Final research report for Narcotics Division, Security Bureau

CROSS Fitness 2.0 — A Community-Based Reintegrated Project for young

adult with drug abuse

Project reference number: (BDF180033)

Principal Investigators:

Tung Wah Group of Hospitals CROSS Centre

AND

Dr. Stephen Hui Research Centre for Physical Recreation and Wellness,

Hong Kong Baptist University



Introduction........

Methods............

Results

Table of Contents

Demographic Information...............ooiiiiiiiiii i

Quantitative results for qQUEStIONNAITES. .........ovviieiiitiiiiii e,

Qualitative TeSUILS. ....oe it

Discussion..........

BDF 180033

16

20

94

120

127

127

134

140

167

168



Introduction

The benefits of physical activity have been well-documented in many literature, such
as being effective for improving physical health (Qin, Knol, Corpeleijn, & Stolk, 2009;
Reiner et al., 2013) and psychological (Waade, 2004; Manger & Motta, 2005) and social
well-being (Parcel et al. 1989; Penedo & Dahn, 2005). According to World Health
Organization (WHO) in 2020, moderate to intense physical activities are beneficial to
physical and mental health, effective for improving quality of life and wellness (Bull et al,
2020).

Physical activity and sports have more frequently been utilized for drug prevention in
the past decades. For example, the National Institute on Drug Abuse (2011) focused on
investigating how physical activities and exercise can be used to prevent drug abuse. Past
studies frequently reported that children and adolescence who participated in sports were
associated with lower incidence of substance abuse (Kirkcaldy, Shephard, & Siefen, 2002;
Moore & Werch, 2005; Terry-McElrath et al., 2011). In addition, engagement in team sports
is a kind of pro-social behaviour which would improve an individual’s self-esteem. Hence,
adolescents and adults are less likely to engage in drug abuse behaviours when they are more
physically active (Hillman & Drobes, 2012).

The impact of drug abuse on health

The impact of drug abuse on health should never be underestimated. Degenhardt et al.
(2014) did a systematic review on how illicit drug use contributed to the global burden of
disease. They identified different drugs being the risk factors for different diseases and found
that cannabis had been a risk factor for schizophrenia. Dependence on opioid, cocaine and
amphetamine was identified as a risk factor for suicide, while injecting drug was a risk factor
for having the human immunodeficiency viruses (HIV), Hepatitis C virus and Hepatitis B

virus.

BDF 180033



Drug-abuse among young adults

In Hong Kong, according to the statistics compiled by the Central Registry of Drug
Abuse (CRDA) in 2021, the total number of reported drug users had dropped from 5,772 in
2019 to 5,569 in 2020 by 4%. However, the number of reported young drug abusers aged
under 21 in 2020 had increased 6% from 494 in 2019 to 525 in 2020. While the drug history
of newly reported drugs users in 2020 was 5 years, young adult drug users aged under 21
recorded an increase from 1 year in 2019 to 1.2 years in 2020, along with a rising proportion
of this age group from 7% in 2017 to 9% in 2020.

CRDA also reported that the number of psychotropic substances abusers continuously
higher than narcotics analgesics abusers (mainly heroin) from 2011 to 2020. Among the drug
abusers, in 2020, 2,837 (51%) were reported heroin abusers, while 3,409 (62%) were
psychotropic substances abusers, among whom methamphetamine was the most popular
psychotropic substance. In 2020, the average ages of first abuse of all reported drug abusers
and reported young drug abusers aged under 21 were 19 and 16 years old respectively.

In fact, young adults are more vulnerable to fall victims to substance or drug abuse.
Based on the latest report of CRDA, for those who aged under 21, “peer influence/ to identify
with peers” was the most common reason for taking drugs (54%), followed by “relief of
boredom/depression/stress” (42%) and “to seek euphoria or sensory satisfaction” (29%).

Unfortunately, the situation is accelerated by the attitude among young people toward
substance abuse. In the study reviewing young drug abusers in Hong Kong, Cheung and
Cheung (2018) found that young people considered their action of taking drug as similar as
bad habits like smoking and drinking. And being only a “bad habit”, doping is considered
“not a big deal”. This may result in low awareness of the danger of abusing psychoactive
drugs, denial of drug abuse, and the lack of motivation to seek help from others. In short,

hidden drug abuse among young population is still a concern.
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Effectiveness of physical activities and exercises as treatment for drug abusers

Positive effects of physical activity and sports on drug prevention or reduction have
long been reported over the past decade. Giménez-Meseguer et al. (2015) found that after an
exercise treatment programme, the physical, mental, and social quality of life of the drug-
dependent patients were improved, plus a reduction in the desire to use drugs after the
training programme. Zhu et al. (2016) conducted a study on the effects of Tai Chi on
amphetamine-type stimulant dependence patients. After a 12-week intervention, the
participants in the Tai Chi group showed a significant increase in the test scores of the quality
of life for drug-addiction (QOL-DA) questionnaire in the areas of physiology, symptoms,
society, and total score. The improvement in the quality of life and decrease in body fat of the
Tai Chi group were also revealed, in addition to an increase in balance by 10 seconds,
indicating the positive impact of physical activity for overall health improvement.

As mentioned, to help people recover from drug abuse, one should focus on
improving the physical, psychological, and social health (Giménez-Meseguer et al., 2015).
Roessler (2010) suggested exercise to be used as a means of early prevention and as part of a
treatment programme for drug abusers as it had been shown to have positive impact on
physical, psychological, and social aspect of drug abuse in Denmark and Norway. This was
agreed by Giménez-Meseguer et al. (2015) as exercise is effective for improving fitness,
reducing the level of anxiety and depression, and alleviate symptoms of withdrawal. Hence, it
can help to reduce the desire to take drug and increase the length of abstinence in drug
addicts. Roessler (2010) suggested that the emphasis of a treatment programme should be
placed on both physical treatment and psychological advice, as an interdisciplinary approach
is essential to support physical withdrawal from the drugs while assisting the development of

new patterns of motivation and behaviour.
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Another study on the effect of exercise on drug craving also shows that even if
temporary mood-change and attenuation of drug craving would become significant as a result
of participating in relatively intense aerobic exercise (Ellingsen et al., 2018).

Exercise intervention for drug abusers in Hong Kong

In Hong Kong, the Narcotics Division of the Security Bureau works closely with
other government departments and non-governmental organisations (NGOs) for providing
drug treatment and rehabilitation services to drug abusers in the community, including
voluntary out-patient methadone treatment programme, residential drug treatment services
and the community-based counselling services. In order to promote community efforts to beat
drugs, the Government established the Beat Drugs Fund in 1996. Through this funding
support, many projects had been conducted on drug prevention and rehabilitation for the past
decades. However, community-based programmes or interventions services using sport or
physical activities for rehabilitations for the drug abusers are still relatively limited in Hong
Kong.

Objectives and purposes

The Tung Wah Group of Hospitals (TWGHs) CROSS Centre has been one of the
prominent organizations in Hong Kong to provide rehabilitation services for individuals who
are troubled with substance abuse and disorders as a result of drug addiction. This study was
a collaboration research project with the Dr. Stephen Hui Research Centre for Physical
Recreation and Wellness, and Department of Sport, Physical Education and Health, of Hong
Kong Baptist University (HKBU) to investigate the utilization of sports or exercise as
intervention treatment with aims to help reduce drug use frequency of drug abusers in the
community, and to assess the impact of physical activities on their physical fitness, stress
level, self-efficacy and resilience against drug abuse, quality of life and wellness, by joining

various CROSS exercise services and programmes over a period of 3 years.
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In 2015, the TWGHs CROSS Centre and HKBU had jointly conducted a pilot study
on investigating using exercise to assist drug abusers to abstain from drug use. After the
completion of the sports training in the pilot study, the participants obtained improvement in
the percentage of body fat, cardiovascular fitness, arms and abdominal muscular strength. In
addition, those with higher attendance in sports training group had a higher score in the six
dimensions of perceived wellness.

There are psychological, social, and cultural experiences of stigmatization associated
with “socially problematic” drug abusers (Gibson, S., 2001). The empowerment approach to
clinical practice attempts to make connections between drug abusers and their social and
economic reality. The empowerment process of the project can help the drug abusers rebuild
positive connection between themselves and the society. The connection is one of the
important dimensions in wellness. Six dimensions of wellness, which are emotional,
intellectual, occupational, physical, social and spiritual (Hettler, 1980), are used to measure
the effectiveness of the CROSS Fitness project.

Objectives
The objectives of this study were to assess the effectiveness of sport training
programmes on drug abusers in the following domains:
Drug rehabilitation domain
e Reduce in frequency of drug abuse (Outcome 1).
Motor domain
e Improve on physical fitness and physical skill levels of drug dependent persons
undergoing treatment through the CROSS Fitness project (Outcome 2).
Affective domain
e Assist drug dependent persons undergoing treatment to develop their skills of stress

management (Outcome 3), self-efficacy to avoid using drugs (Outcome 4).
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Cognitive domain

e Enable drug dependent persons undergoing treatment to have clearer concepts toward

life satisfaction (Outcome 5) and wellness (Outcome 6).
e Provide useful information on life satisfaction, wellness and the hazards of drugs abuse
for individuals who browse the CROSS Fitness Facebook page.
Methods
Participants with drug use disorders from different background were invited to join
this study by the social workers on a voluntary basis. They came from the TWGHs CROSS
Centre (Central Western, Southern and Islands Office), Barnabas Charitable Service (Lamma
Island), Barnabas Charitable Service (Ma On Shan), Hong Kong Juvenile Care Centre,
Caritas Wong Yiu Nam Centre, Hong Kong Christian Services- PS33, Sheng Kung Hui
Welfare Council-Neo Horizon, the Society for the Aid and Rehabilitation of Drug Abusers
(Sister Aquinas Memorial Women’s Treatment Centre), and Hong Kong Christian Service-
Jockey Club Lodge of Rising Sun respectively.
Ethics and Informed Consent
This study was approved by the ethical committee of HKBU. Prior to the fitness test,

participants completed the Physical Activity Readiness Questionnaire (PAR-Q; The Canadian
Society for Exercise Physiology, 2002; Leisure and Cultural Services Department, 2017) to
secure a medical clearance and signed an informed consent form. All data collected would
serve as research purpose solely. Personal information would be kept confidential.
Participants had the right to opt out of the research or to discontinue any parts of the tests if
he/she felt uncomfortable. All information collected would be destroyed after 36 months of

the completion of the study.
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Power calculation

Using the G*Power statistical power analysis program (Faul, Erdfelder, Lang, &
Buchner, 2007), it is estimated that a sample size of 44 participants would be necessary to
detect a medium effect size with a power of 0.90 and an a level of 0.05 using a within-
subject (2 assessment time points) design. Based on our experience, we expect an attrition
rate of 30%. Therefore, at least 58 participants were recruited.
Measurements

A mixed method of quantitative and qualitative approaches was used in this study. A
pre-and-post data collection method was implemented to collect the baseline and post
training information on fitness, wellness and drug abuse data. Semi-structured interviews
with the participants, coaches, and centre social workers were also conducted after the
completion of the exercise training programmes, so as to get more in-depth details about the
effectiveness of the project.
Quantitative Method

Physical Fitness test. Participants completed the PAR-Q (see Appendix 1, Part 1)
and consent form (see Appendix 1, Part 2) before joining any physical activity training.
Physical fitness tests were conducted with those who were ready to exercise according to the
results of the PAR-Q by trained personnel. The physical fitness testing items are as follows:

Body Mass Index. Body Mass Index (BMI) is used to assess the weight relative to
height. It is calculated by dividing weight in kilograms (kg) by height in meters squared (kg/
m?) (Esmat, 2012). “The traditional World Health Organization (WHO)/National Institutes
of Health (NIH) body mass index (BMI) classification scheme uses < 18.5 kg/m? , 18.5-24.9
kg/m?, 25.0-29.9 kg/m?, and > 30 kg/m? to define underweight, normal BMI, overweight, and

obesity respectively” (Oreopoulos, et al., 2008).
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Waist-to-Hip Ratio. Waist-to-Hip ratio is calculated using waist measurement (cm)
divided by hip measurement (cm). It is used for measuring central visceral obesity
(Baumgartner, et al., 2006).

