caution, as 
we will never know for sure. 
 
Changing the autonomy of the nursing discipline was the central point of the local research; 
the research was started and finished from their position. The choice was made to first map out 
the nursing care and bring about improvements in order to better make known the nursing care 
in the outpatient methadone maintenance treatment. The logical consequence of this choice 
however was that the patients' perspectives were considered from this position. Another 
consequence was that the effects of the changes on the patients were not included. At a later 
stage too, during the development and small-scale evaluation of the RIOB, this effect has not 
been mapped out.  
 
8.3.6 Social relevance 
The media and the nursing practice in our health care institutes do not have a positive image of 
drug addicts. They feel addicts are often troublesome and unreliable with regard to keeping 
appointments and therapy compliance in general (Loth, Oliemeulen & De Jong, 2005 and 
2006). The care for these addicts is set up and dealt with in order to reduce crime and nuisance 
(as described in chapter 2). 
The researcher did not want to base her work on this point of view as this principle reduces 
nursing care for this group of patients to dispensing methadone only, or in other words, being 
a ‘tap gal’. Care that can be characterized as ‘cram care’. The participative action research 
showed that the situation was deteriorated, which was confirmed by the IGZ in other, 
comparable situations.  
The knowledge the local research yielded about this collapsed situation was recognized and 
acknowledged elsewhere by the government and professionals in the field. The ‘Scoring 
Results’ subsidy scheme made it possible to initiate an improvement project for all outpatient 
addiction centres in the shape of a national guideline in which a number of the local findings 
were incorporated.  
From a health perspective, chronically addicted people have a chronic psychiatric syndrome 
that seriously affects their autonomy at a cognitive, emotional and social level (de Jong, 2006). 
This is why drug-addicted patients come up against almost insurmountable trouble in all areas 
of life. These people deserve attention that is not only based on the nuisance principle. An 
important social assignment of nurses is to assess people's health and keep them in good 
health; this entails more than just handing out cups of methadone. If drug addicted patients get 
the care they need and deserve, it will enable them to shake off the negative image that 
surrounds them. Nurses have an important contribution to make in this respect. This is not 
only established, but also laid down in rules, step-by-step plans, and procedures: the 
‘professional care’. This has been an important contribution of the research to the addiction 
care sector, the nursing profession, and -in the future- the patients themselves. 
 
8.4 Personal review 
The research project started when the centre's management called the researcher with a request 
for help. ‘Things are not going well here and you know a lot about methadone dispensing 
…..’. In retrospect it is easy to say that complying with this request has had a deep impact on 
the life of a starting action researcher. This was not noticed in the beginning. An iterative 
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search process has a hidden side as already expressed by the term. It is still unknown what a 
team, a researcher, will find in the course of the research. Such a search process leads to 
confusion on a number of occasions. Then the researcher is the one who has to turn chaos into 
structure. In this way she will always look for clarity. To keep searching for the benefit of 
teams is not always fun. Policy makers also may have wishes that may be troublesome for the 
progress of the study. There have been days that words like ‘structure’ left a bitter taste. 
In addition, practice-driven research and participative action research in particular are methods 
in which several stake holders play an important role. They are important persons ranging 
from shop floor workers to top-level managers.  
The researcher has tried her best to set the proper tone at the right time when talking to such 
different people. Keeping various people happy who were very important to the research was 
not an easy, but very fascinating task. It went hand in hand with continuously adjusted 
information to try and reach the same objectives, so that the right policy decisions were taken 
at the right moments. The researcher continuously asked herself if all options had been 
considered and nothing important had been left out. One of the responsibilities of an action 
researcher is to be credible and not going native.  
After all, it would then be impossible to distance yourself from the daily problems and 
solutions. A ‘spectre’ that was always present during the entire research and reached a high 
when project 1 withdrew from the research. After all, from her role as a nurse she had 
understood very well why it would be better for the nurses to stop implementing innovations 
as they did so reluctantly. On the other hand, this was perceived as an admission of weakness. 
A big advantage of participative action research however is that all participants have always 
believed in what we were all doing, even if one of the projects withdrew from the research 
ahead of time. If now and then an innovation did not succeed or a policy did not come 
through, both teams and the researcher were able to motivate each other again. The fact that 
the identified bottlenecks were credible enough to be turned into long-lasting innovations via 
policy decisions, has kept everyone going. They were rewarded when the results of the local 
research became input for the national guideline. The nurses of project 2 participated in the 
first stage of this development and in this way continued the local project. An important battle 
has been won. 
 
