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VERSION 1 - REVIEW 

REVIEWER Ana M. Abrantes. Ph.D.  
Assistant Professor (Research)  
Alpert Medical School of Brown University  
Butler Hospital 

REVIEW RETURNED 19-Feb-2013 

 

THE STUDY The purpose of this study was to examine the feasibility and 
acceptability of an exercise referral (ER) scheme for older drug 
users. Studying the role of physical activity in the lives of substance 
abusers is an important area of research. The background and 
discussion sections of this manuscript are well-written and make a 
number of useful contributions. The qualitative data collected with 
participants and instructors is also a strength. However, the study 
includes a number of methodological limitations that decrease 
enthusiasm for this work. These are described below.  
 
1. The sample characteristics are lacking in information regarding 
participants current levels of drug use involvement. The extent to 
which participants are actively using drugs or are involved in 
substance abuse treatment is unclear. For example, active users 
may differ from newly abstinent drug users on their commitment and 
level of motivation for engaging in ER.  
2. An important weakness and limitation of the study involves the 
fact that participants are already fairly physically active. It is unclear 
why low active participants were not specifically recruited. In a 
sample that is already quite active, what would the ER offer above 
and beyond what they are already doing? Also, given how active 
participants were at baseline, it is not surprising that few differences 
were observed pre and post intervention.  
3. It would have been interesting if the qualitative data included 
information on the impact of their drug use on ER participation.  
4. Adherence to the intervention and the high rates of drop out 
appear quite problematic. This should be given greater attention in 
the discussion section.  
5. The lack of a standardized protocol by which instructors could 
follow when working with this population is a limitation/weakness of 
the ER intervention.  
6. It is not accurate to state that the study data would be utilized to 
calculate rate of recruitment and the sample size for a pilot RCT 
given that the projected RCT would likely not include participants 
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who were already so physically active. In all likelihood, when 
recruiting low active drug users, rate of recruitment would be slower. 

 

REVIEWER Jan Davison-Fischer (surname at birth & on publications: Fischer), 
Senior Lecturer, Oxford Brookes University, UK.  
 
I have no competing interests. 

REVIEW RETURNED 07-Mar-2013 

 

REPORTING & ETHICS While the paper had approval from an ethics committee, other 
ethical concerns were only touched on in passing. There is no 
reason to think that any unethical activity occurred, however. 

GENERAL COMMENTS This is an interesting, well-written paper and aspects of it deserve 
publication. The sample size is small, but this is not uncommon in 
studies involving fitness tests. Research into the issue under 
investigation is still in its infancy and any contribution to 
understanding the role of physical exercise programmes in drug 
misuse treatment is appreciated.  
 
Having said this, the data is limited by the small sample size and I 
did wonder whether the findings merited the length and detail of the 
paper. A shorter report on the key findings of the project might be 
more suitable for holding the reader‟s attention (although BMJ Open 
will presumably charge the same whatever the length of the paper).  
 
Although there were opportunities for being more concise throughout 
the paper, the discussion of attendance data seemed particularly 
lengthy, given that measuring the same appears to have more or 
less failed. The lack of agreement between two types of electronic 
record seems to suggest faulty data, and although these kinds of 
problems are relevant for a feasibility study, I did not understand 
why it is relevant to the readers of BMJ Open, unless they wish to 
design a study on exactly the same topic (and even then, the lack of 
information about the technology used would make replication 
difficult). Your physical measurement data should be reported, as it 
allows the reader to form opinions about the health of your 
population, but – given that most relationships within the data are 
not statistically significant – I did wonder whether it could be 
presented in a shorter format.  
 
The qualitative data was actually one of the most interesting and 
insightful aspects of this paper. Yet, it was very noticeable that 
participants‟ views are reported in brief and in the form of 
generalisations (p. 13), while the findings from the interviews with 
instructors are augmented with quotes. Perhaps this has to be 
attributed to variations in data collection (such as audio recorders 
being used for one but not the other), but it would have been more 
consistent to also provide some quotes from the service users.  
 
 
Other minor issues:  
Study attrition appears to be foremost attributed to the selection of 
participants with other commitments. Yet, I wondered whether more 
could be said about why a substantial proportion stopped attending 
the gym. How does this compare to people in exercise programmes 
for obesity? Might the use of the Balke test have contributed to 
attrition?  
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On page 10, line 37, you report a mean total attendance of 6.8 with 
the range 7-24. It is unlikely that the mean is outside of the range.  
 
The final sentence of the paper (p. 17) appears to suggest that use 
of a gatekeeper would result in “greater support”. Perhaps this is 
merely an issue of phrasing, but generally gatekeepers serve to 
exclude parts of the relevant population, instead of supporting them. 
Most drugs misuse treatment services aim to reduce the number of 
gatekeepers to services.  
 