Spirometry Test. Spirometer (Spirobank I BASIC by MIR) is used to record the
amount of air an individual exhales and thereby evaluating his/her lung capacity (Moore,
2012). In this study, the Forced Vital Capacity (FVC) and Forced Expiratory Volume in 1
second (FEV1) were recorded, and FEV1/FVC Ratio was calculated.

YMCA 3-Minute Step Test. The YMCA 3-minute step test is a submaximal test to
determine cardiovascular fitness level. The participant executes a 3-minute designed step test
at a beat of 96 bpm, the recovery heart rate is measured by a manual pulse reading for 1
minute would be recorded (Nieman, 1999).

Sit and Reach Test. The Sit and Reach test is used to measure the flexibility of
hamstring and lower back muscles. Participants sit down in front of the Sit and Reach box
and reached forward as far as possible and hold the position for 1-2 seconds. The most distant
point one reached was recorded from the marking on the box (Nieman, 1999).

Stork Balance Stand Test. The Stork Balance Stand Test is used to test the
participant’s balance and the time participants could stand on one leg is counted with
maximum of 2 minutes (Safrit & Wood, 1995).

Standing Long Jump Test. The Standing Long Jump test is used to access explosive
leg power. Participants are required to take-off and land with two feet. The nearest point of
contact to the take-off line was measured (Baumgartner, et al., 2006).

Handgrip Strength Test. The hand and forearm muscular strength is measured by
using the dynamometer. Both right and left hands should be measured. The maximum
reading of the dynamometer is taken after 3 trials and the readings of both hands are summed

up to get the final score (Nieman, 1999).
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One-Minute Sit-up Test. The strength and endurance of abdominal muscle is
measured by the 1-minute sit-up test. The higher the sit-up scores, the better the abdominal
muscle strength and endurance (Nieman, 1999).

Questionnaires. A set of questionnaires was used to collect data on Wellness and
Drug Abuse situation in this study. The questionnaires consist of three sections which are
demographic, wellness-related questions and drug involvement (see Appendix 2). Details are
as follows:

Demographic Questionnaire. This section consists of demographic questions which
are used to collect the basic information of participants, such as gender, age, education level,
marital status, study/work situation, and monthly salary (see Appendix 2, Part 1).

Drug Involvement Questionnaires. Two questionnaires are utilized to assess
participants’ drug involvement in this study. There were Drug Abuse Situation Questionnaire
and Drug Avoidance Self-Efficacy Scale (DASES) which was developed by Martin,
Wilkinson and Poulos (1995). The Drug Abuse Situation Questionnaire (Narcotics Division,
Security Bureau, n.d.; Lam et al., 2005) (see Appendix 2, Part 2) is utilized to investigate the
type, amount and frequency of drug abuse in the past 3 months. The DASES consists of
questions related to 16 specific situations (see Appendix 2, Part 5). The participant would
choose whether he/she can get rid of the drug when he/she is in those circumstances.

Physical Activity Questionnaires. The International Physical Activity Questionnaire
(IPAQ) is administered in this study. IPAQ is used to investigate the amount of time that the
participant spent on carrying out vigorous-intensity physical activity, moderate-intensity
activity, walking and/or sitting within a week (Fischer, et al., 2012) (see Appendix 2, Part 3).
Based on the amount of time the participants spent on the three levels of physical activities,
their physical activity levels will then be classified as “low”, “moderate”, and “high” (see

Appendix 3).
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Simplified Coping Style Questionnaire. The Simplified Coping Style Questionnaire
(SCSQ) was developed by Xie (1998) from the ways of coping questionnaire (WCQ). The
SCSQ is used to investigate the coping style of participants by calculating positive-coping
score and negative-coping score from the 20 questions in this questionnaire (see Appendix 2,
Part 4). The active coping score and passive coping score will then be calculated according to
the results (see Appendix 3 for calculation).

Life Satisfaction. Life Satisfaction questionnaire is used to investigate the satisfaction
toward life such as quality of life, personal achievement, and interpersonal relationship in this
study. The first one is the global assessment of life measure (Self-Anchoring Scale, Cantril,
1965), which is utilized to measure the life satisfaction score of the participants. They rate
their life satisfaction from 1 to 10. The higher the score, the higher the satisfaction level (see
Appendix 2, Part 6).

The second questionnaire is the Personal Wellbeing Index (Lau, Cummins, &
McPherson, 2005) which is used to measure the participants’ subjective quality of life. There
are 8 items representing general perception of quality of life as a whole and perception of
satisfaction in 7 domains. The 7 domains are 1) standard of living, 2) personal health, 3)
achievement in life, 4) personal relationships, 5) personal safety, 6) feeling part of the
community, and 7) future security. The items are rated on an 11-point Likert scale ranging
from “0 — very sad” to “10 — very happy”, where the higher the score, the higher the
satisfaction perceived by the participants on that particular domain of life (see Appendix 2,
Part 6).

Wellness Questionnaire. The Perceived Wellness Survey (PWS; Adams et al., 1997)
is used to examine the perceived wellness of the participants. The PWS included six

dimensions of wellness: physical, psychological, spiritual, social, emotional, and intellectual
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wellness (see Appendix 2, Part 7). The Wellness Composite Score will then be calculated
according to the results (see Appendix 3).

Sport Motivation Questionnaire. The Chinese Sport Motivation Scale II (CSMSII)
(Li et al., 2018), the Chinese version of the Sport Motivation Scale II (SMS II, Pelletier et al.,
2013), is adopted to assess the participants’ motivations to participate in sports (see Appendix
2, Part 8). The scale was developed based on the Self-determination Theory (Deci & Ryan,
1985, 1991; Deci et al., 1991), and was designed to examine the motivation factors including:
“Intrinsic Motivation”, “Extrinsic Motivation - integrated regulation”, “Extrinsic Motivation -
identified regulation”, “Extrinsic Motivation - Introjected regulation”, “Extrinsic Motivation-
External regulation”, and “Amotivation” through 18 items on 7-point Likert Scale, from
"Very Strongly Disagree" to "Very Strongly Agree" (see Appendix 3 for Grouping of the
items).

Qualitative Method

Semi-structured interview was also conducted for this study. The interview questions
were designed by the investigators in a semi-structured format (see Appendix 5). The contents
of the questions were designed with the support from literatures to assess the effectiveness of
the programme. Questions on participant’s motivation, comments on the wellness programme
(e.g. location, accessibility, type of sport training, etc), participation constraints, and perceived
changes after the programme were included.

Prior to the interviews, an informed consent (see Appendix 4) was sought from the
interviewees to make sure they understand that they had the right to refuse to answer any
questions or to discontinue the interview whenever he/she felt uncomfortable. Participants
were assured of confidentiality of their responses. Due to the outbreak of COVID-19, most

interviews were conducted online through Zoom, except 3 of them, i.e. a drug abuser, a coach
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and a social worker, who underwent face-to-face interviews. The interviews were conducted
in Cantonese and were analysed using the Framework Method (Gale et al., 2013).
Data Collection Procedure

The physical fitness tests were held at the Tung Wah Group of Hospitals CROSS
Centres located in Sheung Wan, Shau Kei Wan and Tung Chung, other drug rehabilitation
centres or hostels (see Appendix 7) from June 2019 to October 2021. The participation was
voluntary. Two separate physical fitness tests, i.e., pre-test and post-test, were conducted as a
part of the research procedure in order to measure the fitness condition of the participants.
Well-trained test administrators were assigned to administer all the testing items. The drug
abusers who joined this project were stationed either at the centres or the hostels one week
prior to and after the sport training programmes in order to participate in the physical fitness
tests. Participants could take part in the physical fitness tests according to his/her individual
schedule, then they completed the questionnaires afterward.

An interviewer was also trained to collect the qualitative data. Most of the interviews
were conducted online after the completion of sport training programme and post physical
fitness test. Three interviews were conducted by face-to-face method. Of the total 13
interviewees, two social workers from the Tung Wah Group of Hospitals CROSS Centre in
charge of the project participated in the interview, while another social worker came from
Hong Kong Sheng Kung Hui Welfare Council-Neo Horizon and the last one was from
Barnabas Charitable Service in Lamma Island. In addition, a personal fitness trainer and a
dance coach of the project also participated in the interview. Furthermore, seven participants
who were formerly drug abusers were interviewed. Most of them attended the sport training

sessions held in the centres whilst two participants attended in a hostel.
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Training Programme

Tung Wah Group of Hospitals employed a number of professional coaches to conduct
the sport training programmes at different centres and hostels. Sport training programmes
included yoga, Pilates, dancing, boxing, running, weight training and floor curling, which
varied among the centres and hostels. The participants took part in the pre-physical fitness
test and attended the 1-hour weekly training session for 10 weeks. Upon completion of the
training programme, they were invited to participate in the post physical fitness test.

Data Analysis

For quantitative method, the Statistical Package for Social Sciences (SPSS version
27) was utilized to analyse the quantitative data. The descriptive statistics were conducted
and the paired T-tests were used to assess the overall distribution and the mean difference
between pre-test and post-test.

For qualitative method, Framework Method (Gale et al., 2013) was used for the
thematic analysis of the semi-structured interview transcripts. Raw data from the interviews
were firstly transcribed verbatim and then examined by investigators for more than three
times. The transcription notes were systematically labelled, coded, grouped, sorted, and
finally compared by theme in a spreadsheet. Recurring themes were afterward identified,

reviewed and analysed by four researchers for more than three times.
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The work schedule of the project was as follows:

Date

Activity

»  June 2019 — October 2021

» 10,17, 24 November 2020;
17, 24 August 2021
»  October 2020 — September 2021

»  March 2021 — April 2022

Pre and Post Physical Fitness Test

Pre and Post Questionnaire

Physical Exercise Training Workshops for
Social Workers

Semi-structured interview and data analysis

Data analysis and report writing
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Results
Demographic Information
Gender
There were 43 men (55.1%) and 35 women (44.9%) participated and completed the
training and pre and post physical tests in this project (see Table 1).
Table 1

The Number and Percentage of Participants (N = 78)

Gender n Percentage (%)
Male 43 55.1

Female 35 44.9

Total 78 100

Age

The participants consisted of various age groups ranging from 14 to 39 years old

(M =27.1; SD =7.16). Most of them aged from 26-30 (n =21, 26.9%) (see Table 2).

Table 2

Age Range of Participants (N = 78)

Age range n Percentage (%)
14-15 10 12.8

16-20 5 6.4

21-25 14 17.9

26-30 21 26.9
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Age range n Percentage (%)
31-35 19 24.4

35-40 9 11.5

Total 78 100
Employment situation

Among the 78 participants, most of them (n = 34, 43.6%) were unemployed.

Furthermore, 20 (25.6%) of them had full-time jobs, 13 (16.7%) were full-time students,

6 (7.7%) had part-time jobs, 1 (1.3%) was part-time student and 4 (5.1%) did not give any

answers to the question (see Table 3).

Table 3

The Employment Situation of Participants (N = 78)

Employment Situation n Percentage (%)
Full-time student 13 16.7

Part-time student 1 1.3

Full-time job 20 25.6

(Work equal or more than 44 hours a week)

Part-time job 6 7.7

(Work less than 44 hours a week)

Unemployed 34 43.6

Unknown 4 5.1

BDF 180033



18

Employment Situation n Percentage (%)
Total 78 100
Education

The education level of the participants ranged from primary school to above-
University levels. Most of the participants reported that they achieved secondary school
education levels (n = 61, 78.2%).

