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Summary 
 
 
In the Netherlands methadone has been dispensed to heroin addicts for over 30 years now. In 
the course of the years, methadone dispensing was given the dual objective of providing help 
and reducing nuisance: the schism in the dispensing practice.  
The majority of the patients have multiple, strongly interwoven problems in various areas of 
life and as a result find themselves in social isolation. In addition to their addiction many have 
to contend with anxiety disorders, depression, amnesia, uncontrolled aggression, psychoses or 
other personality disorders. 
Over the years nurses in the outpatient addiction care in the Netherlands let slip their 
professional responsibility for quality care in outpatient addiction care from a kind of victim 
role. There was a huge difference between the day-to-day practice and what nurses learned 
during their training. In order to improve the daily practice the management of one of the 
addiction centers decided to have a practice-driven research carried out. Chapter 1 describes 
these issues and the related research questions:  
 

1. Is it possible with the use of 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? 

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

3. Can an improvement be observed in the clinical methadone maintenance practice 
elsewhere in the Netherlands after and as a result of the local action research? 

 
Chapter 2 describes the collapse of methadone dispensing in the Netherlands at the end of the 
last century. It was caused by the abovementioned dual objective and the way in which the 
financing of methadone dispensing was regulated. As shown by the calculation method, most 
nursing activities were not recognized and therefore not acknowledged. Nursing care was 
considered to only consist of dispensing methadone and collecting urine samples. Although 
inspection reports pointed out that prescribing and dispensing methadone is a medical task, the 
related nursing care was limited to two tasks only. This led to "cram care" at the dispensing 
counter (care that cannot be properly started, carried out and finished), whereas the health 
problems of drug addicts were only increasing.  
In addition, the way in which the financing was regulated resulted in an extremely poor 
quality and furnishing of the buildings compared to other health care facilities, in and outside 
of the addiction care. We conclude that nuisance control should be dropped as an objective 
and that improving the health of drug addicts should become the main objective of methadone 
dispensing, so that physicians and nurses can properly practice their professions and the 
patients' situation can improve. 
 
Chapter 3 describes the methodology used in the research.  
Practice-drive research tries to answer questions that arise in daily practice. Answers must be 
found in that same daily practice to often complex questions that have several perspectives. 
The research was set up as a participatory action research, at a later stage combined with a 
cooperative inquiry design.  
 
The intention was to have nurses play an active role in the research, so that they could 
gradually take on their professional role again by playing a participatory role in both the 
analysis of the bottlenecks and the search for innovations and solutions. Participatory research 
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makes high demands on a researcher. He/she needs to have a certain affinity with the practical 
field, such as knowledge of the culture and structure of the organization where the research is 
carried out as well as knowledge of, and skills in dealing with the parties concerned. 
Researchers must consider it a challenge to contribute their own experiences and knowledge 
and must be willing to enter a learning process themselves too. The required information in 
this study was obtained from various sources. Results from qualitative research must be 
explained in the context of everyday life. In the action research this was achieved as follows: a 
structured analysis in two steps (in the first step the researcher analyzes and categorizes the 
data, in the second step the results are presented to -in this instance- the nurses; they comment 
on them and complete them). Both the researcher and the nurses from the two projects wanted 
to further explore the results in order to gain a broader perspective. The first results were 
presented, discussed and approved in both projects. For example, several themes were 
identified typical of the collapse of the nursing practice, such as insufficient insight into the 
patient's perspectives and insufficient awareness of the nature and scope of the provided care. 
In addition, we established a number of changes in a quantitative manner. One important 
condition for an experimental design could not be realized, i.e. randomization. In order to 
nevertheless be able to establish relationships and effects, we opted for a naturalistic follow-up 
study. Innovations included training and development (desired effect: improvement of the 
professional input in patient reviews), mapping out the unknown, ad hoc care (desired effect: 
becoming aware of these care interventions), extension of the opening hours (desired effect: 
reduction of aggression), and monthly focus group meetings (desired effect: increase in job 
satisfaction and perceived autonomy). 
The research took place at two MMT clinics. In project 1 methadone was dispensed to about 
150 heroin users on a daily basis. This clinic was staffed by 5 part-time nurses. In project 2, 
methadone was dispensed to about 100 heroin users. This clinic was staffed by three part-time 
nurses. 
 
