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ABSTRACT 

Attaining health and quality of life is universal 
among global citizens. Since its introduction by 
Dr. Halbert Dunn in 1962 the term wellness was 
used to reflect qualify of life and has been widely 
accepted and defined in the Western culture. In 
adapting this concept to the Chinese community, 
the components of adaptation and homeostasis 
should be considered in addition to physical, 
mental, social and health fitness. Camping is a 
common activity among the Western Culture 
which provides purposive leisure, social, edu-
cation and therapeutic activities. It allows cam- 
pers to escape from city life and enjoy Nature. In 
the Chinese community, the challenges remain 
to promote and develop camping to an attractive 
activity in the pursuit of quality of life and well- 
ness. The present study would report the effects 
of selective camping programs on campers, the 
lifestyle management practices of Hong Kong 
residents and a profile of Hong Kong campers. 
The study was limited with data obtained from 
surveying 975 Hong Kong secondary school 
children from 11 - 18 years old using a ques- 
tionnaire developed earlier [1]. Also, the case 
study on the effects of camping on anxiety was 
based on data collected from 130 campers who 
went to a 3-day camp. 
 
Keywords: Lifestyle Management Practices; 
Outdoor Activities; Wellness 

1. EFFECTS OF CAMPING PROGRAMS 

1.1. Quality of Life (QOL) 

Family, friends and schools are important QOL do- 
mains for adolescents with diabetes [2]. Cheung com- 
pared the quality of life (QOL) in adolescents with Type 
I diabetes who have attended at least one diabetes camp 
to those who have never attended one [3]. They found 

that camp attendance could provide a positive environ- 
ment in which adolescents with diabetes shared knowl- 
edge of their disease with others, made friends and de- 
veloped support network for one another. 

Wang compared patients who did (N = 77) and did not 
(N = 106) attend a 2-day diabetes camp. They found that 
glycated hemoglobin Alc decreased over times in pa- 
tients that attended the camp and increased in those who 
did not. The differences between the camper and control 
group remained significant after seven months. They 
concluded that camp attendance improved glycemic con- 
trol and parent-reported adherence and adjustment in 
adolescents with type I diabetes [4]. 

Iglesias studied 54 8 - 14 years old children with mod- 
erate to severe asthma who attended one week camp. 
They concluded that the campers benefitted from the ex- 
perience with a better understanding and acceptance of 
asthma as a chronic disease that needs medical care and 
treatment as well as how to better manage an attack [5]. 

Shepanski found that 61 patients with Crohn’s and ul- 
cerative colitis before and after a one week camp using 
IMPACT-II and State-Trait Anxiety questionnaires. They 
found that Health related QOL scores improved signifi-
cantly after the camp but no significant differences in the 
anxiety scores [6]. O’Mahar studied 67 patients with spi- 
nal bifida after week long overnight camp. They found 
that campers made significant gains in individual goals, 
management of spinal bifida responsibilities and inde- 
pendence with general spinal bifida tasks [7]. 

1.2. Health 

Gately studied 185 overweight children (mean age: 
13.9 years) enrolled in one of four consecutive programs 
between 1999 and 2002 and 94 children (38 obese and 
56 normal weight) of similar ages who were not campers. 
Each program was offered for 6 weeks in the summer. 
They found that campers who stayed for a mean of 29 
days lost 6.0 kg, reduced their BNMI by 2.4 units, de- 
creased their fat mass significantly (from 42.7 kg to 37.1 
kg), significant improvements in blood pressures, aerobic 
fitness and self esteem. The degree of improvement was 
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associated with the duration of stay. They concluded that 
short term weight-loss camp program was effective in 
improving a range of health outcomes [8]. 

Courey suggested that it was paramount that mental 
health needs of children and adolescents at camp be ad- 
dressed and managed appropriately by the camp nurse 
[9]. Moons studied changes in the perceived health status 
and habitual physical activities in 25 children with con- 
genital heart disease from attending a special three-day 
multi-sports camp. Significant improvements in the chil-
dren’s perception of their physical functioning, role-phy- 
sical functioning, general health, role-emotional func- 
tioning self-esteem, mental health and general behaviour 
were observed. Furthermore, scores on physical func- 
tioning, role-emotional functioning, and family activities 
remained high three months after the camp. There was, 
however, no change in their habitual physical activities 
[10]. 

Wong assessed the benefits of a 2-week resident camp 
on 21 obese children aged 11.4 ± 1.4 years. They found 
that significant improvements in self-esteem, body weight, 
BMI and blood pressures and resting heart rate in the 
campers [11]. Snoddy and Gaslin concurred that camp 
environment provided an opportunity for children with 
hemophilia to gain independence and self-esteem [12]. 