Figure 1
Education levels of the participants (N = 78)

Primary school, 5% (4)

Tertiary Education, 17%
(13)

Lower Secondary, 36% (28)

Upper Secondary, 42%
(33)

Marital status
Among 78 participants, majority of them (n =55, 70.5%) were single, 10 of them
(12.8%) were in relationship, 9 of them (11.5%) were married or cohabitating, and 4 of them

(5.1%) were widowed, divorced, or separated (see Table 4).
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Table 4

The Marital Status of Participants (N = 78)

19

Marital status n Percentage (%)
Single 55 70.5

In relationship 10 12.8

Married / Cohabitation 9 11.5

Widowed / Divorced / Separated 4 5.1

Total 78 100

Personal income

Regarding personal income, 5.1% of participants did not state their personal income

(n =4). Most of them did not have any monthly income (n = 45, 57.7%). Seven of them (9%)

earned HK$15,000-19,999 per month, and 6 of them (7.7%) earned HK$10,000-14,999

monthly (see Table 5).

Table 5

The Personal Income of Participants (N = 78)

Personal income (HKD) n Percentage (%)
0 45 57.7

<4,999 4 5.1
5,000-9,999 3 3.8
10,000-14,999 6 7.7
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Personal income (HKD) n Percentage (%)
15,000-19,999 7 9.0
20,000-29,999 5 6.4

>30,000 4 5.1

Unknown 4 5.1

Total 78 100

Quantitative results for questionnaires
Drug Abuse Situation Questionnaire

The survey was used to examine the drug abuse situation. The participants reported
the types of drugs they took and the frequency of taking the drug in the past 3 months. Types
of drugs included: cannabis, heroin, MDMA (Ecstasy), ketamine, methylamphetamine,
methaqualone, nimetazepam, midazolam, triazolam, cocaine, cough medicine, thinner, and
others.

The total frequency of using drugs in the past 3 months had dropped from 2,341 in
pre-test to 129 in post-test. The most significant difference is found in the use of ketamine, in
which the total usage had dropped from 996 times in 3 months to once in 3 months by 78
participants (see Figure 2).

The total number of users of different drugs also dropped from 43 in pre-test to 14 in
post-test. The most significant drop of drugs appeared in the users of ketamine, where 7 out

of 8 participants dropped out from using ketamine in post-test (see Figure 3).
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Figure 2

The Frequency of Drugs Used by Participants in the Past 3 Months
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The Number of Users of Different Drugs in the Past 3 Months
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International Physical Activity Questionnaire

The International Physical Activity Questionnaire (IPAQ) was developed as an
instrument for cross-national monitoring of physical activity and inactivity (Craig, et al.,
2003; Fischer et al., 2012).

The participants reported how much time they spent on vigorous and moderate
physical activities, walking, and/or sitting per week. Among the 78 participants who
participated in post-physical fitness test, in their pre-tests, 24 (30.8%) participants were
graded as having “low activity level” and reduced to 9 (11.5%) in post-test. Eleven (14.1%)
of them achieved “moderate activity level” in pre-test and the number increased to 21
(26.9%) in post-test. For “high activity level”, 43 (55.1%) of them had been recorded for pre-
test and increased to 48 (61.5%) in post-test. Overall, more participants are having higher

physical activity level after the sport training in post-test (see Figure 4).

Figure 4

Physical Activity Levels Recorded in Pre- and Post-test (N = 78)
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Simplified Coping Style Questionnaire

The Simplified Coping Style Questionnaire (SCSQ, Xie, 1998) was developed to
investigate the coping style of participants. The pre-test scores and post-test scores were
compared by paired t-tests. The mean differences between the active coping score calculated
in the pre-test (M = 1.58, SD = .55) and that in the post-test (M = 1.90, SD = .42) were found
to be statistically significant as p <.001 and ¢ (77) = -5.93. Cohen’s d was used to indicate the
effect size of the outcomes. It presents the difference between groups by standard deviations
units. It was suggested by Cohen (1988) that the effect size was small when d = .20, the effect
size was medium when d = .50, and the effect size was large when d = .80 (Pallant, 2010). In
this case, as d = -.67, it indicated a medium effect size. As the higher the score, a more active
coping style among the participants is identified, the participants showed more positive
attitude in active coping in this study. However, the mean differences between the passive
coping score calculated in the pre-test (M = 1.42, SD = .56) and that in the post-test (M =
1.51, SD = .83) were found to be statistically insignificant as p = .39 and ¢ (77) = -.87 (see

Table 6).

Table 6

Paired t-test of Pre-test and Post-test Scores in SCSQ (N = 78)

M SD MD t p d
Active Coping  Pre 1.58 .55 -.32 -5.932 000%** - 672
Score
Post 1.90 42
Passive Coping Pre 1.42 .56 -.09 -.866 .389 -.098
Score
Post 1.51 .83

9 < 0.05, **p < 0.01, *** p < 0.001
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Drug Avoidance Self-efficacy Scale

The Drug Avoidance Self-Efficacy Scale (DASES, Martin et al., 1995) was
developed to assess the self-efficacy of a drug user. Participants were asked to imagine
themselves in 16 particular situations and then rank their level of confidence (self-efficacy) to
resist drug abuse in those situations. The 16 questions were answered on a 7-point Likert
scale ranging from "certainly yes" to "certainly no" which corresponded to a measure of
"strength" of self-efficacy (Certainly yes = 7, Very likely yes = 6, Probably yes = 5, Really
can’t say = 4, Probably no = 3, Very likely no =2 and Certainly no = 1).

The mean of all situations in pre-test and post-test was 69.56, and 83.26 respectively,
where the higher the score, the more resistance towards drug abuse. The mean of total pre-
test scores and post-test scores were compared by paired t-tests. As p <.001 and ¢ (77)
=-6.68, the mean differences between the pre-test score (M = 69.56, SD = 16.81) and post-test
score (M = 83.26, SD = 17.41) were significant (see Table 7). The Cohen’s d statistic (-.76)
indicated a relatively large effect size.

The mean of pre-test scores and post-test scores of each item was also compared by
paired t-tests. Most items were found to have significant mean differences between pre-test
scores and post-test scores (p <.05), except Item 8 and Item 10. Among them, Item 1, Item 2,
Item 3, Item 5, Item 6, Item 14 and Item 16 had the most significant mean differences p
values (p <.001) with a medium effect size (d =.5). Item 7 and Item 15 resulted in d = .4,
while Item 4, Item 9, Item 11 and Item 13 resulted in d = .3, which indicated that they all
have a small effect size despite that they all had significant mean differences between the pre-
test score and post-test score (p < .05). Thus, all items with significant mean differences
between pre-test scores and post-test scores showed positive improvements in the scores (see

Table 7).
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Table 7

Paired t-test of Pre-test and Post-test Scores in DASES (N = 78)

25

Items

M

SD MD

t

p

Item 1 Imagine that you
are going to a party where
you will meet new people.
You feel that drug use will
relax you and make you
more confident. Could

you avoid drug use?

Item 2 Imagine that you
have just blown a good
job, you are home alone
and depressed. Would you
give in to the urge to take
drugs which are in the

house?

Item 3 Imagine that you
are home with a loved
one, and feeling angry
after a fight. You want to
make up, but at the same
time you want to get
stoned/loaded. Could you
resist the urge to take

drugs?

BDF 180033

Pre 4.21

Post 5.26

Pre 4.22

Post 5.33

Pre 4.38

Post 5.36

1.89 -1.05

1.77

1.92 -1.12

1.70

1.82 -.97

1.58

-3.996

-4.228

-4.025

000%**

000%**

000%**

-452

-479

-.456
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Items M

SD MD

d

Item 4* Imagine that you =~ Pre  3.35
are feeling good and have
no responsibilities for a
couple of days. The only
thing you see against
getting a bit stoned/loaded
is that you have promised
yourself you would go
straight for 2 months, and
you still have 3 weeks to
go. Would you take

drugs?

Post 2.68

Item 5 Imagine it is late,  Pre 4.23
you cannot sleep and
drugs are available in the
house. You have decided
not to use drugs. Could
you resist the urge to use
drugs to help you get to
sleep?
Post 5.28

Item 6 Imagine that anew Pre 4.37
job is starting tomorrow,

you are going out with

friends and expecting a

good time. Could you

resist the urge to celebrate

with drugs?
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1.85 .67

1.92

1.88 -1.05

1.64

2.11 -1.17

2.448

-4.116

4418

017*

.000#**

.000#**

277

-.466

-.500
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Items M SD

MD

Post 5.54 1.55

Item 7 Imagine that you Pre 4.24 2.01
are home with your loved

one, and very angry after a

fight. You are tempted to

get back at your partner

by getting stoned/loaded.

Would you give in to the

temptation?

Post 5.24 1.75

Item 8? Imagine that a Pre 391 1.92
very important
relationship has just
ended, and you are very
depressed. Would you
give in to the urge to take
drugs?
Post 3.46 2.04

Item 9 Imagine that you Pre 4.28 2.10
have run into 2 friends

who are celebrating a win

at horse racing with drugs.

Could you resist their

urging to join them in

drug use?

Post 5.06 1.90

Item 10 Imagine that you Pre 3.31 1.93
are at a party and feeling

uptight. Most people seem

BDF 180033

-1.00

45

-.78

37

-3.755

1.609

-2.540

1.266

000%**

112

013*

209

-425

182

-.288

.143
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Items

SD

MD

to be having a good time.
You are tempted to use
drugs to loosen up. Would

you?

Item 112 Imagine that you
promised yourself to stay
straight for 2 months but
you have just blown your
5 week record with one hit
or drink. Would this
situation lead you to take

a second one?

Item 122 Imagine that you
had managed to stay
straight for a near record
time, but last night you
blew it. Because of last
night you are feeling
weak. Would you take
drugs tonight?

Item 13 Imagine that you
are home alone and
depressed. Could you
resist the urge to go out

and find some drugs?

BDF 180033

Post 2.94

Pre

3.64

Post 3.09

Pre

3.40

Post 2.97

Pre

4.73

1.98

1.65

1.79

1.57

1.74

1.81

55

42

-74

2.512

1.909

-3.034

014*

.060

003 #*

284

216

-.343
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Items

SD

MD

Item 14 Imagine that a
good friend has accused
you of being insensitive.
Now you are feeling hurt
and tempted to use drugs.

Could you resist?

Item 15 Imagine that a
good friend is feeling
miserable. He wants you
to join him in heavy
discussion and drug use to
pick his spirits up. Could
you resist the urge to take

drugs?

Item 16 Imagine that you
are home alone; it is a dull
weekend with nothing in
particular to look forward
to. You are bored. Would
you give in to the urge to

get stoned/loaded?

Overall Scoring

Post 5.47

Pre 4.50

Post 5.71

Pre 3.68

Post 4.59

Pre 4.32

Post 5.55

Pre 69.56

Post 83.26

1.59

2.06

1.61

2.00

2.14

2.02

1.66

16.81

17.41

-1.21

-91

-1.23

-13.69

-4.620

-3.098

-4.794

-6.684

000%** - 523

003**  -351

000%** -543

000%** - 757
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“reversely-scored items; the lower the scoring the better
*n < 0.05, **p < 0.01, ***p < 0.001
Life Satisfaction

This section consisted of two parts, including the Self-Anchoring Scale (Cantril,
1965) and the Personal Wellbeing Index (Lau et al., 2005). Participants ranked their life
satisfaction level on a 10-point scale using the self-anchoring scale (item 1). The Personal
Wellbeing Index (item 2 to item 9) is used to measure subjective dimension of quality of life
- subjective wellbeing, such as standard of living, achievement in life and personal
relationship. Participants ranked their level of satisfaction on a 11-point Likert scale with "0"
represents "very dissatisfied", 5 as "neutral”, and 10 represents “very satisfied”. Paired t-tests
were conducted to compare the pre-test scores and post-test scores of each item. All items
were found to have significant mean differences between pre-test and post-test (p <.05).

All items had significant mean differences between pre-test score and post-test score
as p <.05. Item 1 (d =-.69), Item 7 (d = -.59), Item 2 and Item 9 (d = -.5) had a medium effect
size. The rest of the items all had small effect sizes with d = .4 and .3. The overall scoring
was also found to have significant mean differences between pre-test (M =42.8, SD =11.1)
and post-test (M =49.9, SD = 13.4) as p <.001 and ¢ (77) = -5.38. The Cohen’s d statistic
(-.61) indicated a medium effect size. The responses from participants showed positive
improvements in all items (see Table 8).