Although aged 40 and over equals “older” in the world of drug 
misuse, this might not be obvious to practitioners from outside the 
field. I wondered whether it might be worthwhile to remove the word 
older from the title and instead insert “aged 40 and over” or 
something to this effect.  
 
I look forward to reading the eventual published version of this 
paper!  

 

VERSION 1 – AUTHOR RESPONSE 

Reviewer: Ana M. Abrantes. Ph.D.  

Assistant Professor (Research)  

Alpert Medical School of Brown University Butler Hospital  

 

Dear Dr Abrantes,  

 

Thank you for your helpful comments which we hope we address adequately in our revisions.  

 

Best wishes,  

Caryl  

 

The purpose of this study was to examine the feasibility and acceptability of an exercise referral (ER) 

scheme for older drug users. Studying the role of physical activity in the lives of substance abusers is 

an important area of research. The background and discussion sections of this manuscript are well-

written and make a number of useful contributions. The qualitative data collected with participants and 

instructors is also a strength. However, the study includes a number of methodological limitations that 

decrease enthusiasm for this work. These are described below.  

 

1. The sample characteristics are lacking in information regarding participants current levels of drug 

use involvement. The extent to which participants are actively using drugs or are involved in 

substance abuse treatment is unclear. For example, active users may differ from newly abstinent drug 

users on their commitment and level of motivation for engaging in ER.  

We did not collect these data because they would have been self-reported (for this pilot). We were 

concerned about the potential adverse impact on recruitment if we greatly extended the time it include 

questions on treatment (treatment type, opiate substitution dose, frequency of dispensing etc.) and 

illicit drug use (type, frequency, mode etc.). For this pilot, we wanted to concentrate largely on asking 

questions on aspects of feasibility and acceptability. In effect most if not all participants will be on a 

recovery journey, will have been significant opiate users, will be in treatment or between treatments, 

will have been poly-drug users, and some may still be using on top of their prescription to greater or 

lesser extent. Some were illicit drug free, but as far as we are aware none were abstinent from all 

opiates or illicit drugs and alcohol. We have added a discussion of this to the limitations section.  

 

2. An important weakness and limitation of the study involves the fact that participants are already 
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fairly physically active. It is unclear why low active participants were not specifically recruited. In a 

sample that is already quite active, what would the ER offer above and beyond what they are already 

doing? Also, given how active participants were at baseline, it is not surprising that few differences 

were observed pre and post intervention.  

We have added this as a limitation but also suggested that improvements in self-esteem and 

confidence etc. are important dimensions of wellbeing which ER may change.  

 

3. It would have been interesting if the qualitative data included information on the impact of their drug 

use on ER participation.  

The qualitative data we collected focused largely feasibility and acceptability of the intervention. We 

have added a discussion of this to the limitations. Two participants reported that that they had 

reduced their level smoking. In a larger study, we will measure the impact of ER participation on 

substance use.  

 

4. Adherence to the intervention and the high rates of drop out appear quite problematic. This should 

be given greater attention in the discussion section.  

We have added the following sentence to paragraph 3 of the discussion: “While pre-participation 

screening and appropriate exclusion criteria are likely to improve completion rates, the current study 

demonstrates that adherence to the intervention and drop out presents a challenge.”  

 

5. The lack of a standardized protocol by which instructors could follow when working with this 

population is a limitation/weakness of the ER intervention.  

This study was a pilot and we assessed current practice in order to inform the design of a larger 

study. As such, we agree that the lack of a standardised protocol is an important consideration. We 

have added a discussion of this to the limitations.  

 

6. It is not accurate to state that the study data would be utilized to calculate rate of recruitment and 

the sample size for a pilot RCT given that the projected RCT would likely not include participants who 

were already so physically active. In all likelihood, when recruiting low active drug users, rate of 

recruitment would be slower.  

The pilot RCT will be inclusive and we do not envisage specifically targeting those of lowest activity 

levels because we would like to assess the impact of ER on a range of health outcomes, including 

mental wellbeing. Therefore we believe that the data will be informative but have changed this to say 

the data will be useful in terms of determining the rate of recruitment and the sample size.  

 

 

 

 

 

 

Reviewer: Jan Davison-Fischer (surname at birth & on publications: Fischer), Senior Lecturer, Oxford 

Brookes University, UK.  

 

Dear Dr Davison-Fischer,  

 

Many thanks for taking the time to review this paper. We have revised the paper in line with your 

helpful comments.  

 

Best wishes,  

Caryl  

 

I have no competing interests.  
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While the paper had approval from an ethics committee, other ethical concerns were only touched on 

in passing. There is no reason to think that any unethical activity occurred, however.  