Holsey and Cummings evaluated the effectiveness of 
an educational asthma camp program emphasizing self- 
management skills. The campers indicated a decrease in 
asthma morbidity and improved asthma control after par- 
ticipation in the program [13]. Shelton examined the 
benefits of respite care for family functioning. The study 
focused on families of children who attended a three-day, 
two-night camps. It was found that parents felt that they 
could relax and recharge while their child was at camp 
and that therapeutic campus could serve respite care pro- 
viders to the campers and their families [14]. 

1.3. Family 

Briery suggested that family camping has an important 
contribution in bringing families together in the camp 
setting. He identified the challenges to overcome such as 
in the formation of cliques, sensitivity to diversity, tack- 
ling apprehensions hut concluded that with the proper 
themes and programs for interaction, family camping is 
the first step in building community—both local and 
global [15]. The importance of family camp in strength- 
ening family relationships was echoed by Taylor who 
advocated making such camps more accessible to fami- 
lies [16]. 

Zotti found that a faith-based intervention camp for 
children affected by natural disaster provided counter- 
measures to this important public health problem [17]. 
Schachter advocated offering a special week-long camp 
for bereaved children. She witnessed significant improve- 

ments from the campers over a period of nine years and 
believed in the needs of assisting these children to over- 
come a highly stressful event in their life [18]. 

Wallace suggested that summer camp paid off in youth 
development. He identified benefits such as nurturing 
good behaviour, partnering with parent, sense of self, 
positive risk-taking, adult inattention and mental health 
as possible outcomes to assist adolescents in their life- 
transitions, in becoming more proactive in participation 
in activities and in becoming more responsible and ma- 
ture [19]. 

Simons examined the psychosocial changes associated 
with participation in a camp for 29 children with cardiac 
defects. They concluded that the camping environment 
could provide a naturalistic exposure to new experiences 
and successful separation from the parents and thus, 
promoting confidence among the parents in the ability of 
their children to function independently [20]. 

Agate and Covey categorised reasons that families at- 
tended family camps namely, therapeutic or intervention, 
prevention; enrichment and maintenance; and vacation. 
They also identified the following possible benefits from 
camp attendance: improving family interaction, nurturing 
relationships, providing social benefits and addressing 
specific issues [21]. 

The results of a Health Camp intervention for 157 
children with a range of emotional and behavioral prob- 
lems showed that while there were significant improve- 
ments in Strengths and Difficulties Questionnaire (in 
emotional, conduct, hyperactive and total problems), the 
parenting program had minimal impact on parenting at- 
titudes and no adjunctive values was demonstrated [22]. 

Burch suggested three hypotheses in explaining leisure 
behaviour namely compensatory, familiarity and personal 
community. He believed that the latter (personal com- 
munity) would be important in understanding family 
camps [23]. 

1.4. Related Studies 

Cupers examined how throughout the first half of the 
20th Century, national youth movements of different 
ideological stripe developed the youth camp as their cen- 
tral pursuit. In studying the German and United States 
youth camps, he found that national youth movements 
became concretely attracted to experiences of nature and 
social practices of the youth camp came to figure as 
practices of conduct and control [24]. 

Kiernan survey 240 7 - 16 years old children with life- 
threatening illness from 16 European countries who at- 
tended a summer therapeutic recreation program at Bar- 
retstown in Ireland in 1998. It was found that two-thirds 
of the participants felt that they have acquired personal 
and social functioning skills after the program [25]. 

The challenges in managing environmental impacts of 
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recreation and tourism in rainforests of the wet tropics of 
Queensland World Heritage Areas were presented by 
Turton [26]. He concluded that the most appropriate 
management strategy for sustainable use of the WHA 
was to concentrate visitor activities at a small number of 
heavily-used sites and retention of canopy cover at camp 
and day use areas as well as along walking tracks and 
forestry roads to reduce numerous adverse impacts. 

Garst studied the experiences and associated meanings 
of 38 US family groups participating in developed camp- 
ing. They found that the key elements of camping ex- 
perience included nature, social interaction, and comfort/ 
convenience while the most common associated mean- 
ings were restoration, family functioning, experiencing 
nature, special places, self-identity, social interaction, 
and children’s learning. They concluded that meanings 
associated with experiencing nature, social interaction 
and family have evolved to reflect their greater discur- 
sive importance in contemporary society [27]. 