Table 8

Paired t-test of Pre-test and Post-test Scores in Life Satisfaction Questionnaire (N = 78)

M SD  MD ¢ ) d

Item 1 Self-Anchoring Pre 5.36 1.68  -1.28 -6.094 .000*** -690

Scale
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M SD MD t p d

Post 6.64 1.37
Item 2 Thinking about your Pre 5.63 1.60  -.86 -4.494  .000%**  -509
own life and personal
circumstances, how satisfied
are you with your life as a
whole

Post 6.49 1.70
Item 3 How satisfied are Pre 5.64 1.57 -.64 -3.248 .002**  -368
you with your standard of
living

Post 6.28 1.74
Item 4 How satisfied are Pre 5.45 1.77  -.78 -3.381 .001* -.383
you with your health

Post 6.23 1.89
Item 5 How satisfied are Pre 5.28 1.92 -.65 -2.741  .008**  -310
you with what you are
achieving in life

Post 594  2.16
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M SD MD t p d

Item 6 How satisfied are Pre 5.71 1.67  -77 -3.818 .000%**  -432
you with your personal
relationships

Post 6.47 1.86
Item 7 How satisfied are Pre 491 2.15 -1.37  -5.249 .000%**  -594
you with how safe you feel

Post 6.28  2.08
Item 8 How satisfied are Pre 5.32 1.79  -92 -3.815  .000%*  -432
you with feeling part of
your community

Post 6.24  2.05
Item 9 How satisfied are Pre 491 2.00 -1.03  -4.166 .000%** -472
you with your future
security

Post 5.94 2.18
Overall Scoring Pre 42.8 11.1 -7.03  -5.381 .000%** -.609

Post 49.9 13.4

% < 0.05, **p < 0.01, ***p < 0.001
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Perceived Wellness Survey

The Perceived Wellness Survey (PWS, Adams et al., 1997) was conducted to
understand the wellness levels of participants from different perspectives, including
psychological, emotional, social, physical, spiritual and intellectual wellness. The
questionnaire consisted of 36 statements which were related to the six dimensions of wellness
aforementioned. The participants answered the statements according to a 6-point Likert scale
from "Very Strongly Disagree" to "Very Strongly Agree." The numerical value of each pole
is "1" and "6" respectively. When calculating the score of the six dimensions, there were
some statements with reverse coding (see Appendix 3).

The results of the Perceived Wellness Questionnaire reflected the six dimensions of
wellness, which were grouped and compared according to the dimensions of wellness
respectively. Among the six wellness dimensions, 4 dimensions were found to have
significant mean differences between pre-test and post-test (p <.05). Physical wellness
(t(77)=-4.17, p <.001) and psychological wellness (¢ (77) = -3.22, p <.001) had the most
significant mean difference between pre-test and post-test results and the remaining two had
similar results, which were emotional wellness (¢ (77) = -2.86, p = .01) and intellectual
wellness (¢ (77) =-2.79, p = .01). Physical wellness had a medium effect size (d = -.47).
Psychological wellness (d = .04) and the other two (d = -.3) had a small effect size. The
participants showed improvements in the above dimensions of wellness. On the other hand,
social wellness (¢ (77) = -1.79 p = .08,) and spiritual wellness (,¢ (77) =-1.22, p =.23) had no
significant mean differences between their pre-test and post-test results. There was also a
significant mean difference between the wellness composition score (see Appendix 3 for
calculation) between pre-test (M = 13.9, SD = 1.86) and post-test (M = 14.6, SD =2.04) as p

=.03 and ¢ (77) = -2.21 with a small effect size (d =-.32) (see Table 9).
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Table 9

Paired t-test of Pre-test and Post-test Scores in Perceived Wellness Survey (N = 78)

34

Dimension M SD MD t P d

Psychological Pre 22.2 3.34 -1.46 -3.217 .002%* -.364
Post 23.7 342

Emotional Pre 21.1 3.34 -1.26 -2.858 005**  -324
Post 22.4 3.77

Social Pre 23.6 3.66 -.82 -1.788 .078 -.202
Post 24.4 3.14

Physical Pre 22.4 3.27 -1.47 -4.174 .000***  -473
Post 239 3.46

Spiritual Pre 23.7 4.36 -.62 -1.215 228 -.138
Post 24.3 4.11

Intellectual Pre 23.1 3.12 -.99 -2.784 007**  -315
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Dimension M SD MD t P d
Post 24.0 343
Wellness Pre 13.9 1.86 -.61 -2.205 .030* -.250
Composite
Score
Post 14.6 2.04

% < 0.05, **p < 0.01, ***p < 0.001

Chinese Sport Motivation Scale I1

The Chinese Sport Motivation Scale II (CSMSII, Li et al, 2018) was adopted to assess
the participants’ motivations to participate in sports. Paired t-tests were carried out to
compare the mean differences between the pre-test score and post-test score of each type of
motivation. Only the pre-test score and post-test score of “Extrinsic Motivation - integrated
regulation” (¢ (77) =-2.58, p = .01,), “Intrinsic Motivation” (¢ (77) = -2.33, p =.02) and
“Extrinsic Motivation-external regulation” (¢ (77) = -2.06, p = .04) showed significant mean
differences in paired t-test. Improvements were found in the post-test score of intrinsic,
extrinsic motivation - integrated and external regulations. The effect sizes were small as d
=3 in “Intrinsic Motivation” and “Extrinsic Motivation - integrated regulation”, and d = .2 in
“Extrinsic Motivation-external regulation”. The rest of the motivation types did not show

significant mean differences in pre-test score and post-test score (p >.05) (see Table 10).
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Table 10

Paired t-test of Pre-test and Post-test Scores in CSMSII (N = 78)

36

Motivation Type M SD MD t )% d
Intrinsic Motivation Pre 14.9 4.35 -1.06 -2.328  .023* -.264
Post 16.0 3.38
Extrinsic Motivation - Pre 13.4 4.22 -1.24 -2.577  .012%* -292
Integrated regulation
Post 14.6 3.88
Extrinsic Motivation - Pre 14.8 4.61 -.50 -.962 .339 -.109
Identified regulation
Post 15.3 3.75
Extrinsic Motivation - Pre 12.3 4.08 -49 -.925 358 -.105
Introjected regulation
Post 12.8 3.73
Extrinsic Motivation-  Pre 10.0 4.18 -1.01 -2.063  .042%* -.234
External regulation
Post 11.0 3.80
Amotivation® Pre 9.03 3.66 -.18 -.357 722 -.040
Post 9.21 4.21

“reversely-scored items; the lower the scoring the better

0 < 0.05, **p < 0.01, ***p < 0.001
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Physical Fitness Tests

Body Mass Index (BMI). The results showed that the post-test mean scores of the
BMI (M = 23.6, SD = 4.33) slightly decreased as compared to the pre-test mean scores
(M =23.9, SD = 3.51). The decrease was .3, p = .41 and ¢ (77) = .83 (see Table 11).

As p > .05, the null hypothesis was accepted. It revealed that the BMI before and after the
training was similar.

The BMI result between 18.5 and 24.9 indicated that the weight level of the
participants was normal (Department of Health and Human Services Centers for Disease
Control and Prevention, n.d.).

Figure 5

Results of BMI in pre- and post- test (N = 78)
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Waist-to-hip Ratio. Participants’ hip circumferences and waist circumferences were
measured, and their waist-to-hip ratio were calculated accordingly. The pre-test and post-test

results were compared by paired t-test. The mean difference in the waist-to-hip ratio in pre-
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test (M = .854, SD = .08) and post-tests (M = .846, SD = .07) was not significant as p = .41
and ¢ (76) = .84 (see Table 11).

Figure 6

Results of waist-to-hip ratio in pre- and post-test (n = 77)
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Forced Vital Capacity (FVC), Forced Expiratory Volume in 1 second (FEV1),
and FEV1/FVC Ratio. The post-test mean scores of the FVC decreased with a 5.19ml
difference. The post-test mean score of FEV1 had also decreased for 9.19ml. However, the
mean differences recorded were proven to be not significant after undergoing paired t-tests
for the pre-test score and post-test score as p > .05, p = .96 and ¢ (77) = .96 for FVC, and p
=.90 and ¢ (77) = .91 for FEV1. The mean difference in the pre-test FEV1/FVC ratio
(M = .873, SD = .11) and post-test FEV1/FVC ratio (M = .870, SD = .11) was also

insignificant (p = .83, ¢ (77) = .21) (see Table 11).
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Figure 7

Results of FVC in pre- and post-test (N = 78)
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Figure 8

Results of FEV1 in pre- and post-test (N = 78)
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Figure 9

The distribution of FEV1/FVC ratio in pre- and post-test (N = 78)
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YMCA 3-minute Step Test. The test was used to assess the recovery heart rate after
3-minute of a stepping test. The post-test mean score (M = 100.59, SD =22.83) of the step
test had slightly decreased as compared to the pre-test mean score (M = 101.73, SD = 19.59).
There was a slight improvement in the mean recovery heart rate with a decrease of 1.14bpm,
which was proven to be insignificant by performing a paired t-test as p = .72 and ¢ (70) = .35.
As p > .05, the mean difference between pre-test score and post-test score was not significant

(see Table 11).
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Figure 10

Results of step test in pre- and post-test (n = 71)
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Sit and Reach Test. This test was conducted to test the participant’s muscular
flexibility. Traditionally, level of the feet is used as recording zero where the test starts, so
any measure that does not reach the toes is negative and any reach past the toes is positive.
However, in order to avoid negative value in statistical analysis in this study, 23cm is set at
the baseline of the feet where the measurement initiates. The results in this study showed that
the post-test mean scores (M = 32.68, SD = 9.16) of the Sit and Reach test had increased
slightly for 1.54cm as compared to the pre-test mean score (M =31.14, SD =9.11). After
conducting a paired t-test to compare the pre-test and post-test mean score, it was found that
the mean difference was significant (p = .00, # (76) = -3.15). The Cohen’s d statistic (-.36)

indicated that the effect size is small (see Table 11).
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Figure 11
Results of sit and reach test in pre- and post-test (n = 77)
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Stork balance stand test. The Stork Balance Stand Test was conducted to test the
participant’s static balance. The time participants could stand on one leg was counted to a
maximum of 2 minutes. The length of time that the participants could hold had increased by
6.95 seconds in the post-test. The pre-test (M = 105.59, SD = 28.22) and post-test (M =
112.12, SD = 21.68) results were compared by paired t-test. The mean difference in the
number of sit-ups in pre-test and post-test was significant as p = 0.01 and ¢ (76) = -2.54. The

effect size indicated by Cohen’s d was small (d = -.29) (see Table 11).
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Figure 12

Results of Stork Balance Stand Test in pre- and post-test (n =77)
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Standing Long Jump test. Standing long jump test was conducted to test the
participant’s muscular power of their legs. The furthest distance they could jump was
recorded. The distance that the participants could jump had increased by 7.43cm in the post-
test. The pre-test (M =161.27, SD =46.51) and post-test (M = 168.70, SD = 44.31) results
were compared by paired t-test. The mean difference in the distance recorded in pre-test and
post-test was significant as p = 0.03 and ¢ (60) = -2.20. The effect size of this test is small as d

=-.28 (see Table 11).
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Figure 13
Results of standing long jump in pre- and post-test (n = 61)
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Handgrip Test. The handgrip tests were used for participants’ arm strength. The
result showed that participants had improvement in their muscular strength after they
completed the sport training programme. The mean of the post-test handgrip scores (M =
69.46, SD = 21.69) from this group was 3.58kg more than the pre-test mean score (M =
65.88, SD = 21.57). The mean of pre-test and post-test handgrip results were compared by
paired t-test. As p =.00 and ¢ (77) = -3.58, the mean difference between pre-test and post-test

results were significant. The Cohen’s d statistics (-.39) indicated a small effect size (see

