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Summary

Staub et al. recently reported on participant involvement in the planning and evaluation of an exercise intervention for 
patients in heroin-assisted treatment. Very few exercise interventions among people with opioid or other substance use 
disorders report surveying potential participants about their actual interests and preferences beforehand, and even fewer 
follow up afterwards to ask about barriers to participation. Their article should be considered a best practice, and our com-
mentary is intended as a supplement to situate their important contribution within more recent research. 
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Exercise has gained increasing attention as an 
important adjunct treatment for people with opioid 
and other substance use disorders (SUD). Despite 
the benefits documented in recent meta-analyses and 
reviews, such as reduced depressive symptoms, re-
duced illicit substance use, improved quality of life, 
improved affect, and reduced activity to stress [5, 6, 
16, 17], rates of drop-out by SUD patients are high. 
However, attrition is not a challenge unique to exer-
cising SUD patients; exercise seems to be difficult to 
maintain for most [5, 6], and the entire field of exer-
cise psychology has attempted to understand how to 
help people begin and maintain exercise regimes. 

Staub and colleagues [15] approached this issue 
with an important, and under-utilized, methodology: 
before implementing a 12-week group exercise in-
tervention among patients receiving heroin-assisted 
treatment [1], they surveyed 28 patients and con-
ducted a focus group with 12 to explore interest in an 
exercise program, activity preferences, and barriers. 
After the intervention, each of the 14 participants was 
then interviewed about their experiences, recommen-
dations, and reasons for non-participation when ap-

plicable. 
It may sound self-explanatory, but several au-

thors have pointed out a relative lack of research in-
terest about patient preferences and motivation for ex-
ercise. Simonton et al. conducted a systematic review 
of studies reporting on exercise preferences, and only 
found five studies, including one with heroin-using 
patients [13]. The included studies reported, as did 
Staub et al.’s sample, that patients were overwhelm-
ingly physically inactive, but highly interested in a 
formal exercise program.

Documenting patient interest is the first step, 
and Staub et al. continued by assessing specific in-
terests. Roessler et al. have discussed the importance 
of an EX intervention actually taking into account 
participant interest and motivation [11]. Their review 
included twelve studies with alcohol use disorder 
samples, and only one reflected, while designing the 
intervention, upon why participants may want to ex-
ercise (or not), and how the intervention could main-
tain or increase this motivation. 

Both pre- and post-intervention, motivation was 
not the main barrier reported by Staub et al. Even 
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the participants with low attendance rates reported 
that they didn’t suffer from low motivation, but from 
competing appointments, hospital stays, and family 
duties. This was remarkably similar to our findings 
from focus groups held with alcohol use disorder out-
patients who dropped out of an adjunct exercise inter-
vention: it was not low motivation or disinterest that 
interfered with participation, but logistical difficulties 
such as finding time and transport [12]. The inflexibil-
ity of the outpatient alcohol exercise program in Sari 
et al. was a specific problem identified by many par-
ticipants who dropped out, while in an earlier study 
among residential patients, high flexibility in chang-
ing activities and times to suit the participants was 
reported as a best practice [7]. It will not be possible 
for every adjunct exercise program to be completely 
flexible to every participant’s preferences – but given 
the theme of inflexibility being a barrier, it would be-
hoove future interventions to build in as much flex-
ibility as possible. At the very least, querying patients 
as to the most convenient days, times, and locations, 
and then designing the intervention around this feed-
back, is one way to a priori make the program match 
participants, and not vice versa. 

While complete flexibility may be impossible, 
it is possible to ensure that the trainer, coach, or in-
tervention leader is respectful and adaptable, one of 
the most important “key factors” reported by Staub 
et al. We also found that a positive, engaging, and 
motivating trainer was a best practice of our multi-
site intervention [7]. As Staub et al. note, financial 
constraints can mean that hiring a dedicated physi-
otherapist or a sports scientist may be unrealistic: but 
tertiary training in sports science may be less impor-
tant than a trainer who is committed to empowering 
participants [8]. An empowering trainer is aware of 
situational power differences between her and par-
ticipants, attempts to share her power, and seeks out 
ways to privilege participants. Allowing participants 
to democratically change the exercise program to 
meet their changing schedules and preferences is one 
way to concede power. 

Another “key factor” identified by Staub et al. 
was to use at least daily reminders, and on multiple 
media. Reminders were built into daily dispensation 
of heroin, and yet post-intervention feedback em-
phasized the need for even more. Our own research 
explicitly has described personal reminders as a 
technique of combating the shame that participants 
quickly feel when missing a session [7, 8]. In our pre-
vious exercise intervention, the twice-weekly SMS 
reminders that the trainer sent out contained personal-

ized messages of encouragement, and reiterated that 
the exercise program was only for the participant’s 
benefit, therefore there was no pressure or expecta-
tion of participation, and that the participant was wel-
come whenever they found time – a specific attempt 
to prevent shame, a guilty conscience, or embarrass-
ment felt by a participant at having missed a session 
from discouraging them from attending in the future. 
Perhaps such regular reminders are a best practice be-
cause they, like a flexible trainer, transmit respect for 
participants’ preferences and autonomy. If this is true, 
personalized rather than automated reminders may be 
more effective in improving attendance. Personalized 
SMS reminders need not be prohibitively expensive 
or time-consuming, and future interventions should 
consider them as a necessary attrition-prevention and 
empowering technique. 

Shame about low levels of physical fitness and 
capacity have been reported among a variety of sub-
stance users and patients [2, 7, 8, 12] and this is in 
addition to the shame and stigma of being in opioid 
maintenance treatment [3, 9, 14]. Any successful 
exercise intervention should recognize that patients 
likely already suffer from numerous types and levels 
of shame. A compassionate trainer can go a long way 
in un-shaming. 

One theme found in the recent literature and not 
discussed explicitly by Staub et al. is the ambivalent 
role of social factors in facilitating exercise uptake 
and maintenance. Reviews and qualitative studies 
have showed mixed preferences for social (i.e. group) 
versus individual settings [12, 13], and quantitative 
studies have showed mixed effects on social domains 
of quality of life [4, 7]. In one qualitative study, some 
participants reporting dropping out early because the 
group setting reinforced an unwanted, stigmatizing 
identity as either physically un-fit or as a substance 
user [12]. While social aspects may be less interest-
ing for participants at the beginning of a group inter-
vention, they seem to be an encouraging element in 
the duration of the intervention and afterwards, and 
Roessler suggets that the accountability of a training 
group comprised of other struggling participants can 
support a sense of coherence [10].

We commend Staub et al. for their attention to 
participant preferences in the design phase of an exer-
cise intervention and to participant feedback in the as-
sessment phase. Their article, including its discussion 
of best practices, should itself be considered a best 
practice. People with opioid use disorder and other 
substance problems need not be considered more dif-
ficult than any other patient groups when it comes 
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to adhering to an exercise regime – if anything, the 
burgeoning field of exercise as an adjunct treatment 
has to a sparse degree accounted for their interests 
and constraints, therefore it should be unsurprising 
that participants often drop out. Given the important 
positive effects that exercise can have on their quality 
of life, mental health, physical health, and potentially 
abstinence rates, it is incumbent upon future inter-
ventions to involve participants in the planning and 
evaluation stages. 
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