2. LIFESTYLE MANAGEMENT 

The concept of “wellness”, coined by Dr. Halbert 
Dunn in 1962, has affected the perception of quality of 
life [28]. In the Western culture, many models of well- 
ness have been suggested but it appeared the battle 
against obesity was loosing ground, which led WHO to 
define obesity as a disease in 1998. In the Chinese com- 
munity, the concept of wellness focused on harmony and 
homeostasis with the environment [29]. In Hong Kong 
where there is a good integration of the Western and 
Chinese culture, it appeared that a portfolio on “lifestyle 
management practices” might provide an alternative and 
more holistic benchmarking of health and quality of life. 

Kang investigated the clustering of selected lifestyle 
factors such as cigarette smoking, heavy alcohol con- 
sumption and lack of physical exercise and identified the 
population characteristics associated with increasing life- 
style risks in 7694 Korean subjects. They found that in 
both gender, increased lifestyle risks were associated 
with clustering of: 1) Cigarette smoking and excessive 
alcohol consumption; 2) Smoking, excessive alcohol 
consumption and lack of physical exercise. Patterns of 
clustering for physical exercise was different form those 
for cigarette smoking and alcohol consumption. The in- 
creased unhealthy clustering was found among men 20 - 
64 years with mild or moderate stress and among women 
35 - 49 years who were never-married, with mild stress 
and increased BMI (>30 kg/m2) [30]. 

Kosti proposed a diet-lifestyle index to be used a tool 
in a primary healthcare setting for preventing obesity in 
adolescents. Using a sample of 2008 Greek adolescents, 
they found the index has good relationship with changes 
in overweight/obesity [31]. Nowak studied 1104 Polish 
women aged 20 - 75 years who participated in recrea- 

tional activities. They identified several factors affecting 
their sporting lifestyle: age under 50 years, childlessness 
or having children over 7 years old, secondary or higher 
education, employment, satisfying experiences from phy- 
sical activity during their childhood and youth, socio-de- 
mographic and cultural factors, and intensive sporting 
lifestyle promotion campaign [32]. 

Engstrom conducted a longitudinal study in Sweden 
started in 1968 on the differences in sports experiences 
during childhood and adolescences and differences in 
cultural capital on exercise habits in middle age. He 
found that neither memberships of a sports club nor the 
amount of time spent on sports activities at the age of 15 
years had any significant association with the exercise 
habits displayed in middle age when the individual’s 
breadth of sport experience was used as a simultaneous 
control but sporting breadth was significantly related to 
later exercise habits. He concluded that a middle-aged 
individual’s level of exercise was closely linked to that 
person’s social position and educational capital. Children 
and adolescents attaining middle-class status have higher 
inclination to exercise and develop strong sports habits 
[33]. 

Khaw examined the prospective relationship between 
lifestyle and mortality with 20,244 men and women aged 
45 - 79 years with no known cardiovascular disease or 
cancer in the UK. They found the mortality risk was 
linked with four health behaviors—smoking, physically 
inactive, moderate alcohol intake and diet (plasma vita- 
min C and vegetable intake). Those with zero risk beha- 
vior were equivalent to be 14 years younger than those 
with four risk behaviors. The four health behaviors com- 
bined predicted a four-fold difference in total mortality in 
men and women [34]. This was supported by Mitchell 
who conducted a study on the health profile (cardiovas- 
cular fitness, self-reported physical activity, smoking 
status, alcohol consumption and body mass index) of 
38,110 men and women in the US. They found that ac- 
quiring a minimum of two out of five positive health 
factors would reduce the risk of cardiovascular disease 
mortality significantly [35]. 

Recent research findings suggest that the lifestyle risk 
factors are not randomly distributed but are clustering 
within individuals in the general population [36]. Ac- 
cording to a previous research on CHD risk factors clus- 
ter, drinking and smoking are identified as one cluster 
which is related to CHD [37]. Drinking is also identified 
a risk factor of obesity. Smoking and lack of physical 
activities will increase the prevalence of obesity. A study 
on elderly people analyzed the four lifestyle risk factors 
involving smoking cigarette, drinking alcohol, lack of 
physical exercise and low intake of vegetables and fruits. 
It was found that the prevalence of multiple risk factors 
was much greater among older male than older female 

Copyright © 2013 SciRes.                                                                    OPEN ACCESS 



F. H. Fu et al. / Open Journal of Preventive Medicine 3 (2013) 263-274 266 

[38]. Another study on lifestyles in Hong Kong was 
based on multiple regression analysis with age, smoking, 
alcohol drinking, sleeping hours and working hours. It 
found that BMI was independently associated with age in 
female, whereas waist was associated with age and smo- 
king. In male, sleeping hours and working hours were 
independently associated with BMI, whereas waist was 
independently associated with age, smoking, sleeping 
hours and working hours [39]. 

As more and more Hong Kong children were becom- 
ing overweight with over 19% in 2008 [40]. This trend of 
increased prevalence was a major concern and Hong 
Kong children should be encouraged to exercise more 
and eat wisely. It was also important to help parents to be 
good role models for their children in fighting. 