Table 11).
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Figure 14

Results of handgrip test in pre- and post-test (N =78)
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Sit-up Test. Sit-up test was conducted to test the participant’s muscular endurance by
counting the number of sit-ups within 1 minute. The average number of sit-ups being done
increased by 2.70 in the post-test. The pre-test (M = 30.81, SD = 8.56) and post-test (M =
33.51, SD = 8.67) results were compared by paired t-test. The mean difference in the number
of sit-ups finished in pre-test and post-tests were significant as p = .00 and ¢ (76) = -4.67, and

the effect size was medium as d = -.53 (see Table 11).
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Figure 15

Results of sit-up test in pre- and post-test (n = 77)
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Paired t-test of Pre-test Scores and Post-test Scores in Physical Fitness Test

46

Test Items n M SD MD t p d

BMI* Pre 78 23.89 3.51 .26 .834 407 .094
Post 78 23.63 4.33

Waist-to-hip Ratio® Pre 77 .854 .08 .01 .836 406 .095
Post 77 .846 .07

FVC Pre 78 3.61 1.00 .01 .056 956 .006
Post 78 3.60 .99
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Test Items n M SD MD t p d

FEV1 Pre 78 3.10 .79 .01 123 902 .014
Post 78 3.09 17

FEV1/FVC Ratio Pre 78 873 11 .00 213 .832 .024
Post 78 .870 11

Step Test? Pre 71 101.73 19.59 1.14 354 724 .042
Post 71 100.59 22.83

Sit and Reach Test Pre 77 31.14 9.11 -1.54  -3.150 .002** -.359
Post 77 32.68 9.16

Stork Balance Pre 77 105.59 2822 -6.53 -2.535 .013* -.289

Stand Test
Post 77 112.12  21.68

Standing Long Pre 61 161.27 46.51 -7.43 -2.204 .031%* -.282

Jump
Post 61 168.70  44.31

Handgrip Test Pre 78 65.88 21.57 -3.58 -3.482 .001*** -394
Post 78 69.46 21.69
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Test Items n M SD MD t p d

Sit-up Pre 77 30.81 8.56 -2.770  -4.670 .000***  -530

Post 77 33.51 8.67

“reversely-scored items; the lower the scoring the better

*n < 0.05, **p < 0.01, ***p < 0.001
Gender and Time Periods

A 2 x 2 Repeated Measures Analysis of Variance (ANOVA) was conducted to
investigate the mean differences in the selected dependent variables between men and women
before and after the sport training programmes. The dependent variables were the
questionnaires scores of the 1) Drug Abuse Situation Questionnaire, 2) International Physical
Activity Questionnaire (IPAQ), 3) Simplified Coping Style Questionnaire (SCSQ), 4) Drug
Avoidance Self-Efficacy Scale (DASES), 5) Personal Wellbeing Index, 6) Perceived
Wellness Survey (PWS) and 7) Chinese Sport Motivation Scale I (CSMSII), and also 8)
physical fitness tests scores.

Before conducting the ANOVAs, we conducted the Levene's Test of Equality of Error
Variances and the Box's Test of Equality of Covariance Matrices. The results of 2 x 2
ANOVA tests are reported as follows:

Drug Abuse Situation Questionnaire

Total frequency for drug use across two time periods (pre-intervention and post-
intervention) was recorded. It did not pass the assumption tests (Levene's Test of Equality of
Error Variances and the Box's Test of Equality of Covariance Matrices), so a stringent
significant level was set at .01. There were no interaction effects between gender and time
periods, Wilks” Lambda = .99, F (1, 76) = 1.15, p = .29. There was a statistically significant

main effect for time periods, Wilks” Lambda = .88, F' (1, 76) = 10.18, p = .00, partial eta
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squared = .12, with both groups showing a reduction in drug-taking frequency across the two
time periods (see Table 12). The effect size was medium as partial eta squared was

between .14 to .06. The main effect comparing the genders was not significant, F' (1, 76)

= .66, p = .42, suggesting no statistically significant mean difference between men and
women.

Table 12

Descriptive Statistics for Drug Abuse Situation Questionnaire

Male Female
Time Period n M SD n M SD
Pre-intervention 43 22.21 61.78 35 39.60 99.34
Post-intervention 43 2.79 8.99 35 37 2.20

International Physical Activity Questionnaire (IPAQ)

Physical activity levels as measured in total MET-minutes per week were recorded
across two time periods (pre-intervention and post-intervention). It did not pass the
assumption tests, so a stringent significant level was set at .01. There were no interaction
effects between gender and time periods, Wilks” Lambda = .97, F (1, 76) = 2.08, p = .15.
There was no significant difference in the main effect for time periods, Wilks’ Lambda = .96,
F (1,76)=3.34, p = .07 (see Table 13). The main effect comparing the genders was not
significant, F' (1, 76) = 2.29, p = .13, suggesting no statistically significant mean difference

between men and women.
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Table 13
Descriptive Statistics for IPAQ

Male Female

Time Period n M SD n M SD

Pre-intervention 43 5206.74  7604.02 35 2702.29  2790.88

Post-intervention 43 5476.14  4137.41 35 4984.62  5107.08

Active Coping Score

Active coping score across two time periods (pre-intervention and post-intervention)
were recorded. It passed the assumption tests so the significant level was set at .05. There
were no interaction effects between gender and time periods, Wilks’ Lambda = .98, F (1, 76)
=1.77, p = .19. There was a statistically significant main effect for time periods, Wilks’
Lambda = .69, F (1, 76) = 33.57, p <.001, partial eta squared = .31, with both groups
showing an improvement in active coping score across the two time periods (see Table 14).
The effect size was large as partial eta squared > .14. The main effect comparing the genders
was not significant, F' (1, 76) = .29, p = .38, suggesting no statistically significant mean
difference between men and women.

Table 14

Descriptive Statistics for Active Coping Score

Male Female
Time Period n M SD n M SD
Pre-intervention 43 1.59 .58 35 1.57 53
Post-intervention 43 1.97 .36 35 1.81 49
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Passive Coping Score

Passive coping scores were recorded across two time periods (pre-intervention and
post-intervention). It passed the assumption tests, so the significant level was set at .05. There
were no interaction effects between gender and time periods, Wilks’ Lambda = .99, F' (1, 76)
=.72, p = .40. There was no significant difference in the main effect for time periods, Wilks’
Lambda = .99, F (1, 76) = .60, p = .44 (see Table 15). The main effect comparing the genders
was not significant, ' (1, 76) = .77, p = .42, suggesting no statistically significant mean
difference between men and women.

Table 15

Descriptive Statistics for Passive Coping Score

Male Female
Time Period n M SD n M SD
Pre-intervention 43 1.34 58 35 1.53 53
Post-intervention 43 1.50 .62 35 1.52 1.04

Drug Avoidance Self-Efficacy Scale

Total score in Drug Avoidance Self-Efficacy Scale (DASES) across two time periods
(pre-intervention and post-intervention) were recorded. It did not pass the assumption tests,
so the significant level was set at .01. There were no interaction effects between gender and
time periods, Wilks” Lambda = 1.00, F (1, 76) = .02, p = .88, but there was a statistically
significant main effect for time periods, Wilks’ Lambda = .64, F' (1, 76) = 43.85, p <.001,
partial eta squared = .37, with both groups showing an improvement in DASES score across
the two time periods (see Table 16). The effect size was large as partial eta squared > .14.
The main effect comparing the genders was not significant, ' (1, 76) = 1.58, p = .21,

suggesting no statistically significant mean difference between men and women.
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Male Female
Time Period n M SD N M SD
Pre-intervention 43 71.56 16.44 35 67.11 17.18
Post-intervention 43 84.98 19.52 35 81.14 14.40

Personal Wellbeing Index

Participants’ scores on personal wellbeing index across two time periods (pre-

intervention and post-intervention) were recorded. It passed the assumption tests, so the

significant level was set at .05. There was no significant interaction between gender and time

periods, Wilks’ Lambda = 1.00, F (1, 76) = .089, p = .77. There was statistically significant

main effect for time periods, Wilks” Lambda = .73, F (1, 76) = 27.99, p < .001, partial eta

squared = .27, with both groups showing an improvement in personal wellbeing index score

across the two time periods (see Table 17). The effect size was large as partial eta squared

> .14. The difference in gender was not significant, F' (1, 76) = 3.27, p = .08, suggesting no

statistically significant mean difference between men and women.

Table 17

Descriptive Statistics for Personal Wellbeing Index

Male Female
Time Period n M SD n M SD
Pre-intervention 43 44.65 10.05 35 40.63 12.06
Post-intervention 43 52.02 12.63 35 47.23 13.99
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Perceived Wellness Survey

Participants’ perceived wellness scores in different dimensions across two time
periods (pre-intervention and post-intervention) were recorded. Results from Psychological
Dimension, Emotional Dimension, Social Dimension, Physical Dimension, Spiritual
Dimension and Intellectual Dimension and Wellness Composition Score were presented
below:

For Psychological Dimension, it passed the assumption tests so the significant level
was set at .05. There were no interaction effects between gender and time periods, Wilks’
Lambda = .99, F (1, 76) = .84, p = .36. There was a statistically significant main effect for
time periods, Wilks” Lambda = .89, F' (1, 76) = 9.63, p = .00, partial eta squared = .11, with
both groups showing an improvement in perceived wellness score in psychological
dimension across the two time periods (see Table 18). The effect size was medium as partial
eta squared was between .14 to .06. The main effect comparing the genders was not
significant, F' (1, 76) = 1.63, p = .21, suggesting no statistically significant mean difference
between men and women.

For Emotional Dimension, it passed the assumption tests so the significant level was
set at .05. There were no interaction effects between gender and time periods, Wilks’ Lambda
=1.00, F (1, 76) =.12, p = .73. There was a statistically significant main effect for time
periods, Wilks” Lambda = .90, F (1, 76) = 8.19, p = .01, partial eta squared = .10, with both
groups showing an improvement in perceived wellness score in emotional dimension across
the two time periods (see Table 18). The effect size was medium as partial eta squared was
between .14 to .06. The main effect comparing the genders were significant, F' (1, 76) =
12.01, p <.001, partial eta squared = .14, suggesting a significant difference between men
and women. The effect size was large as partial eta squared = .14. Results showed that men

scored higher in the emotional dimension of the perceived wellness score than women.
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For Social Dimension, it passed the assumption tests so the significant level was set
at .05. There were no interaction effects between gender and time periods, Wilks’ Lambda =
1.00, F (1, 76) = .40, p = .53. There was no significant difference in the main effect for time
periods, Wilks” Lambda = .96, F (1, 76) = 3.37, p = .07 (see Table 18). The main effect
comparing the genders was not significant, F' (1, 76) = .08, p = .78, suggesting no statistically
significant mean difference between men and women.

For Physical Dimension, it passed the assumption tests so the significant level was set
at .05. There were no interaction effects between gender and time, Wilks’ Lambda = 1.00,
(1,76)=.31, p = .58. There was a statistically significant main effect for time periods, Wilks’
Lambda = .82, F (1, 76) = 16.62, p < .001, partial eta squared = .18, with both groups
showing an improvement in perceived wellness score in physical dimension across the two
time periods (see Table 18). The effect size was large as partial eta squared > .14. The main
effect comparing the genders was significant, F' (1, 76) = 5.82, p = .02, partial eta squared
= .07, suggesting a significant mean difference in genders. The effect size was medium as
partial eta squared was between .14 to .06. Results showed that men scored higher in the
physical dimension of the perceived wellness score than women.

For Spiritual Dimension, it passed the assumption tests so the significant level was set
at .05. There were no interaction effects between gender and time periods, Wilks’ Lambda
=.97,F (1,76)=2.79, p = .10. There was no significant difference in the main effect for
time periods, Wilks” Lambda = .98, F' (1, 76) = 1.94, p = .17 (see Table 18). The main effect
comparing the genders was not significant, F' (1, 76) = .56, p = .46, suggesting no statistically
significant mean difference between men and women.