8.5 Recommendations for further research 
The realization of the national Guideline Opiate Maintenance Treatment (RIOB) has been a 
positive development for the outpatient addiction care. This guideline will be implemented in 
various addiction centres in the near future. Each centre will follow its own course depending 
on the actual implementation stage. Prior to the implementation an overview of the state of 
affairs must be made with regard to the RIOB working method: a good moment to review 
whether the bottlenecks identified in the local research and recognized by the IGZ (2005) are 
found in the centre. Then it is of importance to formulate performance indicators for the 
methadone maintenance treatment at a national level with the aid of a national process 
evaluation of the implementation. This is necessary to be able to carry out an effect research 
on patient-related outcome measures in the next step, such as stabilization of health, 
stabilization of drug use, safety and quality of life (in particular a meaningful life). Then the 
question can be answered if in fact methadone maintenance treatment in the Netherlands 
works. A critical question posed by many people, such as Fisher, Rehm, Kim & Kirst (2005). 
For a short time now medical heroin has been dispensed to drug-addicted patients who tried 
everything and often have gone through a series of failed treatments (van the Brink, Hendriks, 
Blanken, Koeter, Van Zwieten & van Ree, 2003). The Dutch government has provided 
considerable funds to realize this type of treatment. It led to discussions at a high political 
level as this kind of treatment makes manifest the various political viewpoints. In a short 
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period of time beautiful and well-furnished units were built in several cities, nurses were 
appointed to dispense the heroin under supervision and via various researchers data are 
gathered everywhere for a scientific evaluation to show that this kind of treatment is working. 
All this in addition to the deteriorated methadone maintenance treatment which was 
established for the same target group and which has not yet been properly evaluated for its 
effect up to now. Two kinds of treatment for the same target group with the same group of 
professionals that rather differ with respect to the investment made. Both kinds of medication 
(methadone or heroin) are described side by side in chapter 4 of the RIOB as two kinds of 
medicinal treatment. Isn’t that strange? Two treatments that are the same with respect to the 
care organization, where the same professionals provide the care in the same way. However, 
heroin dispensing as described in ‘About Permanent Care’ (CCBH; Central Committee on the 
Treatment of Heroin Addicts, 2003, in Dutch) only summarily describes the nursing care 
under the term ‘medical’. Nurses (according to the CCBH these professionals dispense heroin 
and supervise its use) and specialized nurses (according to the CCBH they also provide 
psychosocial counselling) can do much more and their contribution to the treatment is much 
larger than described on paper. Furthermore, what is lacking in this kind of treatment is the 
patient’s perspective. How do addicts experience this treatment, how do they see themselves, 
what is their perspective on improvement, and what are their wishes with regard to the care 
organization? And in which way are these components of their perspective incorporated in the 
current treatment? 
 
In outpatient methadone maintenance treatment in Europe 50% of the staff consists of nurses 
and 22% of physicians. Nurses have a number of tasks (Loth, Rutten, Huson & Linde, 1999; 
Lilly, Rhodes & Stimson, 2000; Clancy, 2002) such as dispensing methadone and other 
medication, monitoring for chronic and acute health problems, counselling patients 
individually or in groups, recording the carried out care activities (administration), and 
keeping patient files up to date. The nursing professionals themselves must initiate and 
develop their share of nursing science research in the Dutch addiction care. The nursing 
counselling deserves to be better evaluated for its patient care. For example, the immediate 
interventions at the dispensing counter where the medical situation of the patients is observed 
and monitored. Or assessing the nutritional state and the related nursing interventions, and the 
brief motivating conversation techniques at the dispensing counter and their effect on patients, 
e.g. with respect to drug use and (therapy) compliance. With regard to longer-term counselling 
it is of importance to look at the experienced meaningfulness of the daily existence and the 
effect of interventions in this respect. In the first instance it is important to define ‘meaningful 
live’ for chronic addictions by means of scientific research. It is also important to develop 
both the patient’s and care worker’s perspectives and have them gear towards each other in the 
course of the research. This will certainly improve the quality of the care. The focus group 
method is particularly suitable for the latter topic. 
Fortunately, more and more research has been published in the literature abroad in the past 
few years which describes the nursing interventions and their contribution to the care of 
addicts. For example, nursing diagnostics in alcohol-addicted seniors (Loukissa, 2007), 
preventive nursing interventions for alcohol-related problems (Littlejohn & Holloway, 2008), 
treatment of ADHD and the contribution of the nursing discipline to recognizing addiction 
problems at an early stage (Sircy & Stojanoski, 2008) and nursing points of attentions in 
heroin-addicted patients suffering from pain (Wintle, 2008). In short, the nursing discipline 
and the scientific research into the content of the nursing care for addicts, into the effect of 
nursing interventions among addicts and into the various perspectives is by no means finished 
yet. This thesis wanted to contribute to it. 