In a recent study on lifestyle management practices of 
3024 randomly selected Hong Kong residents aged 5 - 74 
years, Fu found the percentages of subjects who failed to 
meet some of the healthy lifestyle criteria mentioned 
above to be as follows: off-ranged Body Mass Index 
(17.5%), off-ranged Waist Index (19.9%), failure to meet 
exercise requirements (55.2%), acquired a snack taking 
habit (24.6%), acquired a habit of skipping breakfast 
(13.6%), failed to eat meals regularly (18.4%), failed to 
have adequate sleep (10.2%), acquired a drinking habit 
(3.5%), acquired a smoking habit (6.8%), and habitual 
use of medication (18.7%). Moreover, the study also 
identified the 25 - 39 years old cohort to have the worst 
lifestyle management practices as compared to the other 
three age cohorts (5 - 24, 40 - 59 and 60 - 74 years). The 
findings suggested that the 25 - 39 years cohort led a 
more unhealthy lifestyle in comparison with other age 
cohorts—they exercised less, had more breakfast skip- 
ping and irregular meals, slept less and smoked more. It 
was also found that the health status of the blue collar 
(labour) workers was worse than the white collar coun- 
terpart. The poor health awareness among the blue collar 
workers might be a possible explanation for this phe- 
nomenon. With regard to the habits of sleeping and eat- 
ing, it was found that 20% of the subjects surveyed slept 
less than six hours per day and 20% of them did not eat 
their three meals regularly. Four clusters of health related 
lifestyle items were also identified by the Ward’s me- 
thod: 

1) Body mass Index (BMI), waist index (WI), drinking, 
smoking, exercise expenditure and medical expenditure; 

2) Exercise frequency, snacks and sleeping hours; 
3) Breakfast and regular meals; and 
4) Usage of medication.  
The norms for designing the ratings of the various pa- 

rameters in the questionnaire are adopted from an early 
study (Fu et al., 2011) and are as followed: 

Overweight and obesity (BMI > 25) (Lenz, Richter, & 
Mühlhauser, 2009); 

Abdominal obesity (WI > 0.5) (Browning et al., 2010); 
Sedentary working pattern (van Uffelen et al., 2010); 
Exercise frequency (≤1/week) (ACSM, 2009); 
Snacks taking (≥4 - 6/week, breakfast taking ≤ 3/week, 

regular meals ≤ 3/week) (McCrory & Campbell, 2011); 
Sleeping hours (≤6 h/day) (Knutson, 2010); 
Drinking (≥3/week); 
Smoking (≥3/week); 
Medication usage (≥3/week), and 
Exercise expenditure (≤HK $1000 or medical expen- 

diture ≥ HK $1000). 
It appeared that city dwellers in developing countries 

were affected by other lifestyle practices than the nature 
of the job alone. It was suggested that Hong Kong resi- 
dents should reduce their usage of medication and exer- 
cise more as well as further reduce the habit of drinking 
and smoking. It was recommended that interventions for 
various age cohorts should be designed and implemented 
in light of the findings in the future [1]. 

3. PROFILE OF HONG KONG SCHOOL  
STUDENTS 

The literature indicated that camping might be a useful 
tool in the education and changing the attitudes and life- 
style habits of the campers. In order to make camping 
more effective, it is important to better understand the 
profile of the students such as in lifestyle management 
practices, attitude towards and expectations from camp- 
ing .The present project conducted a survey of 975 Hong 
Kong secondary students. The results are presented in the 
following paragraphs (Tables 1-9). 

From the investigation, it was found that 15.7% of stu- 
dents surveyed had no camping experiences. It was also 
found that they participated in camps of relatively short 
duration such as 3 - 5 days (Table 10). 

The findings of the project also suggested that camp- 
ing has no effects on the General self-efficacy (GES) and 
Rosenberg Self-Esteem (RSE) of the participants (Table 
11). 

A Case Study 

The effects of a 3 days camp at Wu Kai Sha, Hong 
Kong were investigated. It was found that participants’ 
level of anxiety decreased significantly (Table 12). 

4. SUMMARY 

Overseas experience suggested that camping is a 
meaningful outdoor activity that can provide educational, 
recreational, therapeutic, social, and family bonding op- 
portunities [2-26]. A recent study on lifestyle survey of 
Hong Kong residents indicated that our work force, es-
pecially the manual workers and the age cohort of 25 -  
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Table 1. Demographic characteristics of subjects. 