For Intellectual Dimension, it passed the assumption tests so the significant level was
set at .05. There were no interaction effects between gender and time, Wilks’ Lambda = .96,

F (1,76)=3.54, p =.06. There was a statistically significant main effect for time periods,
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Wilks’ Lambda = .89, F (1, 76) = 9.05, p = .00, partial eta squared = .11, with both groups
showing an improvement in perceived wellness score in intellectual dimension across the two
time periods (see Table 18). The effect size was medium as partial eta squared was
between .14 to .06. The main effect comparing the genders was not significant, F' (1, 76) =
2.57, p = .11, suggesting no statistically significant mean difference between men and
women.

For Wellness Composition Score, it passed the assumption tests so the significant
level was set at .05. There were no interaction effects between gender and time, Wilks’
Lambda = 1.00, F' (1, 76) = .39, p = .53. There was a statistically significant main effect for
time periods, Wilks’ Lambda = .94, F' (1, 76) = 5.06, p = .03, partial eta squared = .06, with
both groups showing an improvement in wellness composition score across the two time
periods (see Table 18). The effect size was medium as partial eta squared = .06. The main
effect comparing the genders was significant, F' (1, 76) = 9.32, p = .00, partial eta squared
= .11, suggesting a significant mean difference in genders. The effect size was medium as
partial eta squared was between .14 to .06. Results showed that men scored higher in the
wellness composition score than women.

Table 18

Descriptive Statistics for Perceived Wellness Survey

Male Female

Dimension Time Period n M SD n M SD

Psychological Pre-intervention 43 2237 282 43 22,06 3.32
Post-intervention 43 24.21  3.69 35 23.06 297
Emotional Pre-intervention 43 2219 3.22 35 19.83  3.03
Post-intervention 43 2330  3.85 35 21.26 3.37

Social Pre-intervention 43 23.60 3.65 35 23.49 3.72
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Male Female

Dimension Time Period n M SD n M SD

Post-intervention 43 24.16  3.01 35  24.63 332
Physical Pre-intervention 43 23.05 3.11 35  21.66 3.33
Post-intervention 43 2470  3.20 35 2291 354
Spiritual Pre-intervention 43 2437 435 35 2291 430
Post-intervention 43 2423  3.85 35 2426 447
Intellectual Pre-intervention 43 23.8 291 43 22.1 3.14
Post-intervention 43 24.2 3.61 35 23.8 3.24
Wellness Pre-intervention 43 1447  1.80 35 1329 1.74
Composition
Score

Post-intervention 43 14.92 2.07 35 14.09 1.94

Chinese Sport Motivation Scale 11

Participants’ scores on Chinese Sport Motivation Scale II across two time periods
(pre-intervention and post-intervention) were recorded. Results of Amotivation, Extrinsic
Motivation — External Regulation, Extrinsic Motivation — Introjected Motivation, Extrinsic
Motivation — Identified Motivation, Extrinsic Motivation — Integrated Regulation and
Intrinsic Motivation were presented below:

For Amotivation, it did not pass the assumption tests so the significant level was set
at .01. There were no interaction effects between gender and time periods, Wilks’ Lambda =
1.00, F (1, 76) = .01, p = .91. There was no significant difference in the main effect for time

periods, Wilks” Lambda = 1.00, F' (1, 76) = .12, p = .73 (see Table 19). The main effect
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comparing the genders was not significant, F' (1, 76) = 4.95, p = .03, suggesting no
statistically significant mean difference between men and women.

For Extrinsic Motivation — External Regulation, it passed the assumption tests so the
significant level was set at .05. There were no interaction effects between gender and time
periods, Wilks” Lambda = .98, F (1, 76) = 1.68, p = .20. There was a statistically significant
main effect for time periods, Wilks’ Lambda = .94, F' (1, 76) = 4.82, p = .03, partial eta
squared = .06, with both groups showing an improvement in the score of extrinsic motivation
— external regulation across the two time periods (see Table 19). The effect size was medium
as partial eta squared = .06. The main effect comparing the genders was significant, ' (1, 76)
=11.10, p = .00, partial eta squared = .13, suggesting a significant difference in genders. The
effect size was medium as partial eta squared was between .14 to .06. From statistics, we can
see that men scored higher in the extrinsic motivation — external regulation than women.

For Extrinsic Motivation — Introjected Regulation, it passed the assumption tests so
the significant level was set at .05. There were no interaction effects between gender and time
periods, Wilks” Lambda = 1.00, F (1, 76) = .01, p = .92. There was no significant difference
in the main effect for time periods, Wilks” Lambda = .99, F (1, 76) = .82, p = .37 (see Table
19). The main effect comparing the genders was significant, F' (1, 76) = 8.86, p = .00, partial
eta squared = .10, suggesting a significant difference in genders. The effect size was medium
as eta squared was between .14 to .06. From statistics, we can see that men scored higher in
the extrinsic motivation — introjected regulation than women.

For Extrinsic Motivation — Identified Regulation, it passed the assumption tests so the
significant level was set at .05. There were no interaction effects between gender and time
periods, Wilks” Lambda = 1.00, F (1, 76) = .00, p = .98. There was no significant difference

in the main effect for time periods, Wilks” Lambda = .99, F (1, 76) = .91, p = .34 (see Table
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19). The main effect comparing the genders was not significant, ' (1, 76) = 59.29, p = .12,
suggesting no statistically significant mean difference between men and women.

For Extrinsic Motivation — Integrated Regulation, it passed the assumption tests so the
significant level was set at .05. There were no interaction effects between gender and time
periods, Wilks’ Lambda = 1.00, F (1, 76) = .085, p =.77. There was a statistically significant
main effect for time periods, Wilks” Lambda = .92, F' (1, 76) = 6.65, p = .01, partial eta
squared = .08, with both groups showing an improvement in the score of extrinsic motivation
— integrated regulation across the two time periods (see Table 19). The effect size was
medium as partial eta squared was between .14 to .06. The main effect comparing the genders
was not significant, ' (1, 76) =2.31, p = .13, suggesting no significant mean difference
between men and women.

For Intrinsic Motivation, it passed the assumption tests so the significant level was set
at .05. There were no interaction effects between gender and time periods, Wilks’ Lambda
=.99, F (1,76) = .60, p = .44. There was a statistically significant main effect for time
periods, Wilks’ Lambda = .93, F (1, 76) = 5.71, p = .02, partial eta squared = .07, with both
groups showing an improvement in the score of intrinsic motivation across the two time
periods (see Table 19). The effect size was medium as partial eta squared was between .14
to .06. The main effect comparing the genders was not significant, ' (1, 76) =1.11, p = .30,
suggesting no significant mean difference between men and women.

Table 19

Descriptive Statistics for Chinese Sport Motivation Scale I1

Male Female

Motivation  Time Period n M SD n M SD

Amotivation Pre-intervention 43 9.72 3.94 35 8.17 3.12

Post-intervention 43 9.95 4.60 35 8.29 3.52
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Motivation  Time Period n M SD n M SD
Extrinsic Pre-intervention 43 11.37  4.00 35 834  3.81
Motivation -
External
Regulation

Post-intervention 43 11.81 3.65 35 10.06  3.81
Extrinsic Pre-intervention 43 13.23  3.79 35 11.26 4.21
Motivation -
Introjected
Regulation

Post-intervention 43 13.77  3.13 35 11.69 4.10
Extrinsic Pre-intervention 43 1540 4.24 35 14.14  5.00
Motivation -
Identified
Regulation

Post-intervention 43 15.88 3.40 35 14.66 4.10
Extrinsic Pre-intervention 43 13.95 3.64 35 12.63  4.78
Motivation
— Integrated
Regulation

Post-intervention 43 15.07 3.58 35 14.03  4.20
Intrinsic Pre-intervention 43 1544 4.10 35 14.29 4.62
Motivation

Post-intervention 43 16.19  3.09 35 1574 3.74
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Physical Fitness Tests results between men and women

Participants’ scores on physical fitness tests across two time periods (pre-intervention
and post-intervention) were recorded. Results of Body Mass Index (BMI), waist-to-hip ratio,
Forced Vital Capacity (FVC), Forced Expiratory Volume in 1 second (FEV1), FEVI/FVC
ratio, YMCA 3-minute step test, sit-and-reach test, stork balance stand tests, standing long
jump test, hand grip test, and 1-minute sit-up test were presented below:

For BMI, it did not pass the assumption tests so the significant level was set at .01.
There were no interaction effects between gender and time periods, Wilks’ Lambda = .99, F’
(1, 76) = .85, p = .36. There was no significant difference in the main effect for time periods,
Wilks’ Lambda = .99, F (1, 76) = .54, p = .47 (see Table 20). The main effect comparing the
genders was not significant, ' (1, 76) = .52, p = .47, suggesting no significant mean
difference between men and women.

For waist-to-hip ratio, it passed the assumption tests so the significant level was set
at .05. There were no interaction effects between gender and time periods, Wilks’ Lambda =
1.00, F (1, 75) = .30, p = .59. There was no significant difference in the main effect for time
periods, Wilks” Lambda = .99, F (1, 75) =.77, p = .38 (see Table 20). The main effect
comparing the genders was not significant, F' (1, 75) = 3.65, p = .06, suggesting no significant
mean difference between men and women.

For FVC test, it passed the assumption tests so the significant level was set at .05.
There were no interaction effects between gender and time periods, Wilks’ Lambda = .98, F’
(1,76) = 1.87, p = .18. There was no significant difference in the main effect for time
periods, Wilks” Lambda = 1.00, F (1, 76) = .01, p = .93 (see Table 20). The main effect
comparing the genders was significant, F' (1, 76) = 44.55, p <.001, partial eta squared = .37,
suggesting a significant mean difference in genders. The effect size was large as partial eta

squared was > .14. The results showed that men have a higher FVC score than women.
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For FEV1 test, it passed the assumption tests so the significant level was set at .05.
There were no interaction effects between gender and time periods, Wilks’ Lambda = .95, F’
(1, 76) = 3.66, p = .06. There was no significant difference in the main effect for time
periods, Wilks” Lambda = 1.00, F' (1, 76) = .01, p = .94 (see Table 20). The main effect
comparing the genders was significant, F' (1, 76) = 46.80, p <.001, partial eta squared = .38,
suggesting a significant difference in genders. The effect size was large as partial eta squared
was > .14. The results showed that men have a higher FEV 1 score than women. For
FEV1/FVC ratio, it passed the assumption tests so the significant level was set at .05. There
were no interaction effects between gender and time periods, Wilks’ Lambda = 1.00, F (1,
76) = .01, p = .92. There was no significant difference in the main effect for time periods,
Wilks’ Lambda = 1.00, F (1, 76) = .04, p = .84 (see Table 20). The main effect comparing the
genders was not significant, (1, 76) = 1.90, p = .17, suggesting no statistically significant
mean difference between men and women.

For the step-test score, it passed the assumption tests so the significant level was set
at .05. There were no interaction effects between gender and time periods, Wilks’ Lambda
=98, F (1,69) =1.46, p = .23. There was no significant difference in the main effect for
time periods, Wilks” Lambda = 1.00, F (1, 69) = .03, p = .87 (see Table 20). The main effect
comparing the genders was not significant, F' (1, 69) = .00, p = .96, suggesting no statistically
significant mean difference between men and women.

For the sit-and-reach test score, it passed the assumption tests so the significant level
was set at .05. There were no interaction effects between gender and time periods, Wilks’
Lambda = 1.00, F' (1, 75) = .13, p = .72. There was a statistically significant main effect for
time periods, Wilks” Lambda = .88, F' (1, 75) =9.94, p = .00, partial eta squared = .12, with
both groups showing an increase in the distance recorded in sit-and-reach test across the two

time periods (see Table 20). The effect size was medium as partial eta squared was
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between .14 to .06. The main effect comparing the genders were significant, F' (1, 75) = 4.26,
p = .04, partial eta squared = .05, suggesting a significant difference in genders. The effect
size was small as partial eta squared <.06. Results showed that women performed better in
the sit-and-reach test than men.