Chapter 4 describes the process of research and change realized in both MMT clinics. Action 
research consists of stages as changes in the daily practice are often complex and are analyzed 
step by step. To this end the four stages of Heron within the cooperative inquiry design were 
applied: 
 

1. First reflection: formulating a launching statement and the first action plan including 
innovations and data collection methods. 

2. First action: innovations are explored and tested. Data are gathered and analyzed. 
3. Experiential immersion: the first innovations are evaluated and, if necessary, 

amendments are made.  
4. Second reflection: the workers' acting space is expanded, and innovations are 

implemented into daily practice. 
 
Because the changes were gradually realized and kept in step with the increasing knowledge, 
the degree of responsibility increased as well. Insight in this increase was provided by using 
Johns' knowledge development model: 
 

1. 'Silence´ : Workers have little knowledge and few ideas; the voices of more powerful 
groups are dominant. 

2. ´Received voice´: workers repeat the ideas and opinions of others, they are not yet 
capable of expressing their own ideas and opinions.  

3. ´Subjective voice´: workers are now capable of voicing their own opinions, but these 
opinions are not clearly thought through, without reflection. 

4. ´Procedural voice ´: critical reflection is possible. 
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In the first stage the action plan was implemented. The launching theme became: ‘Lack of 
professional autonomy means dissatisfaction and diminishing professional responsibility’. 
Data were gathered on interaction issues at the counter by means of interviews and 
participatory observations. A literature study helped the teams to put the outcome into context, 
leading to a full diagnosis of the problems in both clinics. Knowledge development took place 
as the nurses, as co-researchers, provided feedback on the data analysis. Both teams worked at 
formulating and developing statements about care, addiction care, and the organization of this 
care. The nurses' professional knowledge was still based on assumptions and lacked a 
theoretical base. For them, there was a huge discrepancy between the ideal situation and the 
reality with regard to their professionalism. They had no firm opinions of their own. 

In the second stage the theme that emerged was: ‘Growing professionalism means struggling 
first and then reaping the first fruits.’ Changes in the organization of the daily work were 
needed to create more space or time for patient care. For example, the opening hours of the 
clinic were extended. Knowledge development took place as the nurses reflected in the 
meetings on shifting their focus to a more structured and critical way of thinking. After 
analyzing the recorded interviews, it became clear that they listened to each other now and 
frequently entered into debates.  
According to Heron, the third stage is crucial as the touchstone and bedrock. The nurses had to 
cope with two major processes: ‘gaining insight and experiencing the positive effects of 
continuing growth’ and the ‘step back’. Analysis of the group dynamics revealed that the two 
teams had grown apart. The first signals of withdrawal in clinic one were a decreasing data 
collection and increasing absence rates in group meetings. Knowledge development ensued 
from discussions about all ethical considerations and uncertain policy regulations because of 
the new interventions; the nurses were often emotional and did not keep enough distance. 
Uncertainty arose about the newly implemented care strategies because there was insufficient 
practical experience, but their knowledge grew from theory with no practical experience 
towards practical experience embedded in applied theory. The nursing team of project 1 
withdrew from the research. Although the team was able to cope with the organizational 
innovations, they did not succeed in developing a more patient-oriented care. It became clear 
that dysfunctional relationships were one of the causes of the exhaustion stage.  
 
Finally, in stage four the theme for project two became: ‘Satisfaction and becoming critical 
and reflective practitioners’. The team developed knowledge because they discovered that at 
first they had two separate ‘voices’ and perceptions about nurse-patient communication. In the 
reflection meetings the team members succeeded in really listening to each other and after 
discussion they decided as a team to reflect more frequently on their professional attitude 
towards drug users. 
 
Only one of the two MMT clinics succeeded in completing the four stages and enhancing its 
professional autonomy. Johns' four reflection stages were not only helpful in establishing the 
development of both teams, but for the researcher as well in analyzing different ways of acting 
in practice. For the nurses they were helpful in recognizing their progression and growing 
feelings of pride.  