Our ethics approval covered aspects of the research such as patient safety and data confidentiality. In 

addition, we sought GP approval for each person to participate and we recruited two Service User 

Advocates (older people with a history of drug use) onto our team in order to ensure the materials 

were appropriate and to help explain the research to participants. We used trained ER specialist gym 

instructors to deliver the intervention.  

 

This is an interesting, well-written paper and aspects of it deserve publication. The sample size is 

small, but this is not uncommon in studies involving fitness tests. Research into the issue under 

investigation is still in its infancy and any contribution to understanding the role of physical exercise 

programmes in drug misuse treatment is appreciated.  

 

Having said this, the data is limited by the small sample size and I did wonder whether the findings 

merited the length and detail of the paper. A shorter report on the key findings of the project might be 

more suitable for holding the reader‟s attention (although BMJ Open will presumably charge the same 

whatever the length of the paper).  

We have tried to keep the paper as concise as possible. The research includes both quantitative and 

qualitative measures, including interviews with both participants and ER instructors and we feel the 

need to adequately describe all elements of the research.  

 

Although there were opportunities for being more concise throughout the paper, the discussion of 

attendance data seemed particularly lengthy, given that measuring the same appears to have more or 

less failed. The lack of agreement between two types of electronic record seems to suggest faulty 

data, and although these kinds of problems are relevant for a feasibility study, I did not understand 

why it is relevant to the readers of BMJ Open, unless they wish to design a study on exactly the same 

topic (and even then, the lack of information about the technology used would make replication 

difficult). Your physical measurement data should be reported, as it allows the reader to form opinions 

about the health of your population, but – given that most relationships within the data are not 

statistically significant – I did wonder whether it could be presented in a shorter format.  

A major criticism of previous evaluations of ER schemes (irrespective of the target population) has 

been the lack of objective outcome measures. Attendance data is a key outcome measure for the 

evaluation of ER schemes. We therefore feel that testing the utility of attendance data collected via 

gym information systems, and comparing it to verbal reporting, is an important aspect of this paper. 

The literature on ER has called for more evidence around the effectiveness of ER schemes and we 

feel that this aspect of the paper is informative for others conducting such evaluations. However, we 

agree with your comment and have trimmed this section of the results. We have also shortened the 

text which describes the results of the physical measurements but have left in both tables because we 

agree that the data on physical measurements should be included.  

 

The qualitative data was actually one of the most interesting and insightful aspects of this paper. Yet, 

it was very noticeable that participants‟ views are reported in brief and in the form of generalisations 

(p. 13), while the findings from the interviews with instructors are augmented with quotes. Perhaps 

this has to be attributed to variations in data collection (such as audio recorders being used for one 

but not the other), but it would have been more consistent to also provide some quotes from the 

service users.  

We are pleased to hear that you found the qualitative work insightful. Your assessment is correct; we 

cannot include quotes from the drug users because we did not record the interviews. We decided not 

to record them because we felt that participants might find this intimidating. However, we agree that 

quotations from the older drug users would have been a nice addition to the paper and will seek 

permission from participants to record their interviews in the pilot RCT.  
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Other minor issues:  

Study attrition appears to be foremost attributed to the selection of participants with other 

commitments. Yet, I wondered whether more could be said about why a substantial proportion 

stopped attending the gym. How does this compare to people in exercise programmes for obesity? 

Might the use of the Balke test have contributed to attrition?  

We have added to the third paragraph of the discussion completion rates reported in other 

evaluations of ER schemes. We do not believe that the Balke test contributed to attrition because 

participants completed this test before they began the intervention and because participants reported 

that the Balke test was acceptable.  

 

On page 10, line 37, you report a mean total attendance of 6.8 with the range 7-24. It is unlikely that 

the mean is outside of the range.  

Thank you for bringing this error to our attention. We have changed this.  

 

The final sentence of the paper (p. 17) appears to suggest that use of a gatekeeper would result in 

“greater support”. Perhaps this is merely an issue of phrasing, but generally gatekeepers serve to 

exclude parts of the relevant population, instead of supporting them. Most drugs misuse treatment 

services aim to reduce the number of gatekeepers to services.  

We have removed the word „gatekeeper‟.  

 

Although aged 40 and over equals “older” in the world of drug misuse, this might not be obvious to 

practitioners from outside the field. I wondered whether it might be worthwhile to remove the word 

older from the title and instead insert “aged 40 and over” or something to this effect.  

This is a helpful suggestion, thank you, and we have made this change to the title.  

 

I look forward to reading the eventual published version of this paper!  

Thank you again for taking the time to review this paper. 

VERSION 2 – REVIEW 

REVIEWER Ana M. Abrantes, Ph.D.  
Assistant Professor (Research)  
Butler Hospital/Alpert Medical School of Brown University  
Providence, RI United States of America 

REVIEW RETURNED 09-Apr-2013 

 

- The reviewer completed the checklist but made no further comments. 
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