For the stork balance stand test score, it passed the assumption tests so the significant
level was set at .05. There were no interaction effects between gender and time, Wilks’
Lambda = 1.00, F' (1, 75) =.17, p = .68. There was a statistically significant main effect for
time, Wilks’ Lambda = .93, F' (1, 75) = 6.03, p = .02, partial eta squared = .07, with both
groups showing an increase in the time recorded in stork balance test across the two time
periods (see Table 20). The effect size was medium as partial eta squared was between .14
t0.06. The main effect comparing the genders were not significant, F' (1, 75) =.163, p = .69,
suggesting no significant mean difference between men and women.

For standing long jump test, it did not pass the assumption tests so the stringent
significant level was set at .01. There were no interaction effects between gender and time
periods, Wilks” Lambda = 1.00, F (1, 59) = .23, p = .64. There was no significant difference
in the main effect for time periods, Wilks’ Lambda = .94, F' (1, 59) =4.02, p = .05 (see Table
20). The main effect comparing the genders was significant, ' (1, 59) = 99.85, p <.001,
partial eta squared = .63, suggesting a significant difference in genders. The effect size was
large as partial eta squared was > .14. suggesting men performed better in standing long jump
test than women.

For hand grip test score, it did not pass the assumption tests so the stringent
significant level was set at .01. There were no interaction effects between gender and time
periods, Wilks” Lambda = 1.00, F (1, 76) = .00, p = .95. There was a statistically significant
main effect for time, Wilks’ Lambda = .87, F' (1, 76) = 11.80, p <.001, partial eta squared

= .13, with both groups showing an increase in the time recorded in hand grip test across the
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two time periods (see Table 20). The effect size was medium as partial eta squared was

between .14 to .06. The main effect comparing the genders was significant, F' (1, 76) =

131.42, p <.001, partial eta squared = .96, suggesting a significant difference in genders. The

effect size was large as partial eta squared was > .14. From statistics, we can see that men

performed better in hand grip test than women.

For sit-up test score, it did not pass the assumption tests so the stringent significant

level was set at .01. There were no interaction effects between gender and time periods,

Wilks’ Lambda = 1.00, F (1, 75) = .01, p = .93. There was a statistically significant main

effect for time, Wilks” Lambda = .78, F (1, 75) = 21.14, p <.001, partial eta squared = .22,

with both groups showing an increase in the time recorded in sit-up test across the two time

periods (see Table 20). The effect size was large as partial eta squared was > .14. The main

effect comparing the genders was significant, ' (1, 75) = 18.91, p <.001, partial eta squared

= .20, suggesting a significant difference in genders. The effect size was large as partial eta

squared was > .14. According to the statistics, men performed better in sit-up test than

women.

Table 20

Descriptive Statistics for Physical Fitness Tests

Male Female
Test Item Time Period n M SD n M SD
BMI Pre- 43 2376  3.67 35 24.07  3.37
intervention
Post- 43 2323  5.19 35 2413 295
intervention
Waist-to-hip ~ Pre- 42 .86 .09 35 .84 .05
Ratio intervention
Post- 42 .86 .08 35 .83 .06
intervention
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Male Female
Test Item Time Period n M SD n M SD
FVC Pre- 43 4.16 75 35 2.93 .86
intervention
Post- 43 4.04 .95 35 3.06 .76
intervention
FEV1 Pre- 43 3.55 .63 35 2.54 .58
intervention
Post- 43 3.41 74 35 2.69 .59
intervention
FEV1/FVC Pre- 43 .86 A1 35 .89 .10
Ratio intervention
Post- 43 .86 13 35 .89 .08
intervention
Step-test Pre- 41 10349 19.86 30 99.33  19.30
intervention
Post- 41 99.02  19.07 30 102.73  27.36
intervention
Sit-and reach  Pre- 43 29.40  9.01 34 33.34 8.89
Test intervention
Post- 43 30.78  9.08 34 35.07  8.81
intervention
Stork Pre- 43 106.04 27.1 34 105.02 299
Balance intervention
Stand Test
Post- 43 113.52 193 34 11035 245
intervention
Standing Pre- 38 187.24 36.82 23 11837 23.02
long-jump intervention
Post- 38 19592 29.67 23 123.72  21.89
intervention
Handgrip Pre- 43 80.94 16.18 35 4737  9.53
intervention
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Male Female

Test Item Time Period n M SD n M SD
Post- 43 84.58 16.63 35 50.89  8.96
intervention

Sit-up Pre- 43 34.05  8.77 34 26.71 6.32
intervention
Post- 43 36.79 843 34 2935 7.12
intervention

Differences in the pre-tests scores of participants completed and uncompleted post-tests

In this project, 169 participants completed pre-tests, however, only 78 of them
completed both the pre and post-tests. Independent t-tests were utilized to investigate the
mean differences between the results of the participants who completed the 10-week sport
training programmes and the post-tests, and those who did not.

Overall results from the Simplified Coping Style Questionnaire (SCSQ), Drug
Avoidance Self-Efficacy Scale (DASES), Life satisfaction questionnaire, Perceived Wellness
Survey (PWS), Chinese Sport Motivation Questionnaire and physical fitness tests are shown
in Table 21 to Table 24.

Results showed that there were no significant mean differences between the two
groups in all questionnaires and physical fitness test items, except for the result in step test, in
which 7 = .55, p = .04. It showed a significant mean difference between the results of those
who did not complete sport training (M = 107.98, SD = 18.37) and who completed the

training (M = 101.80, SD = 19.92) in pre-test (see Table 24).
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Table 21
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Independent t-tests of Simplified Coping Style Questionnaire (SCSQ), Drug Avoidance Self-

Efficacy Scale and Life satisfaction questionnaire

n M SD MD t P d

Active Uncompleted 91 1.71 .59 13 1.474 142 227
Coping

Completed 78 1.58 .55
Passive Uncompleted 91 1.41 .58 -.02 - 185 853 -.029
Coping

Completed 78  1.42 .56
DASES-  Uncompleted 91 73.00 16.69 3.44 1.329 186 .205
Overall
Scoring

Completed 78  69.56 16.81
Self- Uncompleted 91 1598 104.21 10.62 .899 370 139
Anchoring
Scale

Completed 78  5.36 1.68
Overall Uncompleted 91 42.08 14.88 =77 -376 708 -.058
Personal
Wellbeing
Index

Completed 78 42.85 11.11
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Table 22

Independent t-tests for Perceived Wellness Survey

Dimension n M SO MD ¢t p d

Psychological ~ Uncompleted 91 22.6  4.07 .33 .588 557 .091
Completed 78  22.2 3.04

Emotional Uncompleted 91 21.2  4.07 .03  .044 964 .007
Completed 78  21.1 3.34

Social Uncompleted 91 22.9 396 -66 -1.120 .264 -.173
Completed 78  23.6 3.66

Physical Uncompleted 91 222 414 -27 -464 .643 -.072
Completed 78 224 3.27

Spiritual Uncompleted 91 22.9 471 -81 -1.147 253 -.177
Completed 78 23.7 436

Intellectual Uncompleted 91 22.5 370 -59 -1.110 .269 -.171
Completed 78  23.1 3.12

Wellness Uncompleted 91 13.67 2.50 -27 -796 427 -.123

Composite

Score
Completed 78 1394 1.86
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Table 23

Independent t-tests for Chinese Sport Motivation Scale Il (CSMSII)

68

Motivation n M SD MD ¢ p d
Type
Intrinsic Uncompleted 91 14.60 4.58 =32 -461 645 -.071
Motivation

Completed 78 1492 435
Extrinsic Uncompleted 91 1294 382 -42  -687 493 -.106
Motivation -
Integrated
regulation

Completed 78 13.36  4.22
Extrinsic Uncompleted 91 14.22 4.39 -.61 -.885 378 -.137
Motivation -
Identified
regulation

Completed 78 14.83 4.61
Extrinsic Uncompleted 91 11.96 3.69 -39 -.653 S15 0 -.101
Motivation -
Introjected
regulation

Completed 78 12.35 4.08
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Motivation n M SD MD ¢ p d
Type

Extrinsic Uncompleted 91 9.19 392 -83 -1.325 187 -.204
Motivation-
External

regulation

Completed 78 10.01 4.18
Amotivation  Uncompleted 91 922 426 -19 315 753 .049

Completed 78 9.03 3.66

Table 24

Independent t-tests for physical fitness tests

Test n M SD MD t p d
Items

BMT? Uncompleted 90 23.45 5.13 -45 -649 517  -.100

Completed 78  23.89 3.51

Waist-to- Uncompleted 88 .85 .07 .00 .041 967  .006
hip
Ratio®
Completed 77 .85 .08
FVC Uncompleted 88  3.71 1.27 .10 553 581 .086

Completed 78  3.61 1.00
FEV1 Uncompleted 88  3.15 1.06 .05 371 711 .058

Completed 78 3.10 .79
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Test n M SD MD t p d
Items
FEV1/F  Uncompleted 88 .86 A2 -.01 -542 588  -.084
VC Ratio

Completed 78 .87 A1
Step Uncompleted 88 107.98 18.37 6.18 2.052  .042* 324
Test®

Completed 74 101.80 19.92

Sit and Uncompleted 89  29.52 824  -1.54 -1.149 1252 -178
Reach
Test

Completed 78  31.06 9.08

Stork Uncompleted 90 97.10 36.01 -868 -1.722 .087  -.266
Balance
Stand
Test
Completed 78 105.78  28.08

Standing Uncompleted 79 16233 46.18 3.43 447 656  .075
Long
Jump

Completed 66 158.89 45.88
Handgrip Uncompleted 90 68.99 20.05 3.11 969 334 150
Test

Completed 78  65.88 21.57
Sit-up Uncompleted 85 30.91 10.98 .07 047 963 .007

Completed 78  30.83 8.51

*p <.05
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Drug-taking history

Completed and uncompleted participants

Participants’ drug history was also analysed and descriptive statistics of participants’
drug history is listed in Table 25. For individuals who did not complete the 10-week physical
training, the least drug history recorded was 1 year, and the longest was 27 years. Most of
them had a drug history of 14 years or 16 years. For individuals who completed the 10-week
physical training and post-test, the least drug history recorded was 1 year, and the longest was
22 years. Most of them had a drug history of 5 years.
Table 25

Descriptive Statistics of Participants’ Drug History

n M SD Mode Median Range
Uncompleted 91 11.58 6.15 14&16* 13 1-27
Completed 78 10.77 577 5 10 1-22

# Multiple modes exist.

To compare the drug-taking history of participants who had dropped out from the
programme and those who had completed the post-test, an independent t-test was conducted.
Even though the drug-taking history of those who had dropped out from the programme (M =
11.59, SD = 6.15) was slightly higher than those who completed the post-test (M = 10.77, SD
=5.78), the mean difference was not significant as = .881 and p = .38.

Drug-taking duration groups

A one-way between-groups analysis of variance (ANOVA) was also conducted to
explore the mean differences in life satisfaction, quality of life, wellness, motivation, and
physical fitness scores of participants with different drug-taking history. A total of 169

participants were divided into 4 groups according to their drug-taking history (Group 1: 1-5
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years, n = 38; Group 2: 6-10 years, n = 41; Group 3: 11-15 years, n = 46; Group 4: 16 years
or above, n = 44).

Self-Anchoring Scale was adopted to measure participants’ life satisfaction levels.
The results showed no significant mean difference between groups as F (3, 165) = .46 and p
=.71. For the quality of life level, no significant mean difference was found in the Personal
Wellness Index: F' (3, 165) = .21, p = .89. There was no significant mean difference found in
the results of the Perceived Wellness Survey in all dimensions of wellness and the Wellness
Composition Score: F' (3, 165) =.77, p = .52. In addition, there were also no significant mean
differences in all motivation types in the Chinese Sport Motivation Scale II.

While there were no significant mean differences in most physical fitness testing
items among the groups, there was a significant mean difference in the result of standing long
jump.