Age group Male Female Total 

11 9 15 24 

12 105 76 181 

13 66 66 132 

14 145 63 208 

15 90 85 175 

16 80 65 145 

17 56 40 96 

18 5 9 14 

Total 556 419 975 

Chi-Square Measure 

 Value df Asymp. Sig. 
(2-sided) 

Point  
Probability

Pearson Chi-Square 25.225a 7 0.001  

Likelihood Ratio 25.625 7 0.001  
Linear-by-Linear  

Association 
0.018c 1 0.893 0.015 

N of Valid Cases 975    

Symmetric Measures 

 Value Approx. Sig. Exact Sig.

Phi 0.161 0.001 .a Nominal by 
Nominal Cramer’s V 0.161 0.001 .a 

N of Valid Cases 975   
aCannot be computed because there is insufficient memory. 

 
Table 2. BMI and waist of subjects. 

BMI (kg/m2) Waist (cm) 
Age 

group Male 
(n = 487) 

Female 
(n = 368) 

Male 
(n = 376) 

Female 
(n = 264) 

11 16.8 ± 2.7 17.7 ± 2.5 64.6 ± 9.9 63.5 ± 14.5 

12 18.4 ± 3.1 18.0 ± 3.6 69.7 ± 10.9 65.8 ± 9.7 

13 18.9 ± 2.6 18.8 ± 3.6 70.3 ± 8.6 65.4 ± 8.7 

14 19.2 ± 3.9 19.5 ± 4.0 70.2 ± 11.8 62.4 ± 8.9 

15 20.2 ± 3.3 19.6 ± 2.3 72.9 ± 10.3 64.1 ± 10.1 

16 20.6 ± 3.0 20.1 ± 2.1 72.2 ± 8.6 67.0 ± 8.1 

17 20.7 ± 4.2 20.1 ± 2.7 73.2 ± 12.0 67.7 ± 10.0 

18 19.7 ± 1.6 18.8 ± 4.9 76.2 ± 7.2 65.4 ± 4.0 

11 - 18 19.5 ± 3.5 19.1 ± 3.2 71.0 ± 10.6 65.2 ± 9.6 

BMI: F = 7.701, p < 0.01, Partial η2 = 0.06; Age 11/15 - 17, Age 12/15 - 17, 
Age 13/16 - 17 Waist: F = 25.154, p < 0.01, Partial η2 = 0.39; between Gen- 
der F = 1.777, p = 0.089, Partial η2 = 0.20; None of age group. 

 

Table 3. (a) Participation of physical activity weekly; (b) Mo- 
tivation for regular physical activity. 

(a) 

 Never
1 - 2 
times 

3 - 4 
times 

5 - 6 
times 

Every 
day

Total

Count 0 7 2 1 4 14 
Lost

% of Total 0.0% 0.7% 0.2% 0.1% 0.4% 1.5%

Count 13 210 147 128 43 541
Male

% of Total 1.4% 22.1% 15.4% 13.4% 4.5% 56.8%

Count 8 193 109 68 19 397

Gender

Female
% of Total .8% 20.3% 11.4% 7.1% 2.0% 41.7%

Count 21 410 258 197 66 952
Total 

% of Total 2.2% 43.1% 27.1% 20.7% 6.9% 100.0%

 

Symmetric Measures 

 Value Approx. Sig. 

Phi 0.164 0.001 Nominal by 
Nominal Cramer’s V 0.116 0.001 

N of Valid Cases 952  

(b) 

 
Never 

thought 
Have 

thought 
Have 

made plans
Total

Count 1 2 8 11 
Lost

% of Total 0.2% 0.4% 1.5% 2.1%

Count 21 102 148 271
Male

% of Total 4.0% 19.4% 28.1% 51.4%

Count 16 80 149 245

Gender

Female
% of Total 3.0% 15.2% 28.3% 46.5%

Count 38 184 305 527
Total 

% of Total 7.2% 34.9% 57.9% 100.0%
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Table 4. (a) Snacks taking habit; (b) Decreasing Snacks taking. 

(a) 

 Never 
≤1times 

/wk 
2 – 3 

times/wk 
≥3times 

/wk 
Every 
day

Total

Count 3 3 3 2 3 14
Lost % of 

Total 
0.3% 0.3% 0.3% 0.2% 0.3% 1.5%

Count 47 153 212 67 55 534
Male % of 

Total 
5.0% 16.2% 22.5% 7.1% 5.8% 56.7%

Count 17 100 139 82 56 394

Gender 

Female % of 
Total 

1.8% 10.6% 14.8% 8.7% 5.9% 41.8%

Count 67 256 354 151 114 942
Total % of 

Total 
7.1% 27.2% 37.6% 16.0% 12.1%

100.0
%

 