 
Chapter 5 discusses the content developments on the basis of a number of questions:  
Which aspects in the care are of importance from the perspective of patients? 
Can the patient's perspective be put across to the nursing teams of the MMT clinics so that 
they can adjust their approach to, and opinion about the patients accordingly? 
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In the diagnostic stage of the research a number of patients were interviewed with regard to 
their opinion about the methadone dispensing. Later in the research two focus group interview 
were held. In general the patients were dissatisfied with the procedures when collecting their 
methadone. They felt ashamed to go to the MMT clinic and would like a quick dispensing 
where they are not confronted with their old lives. Most of them would like to see an 
extension of the opening hours. The nurses chose not to be present at both interviews because 
they feared the patients would not feel safe enough and would not fully open up. However, 
they did not consider an increased patient input as a matter of course. Eventually and in 
accordance with the patients' wishes a group discussion was planned with both parties to come 
to the introduction of vacation days for patients. 
 
Is it possible to improve the professional communication among nurses working in outpatient 
methadone maintenance treatment by planning group meetings at set times? Are nurses 
working in outpatient methadone maintenance treatment able to make a solid and 
communicable analysis of their daily care practice and offer feasible solutions? 
 
In total there have been 24 monthly meetings. The researcher drew up the provisional agenda; 
in the first instance in consultation with the nurses present and later in consultation with the 
external discussion leader. At the meetings themselves the definite agenda was decided upon. 
In the first stage of the research, the perspective of reflection in daily practice had been the 
narrative way of forming an opinion. The second round of reflection meetings was still loosely 
structured, but having an agenda settled things down. The theoretic model for the research 
took on more shape in this stage and provided much-needed structure. The third and fourth 
rounds of meetings had a rigid structure with an agenda; the items on the agenda could not 
easily be deviated from.  
 
What is the nature and scope of the unacknowledged ad hoc care provided when dispensing 
methadone at the counter? 
Ad hoc care is unexpected and unplanned care that must take place in short moments of 
contact. To provide more insight into this care the decision was taken to record it by means of 
registration forms. The activities were subdivided into health education, nursing interventions, 
psycho-social counseling, and organizational activities. The registration took place over a 
period of 260 days (12 months). Both projects were opened 5 days per week from Monday 
through Friday.  
The observed differences between both projects are significant and not coincidental. However, 
the causes of these differences are widely divergent and cannot be attributed with certainty to 
one or more of them. 
 
Are there any changes in the job satisfaction of nurses working in outpatient methadone 
maintenance treatment after having been actively involved in changing their own daily 
practice? Are there any changes in the perceived autonomy in and over the work of nurses 
working in outpatient methadone maintenance treatment after having been actively involved in 
changing their own daily practice? 
 
The Maastricht Job Satisfaction Scale for Health Care (MAS-GZ was used to map out job 
satisfaction. The Maastricht Autonomy Questionnaire (MAQ) was used to map out the 
perceived autonomy. The nurses in our study scored 3.2 and 3.4 in the first and second 
measurements, respectively, which is neutral. The nurses of both projects were the most 
satisfied with the contacts with colleagues and patients. In the first measurement they were the 
least satisfied with the clarity, the career opportunities and the department head.  
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The changes described in chapter 5 were the result of innovations set up and implemented 
after, and on the basis of, the inventory of bottlenecks made together with nurses. The general 
question in chapter 6 was: Does the implementation of innovations in methadone dispensing 
lead to changes in the provided care by nurses at the MMT clinics? 
 
Nursing input in the multidisciplinary patient reviews 
The minutes of 20 meetings of project 1 were analyzed in the observation period. Nine 
meetings were not prepared nor showed 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 whether the meetings started on time. Many patients were put on the 
agenda, only to be moved to the next agenda at 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. Nine of the 15 meetings of project 2 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 show neither a prepared input 
nor an active input by the nursing team. The minutes did not clearly show whether the 
meetings started on time and how long they lasted. At each meeting a member of the nursing 
team (three nurses in total) 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. 
A 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 at random selected patient files of project 1 contained only few notes, if any. If there were 
any notes, they only dealt 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 patient files 
contained more notes. However, the nursing team did not succeed in realizing this for all 
selected patients (for only 6, i.e. 50%, of the 12 patients a plan was formulated). 
In project 2 the number of care contacts and the number of conversation notes increased for all 
selected patients 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.  
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. 
 