Symmetric Measures 

 Value Approx. 
Sig

Phi 0.170 0.001 Nominal by 
Nominal Cramer’s V 0.120 0.001 

N of Valid Cases 942  

(b) 

 
Never 

thought
Have 

thought 
Have 

made plans
Total 

Count 1 4 6 11 
Lost 

% of Total 0.1% 0.6% 0.8% 1.6%

Count 122 148 105 375 
Male 

% of Total 17.2% 20.9% 14.8% 53.0%

Count 65 131 126 322 

Gender 

Female 
% of Total 9.2% 18.5% 17.8% 45.5%

Count 188 283 237 708 
Total 

% of Total 26.6% 40.0% 33.5% 100.0%

 

Symmetric Measures 

 Value Approx. Sig.

Phi 0.165 0.001 Nominal by 
Nominal Cramer’s V 0.117 0.001 

N of Valid Cases 708  

 
Table 5. (a) Breakfast habit; (b) Regular breakfast eating. 

(a) 

 Never≤1 times 
/wk 

2 - 3 times 
/wk 

≥3 times
/wk 

Every 
day

Total

Count 1 1 0 1 11 14
Lost % of 

Total
0.1% 0.1% 0.0% 0.1% 1.2% 1.5%

Count 39 21 52 81 345 538
Male % of 

Total
4.1% 2.2% 5.5% 8.5% 36.3%

56.6
%

Count 13 17 34 53 281 398

Gender

Female % of 
Total

1.4% 1.8% 3.6% 5.6% 29.6%
41.9
%

Count 53 39 86 135 637 950
Total % of 

Total
5.6% 4.1% 9.1% 14.2% 67.1%

100.0
%

 
(b) 

 Never 
thought 

Have 
thought 

Have 
made plans

Total

Count 1 0 5 6 
Lost

% of Total 0.3% 0.0% 1.6% 1.9%

Count 45 54 82 181 
Male

% of Total 14.2% 17.0% 25.8% 56.9%

Count 34 33 64 131 

Gender

Female
% of Total 10.7% 10.4% 20.1% 41.2%

Count 80 87 151 318 
Total 

% of Total 25.2% 27.4% 47.5% 100.0%
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Table 6. (a) Eating regular meals; (b) Sleeping hours. 

(a) 

 Never 
≤1 

times/wk
2 – 3 

times/wk 
≥3 

times/wk 
Every 
day

Total

Count 1 1 0 3 9 14
Lost % of 

Total 
0.1% 0.1% 0.0% 0.3% 1.0% 1.5%

Count 30 28 77 103 296 534
Male % of 

Total 
3.2% 3.0% 8.2% 10.9% 

31.4
%

56.7
%

Count 21 19 54 83 217 394

Gender 

Female % of 
Total 

2.2% 2.0% 5.7% 8.8% 
23.0
%

41.8
%

Count 52 48 131 189 522 942
Total % of 

Total 
5.5% 5.1% 13.9% 20.1% 

55.4
%

100.0
%

 
(b) 

 
Never 

thought
Have 

thought 
Have made 

plans 
Total

Count 2 1 5 8 
Lost 

% of Total 0.6% 0.3% 1.5% 2.4%

Count 46 61 76 183
Male 

% of Total 13.8% 18.3% 22.8% 54.8%

Count 39 47 57 143

Gender 

Female 
% of Total 11.7% 14.1% 17.1% 42.8%

Count 87 109 138 334
Total 

% of Total 26.0% 32.6% 41.3% 100.0%

 

Table 7. (a) Sleeping hours; (b) Increase of sleeping hours. 

(a) 

 Never 
thought 

Have 
thought 

Have made 
plans

Total

Count 1 0 5 6 
Lost

% of Total 0.3% 0.0% 1.6% 1.9%

Count 45 54 82 181
Male

% of Total 14.2% 17.0% 25.8% 56.9%

Count 34 33 64 131

Gender

Female
% of Total 10.7% 10.4% 20.1% 41.2%

Count 80 87 151 318
Total 

% of Total 25.2% 27.4% 47.5% 100.0%

 

Symmetric Measures 

 Value Approx. Sig.

Phi 0.142 0.015 Nominal by 
Nominal Cramer’s V 0.101 0.015 

N of Valid Cases 939  

(b) 

 
Never 

thought 
Have 

thought 
Have made 

plans 
Total

Count 1 0 5 6 
Lost

% of Total 0.3% 0.0% 1.6% 1.9%

Count 45 54 82 181 
Male

% of Total 14.2% 17.0% 25.8% 56.9%

Count 34 33 64 131 

Gender

Female
% of Total 10.7% 10.4% 20.1% 41.2%

Count 80 87 151 318 
Total 

% of Total 25.2% 27.4% 47.5% 100.0%

 

Symmetric Measures 
 Value Approx. Sig. 

Phi 0.203 0.000 Nominal by 
Nominal Cramer’s V 0.144 0.000 

N of Valid Cases 512  
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Table 8. (a) Participation of camping; (b) Increase participation 
of camping. 

(a) 

 Never 
≤1 

times/yr
2 - 3 

times/yr 
≥3 

times/yr 
Every 
month

Total

Count 2 6 3 3 0 14
Lost % of 

Total 
0.2% 0.6% 0.3% 0.3% 0.0% 1.5%

Count 91 238 157 43 3 532
Male % of 

Total 
9.7% 25.4% 16.8% 4.6% 0.3%

56.8
%

Count 54 175 130 30 2 391

Gender 

Female % of 
Total 

5.8% 18.7% 13.9% 3.2% .2%
41.7
%

Count 147 419 290 76 5 937
Total % of 

Total 
15.7
% 

44.7% 30.9% 8.1% .5%
100.
0%

 

(b) 

 
Never 

thought 
Have 

thought 
Have made 

plans 
Total

Count 4 5 3 12 
Lost 

% of Total 0.6% 0.7% 0.4% 1.8%

Count 172 143 55 370
Male 

% of Total 25.1% 20.9% 8.0% 54.1%

Count 116 135 51 302

Gender 

Female 
% of Total 17.0% 19.7% 7.5% 44.2%

Count 292 283 109 684
Total 

% of Total 42.7% 41.4% 15.9% 100.0%

 

Table 9. Desired duration of camping. 

 1 - 3 days 4 - 7 days >7 days Total

Count 0 3 2 5 
Lost

% of Total 0.0% 0.5% 0.3% 0.9%

Count 188 114 43 345 
Male

% of Total 32.5% 19.7% 7.4% 59.7%

Count 137 76 15 228 

Gender

Female
% of Total 23.7% 13.1% 2.6% 39.4%

Count 325 193 60 578 
Total 

% of Total 56.2% 33.4% 10.4% 100.0%

 
 
Table 10. Effects of camping on GES and RSE. 

 Score t p 

No participation (103) 27.9 ± 5.9 
GES

Have participation (489) 28.7 ± 4.7 
−1.53 0.13

No participation (103) 17.9 ± 4.7 
RSE

Have participation (490) 18.7± 4.7 
−1.47 0.14

 
Table 11. Effects of camping frequency on GES and RSE. 

 GES RSE 

No participation (n = 103) 27.9 ± 5.9 17.9 ± 4.7

≤1 times/year (n = 287) 28.4 ± 4.5 18.6 ± 4.6

2 times/year (n = 164) 29.0 ± 4.6 19.1 ± 4.9

≥3 times/year (n = 38) 30.0 ± 5.9 

F = 1.80 
P = 0.13 

17.6 ± 4.9

F = 1.56
P = 0.19

 
Table 12. Results of paired t-tests for State Anxiety Inventory 
(SAI) and Trait Anxiety Inventory (TAI). 

  Score T df P 

Pre 45.2 ± 8.1 
SAI 

Post 35.9 ± 19.9 
5.24 129 0.000 

Pre 45.5 ± 8.1 
TAI 

Post 35.3 ± 19.6 
5.87 129 0.000 

 
39 years, led the worst lifestyle. There is a dire need to 
provide opportunities to modify lifestyle for this age co- 
hort and camping is an excellent option. While camping 
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is a new leisure activity for the Chinese community, its 
benefits are widely reported in studies in the Western 
society [2-26]. Recent research findings suggested that 
there is an urgent need to improve the lifestyle manage- 
ment practices of the general public [1,27-38]. With the 
air quality of in urban area below average (Air Pollution 
Index > 50) for over 70% of the year, it would be highly 
desirable for Hong Kong residents to enjoy better air 
quality in rural and outdoor venues through camping. It 
is believed that the promotion and developing of camp- 
ing in Hong Kong is important and will enhance the 
quality of life of the residents. However, this would re- 
quire long term vision and support of the SAR Govern-
ment as well as NGOs. Together, we can contribute to 
improving the quality of life and developing better life- 
style for our Hong Kong residents in the years ahead. 
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Appendix A 

Questionnaire on Lifestyle Survey 

Age: _______Gender: _______ 
Height: ________(in cm) Weight: __________(in 

kg) 
Waist: _________(in cm) 
 
Please tick (√) on the most appropriate answer. 
1. How often do you participate in physical activity 

weekly? 
A. Never (go to box 1.1) 
B. 1 - 2 times (go to box 1.1) 
C. 3 - 4 times (go to box 1.1) 
D. 5 - 6 times (go to box 1.1) 
E. Every day (go to box 1.1) 

 
Box 1. (Please tick (√) on the most appropriate answer). 