Ad hoc care 
We found that there was only a significant increase in project 2. The ‘experienced' 
increase/decrease in pressure at the dispensing counter is not underpinned by an actual 
increase. Nevertheless, both teams felt they had achieved their objective. 
 
Incidents of aggression 
The seriousness of the incidents ranges from rude/clumsy behavior and verbal insults to 
aggressive threatening behavior. The center responds to the latter by imposing sanctions. The 
decrease in 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 
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periods when measurements took place, in particular the category of patients who come to 
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, a trend may be observed, namely a 
shift from serious to less serious incidents: from physically threatening behavior to rude and 
clumsy behavior.  
 
Job satisfaction and perceived autonomy 
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. The perceived autonomy did not 
change among this population of nurses after implementation of the innovations.  
 
It was not possible to sufficiently assess innovations for their effect with the aid of the chosen 
naturalistic research method. Beforehand both patient populations could not be compared with 
each other just like that. There is a considerable chance that the differences between both 
projects would have faded away if project 1 had continued the action research. Therefore we 
can state that the innovations lead to a better quality of the provided care and case 
management, 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. The small-scale innovations 
lead to an improvement that can be transferred to other outpatient methadone maintenance 
clinics. 
 
Chapter 7 deals with the question: Can an improvement be observed in the clinical methadone 
maintenance practice elsewhere in the Netherlands as a result of the local action research?  
The local action research 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. The collapse of the methadone maintenance treatment described by us 
received much attention and was widely shared. The two local MMT clinics were confronted 
with the same problems that were encountered elsewhere. Several associations of 
professionals working in 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. The guideline is based on three perspectives that are of importance for guideline 
development from both a national and international point of view: systematic research, clinical 
expertise and patient preferences. During the development of the guideline the Scoring Results 
Master Protocol was used. This 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. Several results of the local project were adopted in the 
national guideline. The Netherlands have 13 addiction centers and one GGD that also offer 
outpatient methadone dispensing to drug addicts. In the end, seven of them participated in the 
implementation trajectory and/or accreditation. Of the six other centers that did not want to 
participate in the RIOB support project, one stated they did not agree with its content/working 
method. The findings of the local change research were recognized and acknowledged by 
other centers. The national guideline, the RIOB, is acknowledged in the Dutch addiction care. 
Its implementation has been started up in nearly 50% of the addiction centers and expectations 
are their number will increase. The collapse is broken out of. 
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Chapter 8 looks back on the research. The evaluation of the monthly focus group meetings 
showed a gradual development of the nurses in the way they viewed their own work. At 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. In all steps that were taken the nurses were actively 
involved as co-researchers of their own practice. Step by step their reflections on their own 
work became more professional and better substantiated. 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 the various problems were dealt with and for the design of 
various innovations. 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. The findings of the local research, in particular the observation that the outpatient 
methadone maintenance treatment had considerably deteriorated, were recognized and also 
observed 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. In addition, the findings were 
recognized and acknowledged by workers at other MMT clinics. The local project did manage 
to succeed in setting up conditions for improvements (via the RIOB).  
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 practice-driven research.  
Central in the research was that participants would actively contribute to the research. They 
gathered much data themselves and passed immediate criticism on the analyses. Afterwards 
they gave many presentations in the country to disseminate the results. However, this does not 
alter the fact that in this type of practice-driven research it is difficult to exactly describe the 
influence -although desired- with regard to its scope and its precise effects on the thinking and 
actions of the participating nurses.  
 
Heron's four stages helped in mapping out the nurses' change and learning processes, but also 
made it possible to describe the product results. A drawback of the four consecutive stages is 
the vague boundaries between the stages: the action researcher himself has to go looking for 
clearly distinguishable process elements or products that mark these boundaries. The question 
is whether the results would have been comparable had the research taken place at other 
centers as well in the same period of time. 
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 centers in the near future. Each center 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. Subsequently 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. The nursing 
professionals themselves must initiate and develop their share of nursing science research in 
the Dutch addiction care. Finally, nursing counseling deserves to be better evaluated for its 
effect on patient care. 