1 Never thought of doing exercise at all 

2 
Have thought of it and may begin regular exercise in the next 
6 months 

3 
Have made plans to exercise regularly in the very near future 
(maybe next month) 

 
2. How about do you eat snack? 
A. Never (go to box 2.1) 
B. Less than once/week 
C. 2 - 3 times/week (go to box 2.1) 
D. Regularly—More than 3 times per week (go to box 

2.1) 
E. Every Day (go to box 2.1) 

 
Box 2. (Please tick (√) on the most appropriate answer). 

1 Never thought of eating less at all 

2 
Have thought of it and may try to begin to eat less in the next 6 
months 

3 
Have made plans to eat less in the very near future (maybe next 
month) 

 
3. Do you eat breakfast? 
A. Never (go to box 3.1) 
B. Less than once/week (go to box 3.1) 
C. 2 - 3 times/week (go to box 3.1) 
D. Regularly—More than 3 times per week 
E. Every Day 

 
Box 3. (Please tick (√) on the most appropriate answer). 

1 Never thought of eating breakfast regularly at all 

2 
Have thought of it and may begin eating breakfast regularly in 
the next 6 months  

3 
Have made plans to eat breakfast regularly in the very near future 
(maybe next month)  

4. Do you eat 3 meals at regular times each day? 
A. Never (go to box 4.1) 
B. Less than once/week (go to box 4.1) 
C. 2 - 3 times/week (go to box 4.1)  
D. Regularly—More than 3 times per week 
E. Every Day 

 
Box 4. (Please tick (√) on the most appropriate answer). 

1 Never thought of eating 3 meals regularly each day 

2
Have thought of it and may begin eating 3 meals/day  
regularly in the next 6 months 

3
Have made plans to eat 3 meals/day regularly the very near future
(maybe next month) 

 
5. Do you eat vegetables or fruit? 
A. Never (go to box 5.1) 
B. Less than once/week (go to box 5.1) 
C. 2 - 3 times/week (go to box 5.1) 
D. Regularly—More than 3 times per week (go to box 

5.1) 
E. Every Day 

 
Box 5. (Please tick (√) on the most appropriate answer). 

1 Never thought of eating vegetables or fruit at all 

2
Have thought of it and may try to eat more vegetables or fruit in 
the next 6 months 

3
Have made plans to eat more vegetables or fruit in the very near 
future (maybe next month) 

 
6. How many hours do you normally sleep a day? 
A. 4 hours or less per day (go to box 6.1) 
B. 4 - 5 hours per day (go to box 6.1) 
C. 6 - 7 hours per day (go to box 6.1) 
D. 8 - 9 hours per day (go to box 6.1) 
E. 10 hours or more per day (go to box 6.1) 

 
Box 6. (Please tick (√) on the most appropriate answer). 

1 Never thought of sleeping more at all 

2 Have thought of it and may try to sleep more in the next 6 months

3
Have made plans to sleep more in the very near future (maybe next 
month) 

 
7. Do you drink (alcohol)? 
A. Never (go to box 7.1) 
B. Less than once/week 
C. 2 - 3 times/week (go to box 7.1)  
D. Regularly—More than 3 times per week (go to box 

7.1) 
E. Every Day (go to box 7.1) 
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Box 7. (Please tick (√) on the most appropriate answer). 

1 Never thought of drinking less at all 

2 
Have thought of it and may begin to drink less in the next 6 
months 

3 
Have made plans to drink less in the very near future (maybe next 
month) 

 
8. Do you smoke (cigarette)?  
A. Never (go to box 8.1) 
B. Less than once/week 
C. 2 - 3 times/week (go to box 8.1)  
D. Regularly—More than 3 times per week (go to box 

8.1) 
E. Every Day (go to box 8.1) 
 

Box 8. (Please tick (√) on the most appropriate answer). 

1 Never thought of smoking less at all 

2 
Have thought of it and may begin to smoke less in the next 6 
months 

3 
Have made plans to smoke less in the very near future (maybe next 
month) 

9. Have you gone to camping before? 
A. Never (go to box 9.1) 
B. Less than once/year (go to box 9.1) 
C. 2 - 3 times/year (go to box 9.1) 
D. Regularly—More than 3 times per year (go to box 

9.1) 
E. Every month (go to box 9.1) 
 

Box 9. (Please tick (√) on the most appropriate answer). 

1 Never thought of going to camping at all 

2
Have thought of it and may begin to go camping in the next 6 

months 

3
Have made plans to go more camping in the very near future (may 

be next month) 
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