For standing long jump test, ' (3, 141) =4.72 and p = .00. The effect size, calculated
using eta squared, was .09. It shows a medium effect as eta squared is between .14 to .06.
Post-hoc comparisons using the Tukey HSD test indicated that the mean score for Group 1:
1-5 years (M = 177.65, SD = 44.48) was significantly different from Group 3: 11-15 years (M
=150.24, SD =43.61) and Group 4: 16 years or above (M = 144.93, SD = 40.96). Group 2: 6-
10 years (M = 171.55, SD = 47.98) did not differ significantly from either Group 1, Group 3

or Group 4. Group 3 also did not differ significantly from Group 4 (see Table 26).
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Table 26

Post-hoc Tukey HSD test comparing mean differences of standing long jump test among four
groups of drug-taking history

Group 1 Group 2 Group 3 Group 4
Group 1 - 6.10 27.4% 32.72%*
Group 2 - 21.30 26.62
Group 3 - 5.32

Group 4 -

p < .05, *p < .01, ***p < 001

The results above show people who had been taking drugs for 1-5 years had better
performance in standing long jump than those who had been taking drugs for 10 years or
above, especially those who had been taking them for over 15 years. Whether the result is
due to the aging process of the participants or the duration of taking drug, further
investigation is needed.
Different types of drugs

Participants abusing different types of drugs and how they affected in different
aspects of physical and psychological wellbeing among the participants were also analyzed.

A one-way between-groups analysis of variance (ANOVA) was conducted to explore
the impact of the types of drugs taken by the participants on their life satisfaction, quality of
life, wellness, motivation, and physical fitness scores. In this project, 61 out of 169
participants had no records in the types of drugs taken. The remaining 108 participants were
divided into 4 groups according to the drug types they took (Group 1: Hallucinogens, n = 29;
Group 2: Stimulants, n = 39; Group 3: Tranquillizers, Narcotics Analgesics and others: n =
15; Group 4: Multiple drugs, n = 25). For details of different types of drugs categorized, see

Table 27 below.
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Table 27

Four types of drugs abused among participants (N = 108)

Group n Type Example
Group 1 29 Hallucinogens Cannabis, LSD
Group 2 39 Stimulants Methamphetamine, Cocaine,
Ecstasy
Group 3 15 Tranquillizers, Narcotics Diazepam (Valium),
Analgesics and other Triazolam, Flunitrazepam,

Heroin, Ketamine

Group 4 25 Multiple drugs /

Life satisfaction
Self-Anchoring Scale was adopted to measure participants’ life satisfaction level. The
results showed no significant mean difference between the groups as F' (3, 104) =.36 and p

= .78. For quality of life, no significant mean difference was found in the Personal Wellness

Index: F (3, 104) = 2.52, p = .06 (see Table 28).
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Table 28

Descriptive statistics of drug types for life satisfaction among four groups

n M SD
Self-Anchoring Scale Group 1 29 5.17 1.51
Group 2 39 5.26 1.91
Group 3 15 5.13 1.92
Group 4 25 4.80 1.68
Total 108 5.11 1.74
Personal Wellbeing Index Group 1 29 43.83 8.45
Group 2 39 42.28 14.74
Group 3 15 40.20 9.14
Group 4 25 35.68 10.25
Total 108 40.88 11.82

Perceived Wellness Survey

Participants’ perceived wellness scores in different dimensions among 4 groups were
recorded. ANOVA results found that there was no significant mean difference in the results
of all dimensions of wellness except intellectual wellness: F (3, 104) =2.70, p = .05. The
effect size, calculated using eta squared, was .07. It shows a medium effect as eta squared
between .14 to .06. Post-hoc comparisons using the Tukey HSD test indicated that the mean
score for Group 2: Stimulants (M = 23.26, SD = 3.62) was significantly different from Group
4: Multiple drugs (M =20.92, SD = 4.18). While Group 1: Hallucinogens (M = 23.07, SD =
3.01) and Group 3: Tranquillizers (M = 22.27, SD = 1.79) did not differ significantly from

other groups (see Table 29 and 30).
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Table 29

Descriptive statistics of intellectual wellness score among four drug groups

n M SD
Group 1 29 23.07 3.01
Group 2 39 23.26 3.62
Group 3 15 22.27 1.79
Group 4 25 20.92 4.18
Total 108 22.53 3.50

Table 30

Post-hoc Tukey HSD test comparing mean differences of intellectual wellness score among

four drug groups
Group 1 Group 2 Group 3 Group 4
Group 1 - -.19 .80 2.15
Group 2 - .99 2.34%
Group 3 - 1.35
Group 4 -

£p < .05, *%p < .01, **¥p < 001

ANOVA results showed that there were no significant mean differences in the
Psychological Dimension, Emotional Dimension, Social Dimension, Physical Dimension,

and Spiritual Dimension. Descriptive statistics of these dimensions are listed in Table 31.
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Descriptive statistics of Perceived Wellness Dimensions without significant mean differences

among four drug groups

Dimension Group n M SD
Psychological Group 1 29 22.66 2.22
Group 2 39 21.85 4.15
Group 3 15 22.60 3.27
Group 4 25 22.08 4.65
Total 108 22.22 3.71
Emotional Group 1 29 22.21 3.33
Group 2 39 20.92 4.21
Group 3 15 20.60 3.16
Group 4 25 20.76 3.91
Total 108 21.19 3.79
Social Group 1 29 23.24 2.90
Group 2 39 22.59 4.35
Group 3 15 23.60 2.87
Group 4 25 22.68 4.43
Total 108 22.93 3.82
Physical Group 1 29 22.62 3.55
Group 2 39 22.46 4.13
Group 3 15 21.27 3.08
Group 4 25 20.92 4.65
Total 108 21.98 4.00
Spiritual Group 1 29 23.86 4.56
Group 2 39 23.33 4.88
Group 3 15 22.47 3.80
Group 4 25 22.92 5.70
Total 108 23.26 4.83

In addition, there was also a significant mean difference found in the Wellness

Composition Score: F (3, 104) = 3.59, p = .02. The effect size, calculated using eta squared,

was .09. It shows a medium effect as eta squared between .14 to .06. Post-hoc comparisons
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using the Tukey HSD test indicated that the mean score for Group 1: Hallucinogens (M =
14.72, SD = 1.69) was significantly different from Group 2: Stimulants (M = 13.16, SD =

2.29) and Group 4: Multiple drugs (M = 13.17, SD = 2.35). Group 3: Tranquillizers (M =

13.56, SD = 2.04) did not differ significantly from any groups (see Table 32 and 33).

Table 32

Descriptive statistics of Wellness Composition Score among four drug groups

Group n M SD

Group 1 29 14.72 1.69

Group 2 39 13.16 2.29

Group 3 15 13.56 2.04

Group 4 25 13.17 2.35

Total 108 13.64 2.20
Table 33

78

Post-hoc Tukey HSD test comparing mean differences of Wellness Composition Score among

four drug groups
Group 1 Group 2 Group 3 Group 4
Group 1 - 1.56* 1.16 1.55%
Group 2 - -40 -.01
Group 3 - .39
Group 4 -

£p < .05, *%p < .01, **¥p < 001
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Chinese Sport Motivation Scale 11
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Motivation for physical activity among the 4 groups of participants was also analyzed.

It was found that there were no significant mean differences in all motivation types in the
Chinese Sport Motivation Scale II. The motivation scores among four drug groups are

similar. Descriptive statistics of the Chinese sport motivation scale are listed in Table 34.

Table 34

Descriptive statistics Chinese Sport Motivation Scale II among four drug groups

Motivation Group n M SD
Amotivation Group 1 29 9.82 4.15
Group 2 39 9.64 3.93
Group 3 15 8.73 3.47
Group 4 25 9.64 3.67
Total 108 9.56 3.84
Extrinsic Motivation- Group 1 29 10.31 3.81
External regulation Group 2 39 933 4.79
Group 3 15 8.33 3.04
Group 4 25 9.92 3.49
Total 108 9.59 4.03
Extrinsic Motivation - Group 1 29 12.62 3.82
Introjected regulation Group 2 39 12.18 376
Group 3 15 11.87 3.46
Group 4 25 11.76 4.41
Total 108 12.16 3.86
Extrinsic Motivation — Group 1 29 14.38 4.66
Identified regulation Group 2 39 14.74 4.17
Group 3 15 13.13 4.90
Group 4 25 13.36 4.58
Total 108 14.10 4.49
Extrinsic Motivation - Group 1 29 13.34 3.75
Integrated regulation Group 2 39 12.67 4.00
Group 3 15 11.93 3.39
Group 4 25 12.00 4.33
Total 108 12.59 3.92
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Motivation Group n M SD
Intrinsic Motivation Group 1 29 14.41 4.65
Group 2 39 14.67 4.57
Group 3 15 13.73 4.62
Group 4 25 13.64 4.32
Total 108 14.23 4.50

Fitness tests results

80

For the physical fitness tests, the ANOVA results showed that there were significant

mean differences in some of the physical fitness testing items among 4 groups of participants,

including the results of 1) waist-to-hip ratio, 2) Forced Vital Capacity (FVC), 3) Forced
Expiratory Volume (FEV1), 4) standing long jump test, 5) handgrip test, and 6) sit-up test

scores. Descriptive statistics of these fitness tests are listed in Table 35.

Table 35

Descriptive statistics of fitness tests among four drug groups

Test Items Group n M SD
Waist-to-hip ratio ~ Group 1 27 .83 .06
Group 2 39 .87 .07
Group 3 15 .82 .04
Group 4 25 .86 .07
Total 106 .85 .07
FVC Group 1 28 4.01 1.09
Group 2 39 3.84 1.17
Group 3 15 2.74 .54
Group 4 24 3.51 1.69
Total 106 3.65 1.23
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Test Items Group n M SD
FEVI Group 1 28 3.48 95
Group 2 39 3.21 .96
Group 3 15 2.45 .58
Group 4 24 3.11 1.08
Total 106 3.15 98
Standing Long Group 1 25 192.80 41.35
Jump
Group 2 35 174.64 45.07
Group 3 15 122.67 32.54
Group 4 20 153.43 35.53
Total 95 166.75 46.21
Handgrip Group 1 28 77.06 16.10
Group 2 39 75.03 19.89
Group 3 15 47.19 14.92
Group 4 25 62.83 18.80
Total 107 68.81 20.63
Sit-up Group 1 28 35.43 11.07
Group 2 39 31.85 10.32
Group 3 13 24.31 6.94
Group 4 24 30.58 9.67
Total 104 31.58 10.43

81

For waist-to-hip ratio, F' (3, 102) = 3.63 and p = .02. The effect size, calculated using

eta squared, was .10. It shows a medium effect as eta squared between .14 to .06. Post-hoc
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comparisons using the Tukey HSD test indicated that the mean score for Group 2: Stimulants
(M= .87, 8D = .07) was significantly different from Group 3: Tranquillizers (M = .82, SD =
04). Group 4: Multiple drugs (M = .86, SD = .07) and Group 1: Hallucinogens (M = .83, SD
=.06) did not differ significantly from any of the groups (see Table 36).

Table 36

Post-hoc Tukey HSD test comparing mean differences of waist-to-hip ratio among four

groups of drug type

Group 1 Group 2 Group 3 Group 4
Group 1 - -.04 .01 -.03
Group 2 - 05% .01
Group 3 - -.04

Group 4 .

p<.05, *p < .01, **%p < 001

For Forced Vital Capacity (FVC), F' (3, 102) =4.37 and p = .01. The effect size,
calculated using eta squared, was .11. It shows a medium effect as eta squared between .14
to .06. Post-hoc comparisons using the Tukey HSD test indicated that the mean score for
Group 3: Tranquillizers (M = 2.74, SD = .54) was significantly different from Group 1:
Hallucinogens (M = 4.01, SD = 1.09) and Group 2: Stimulants (M = 3.84, SD = 1.17). Group
4: Multiple drugs (M =3.51, SD = 1.50) did not differ significantly from other groups (see

Table 37).
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Table 37

Post-hoc Tukey HSD test comparing mean differences of FVC among four drug groups

Group 1 Group 2 Group 3 Group 4
Group 1 - 17 1.27%* .50
Group 2 - 1.10%* 34
Group 3 - =77

Group 4 -

*p < .05, *%p < .01, **¥p < 001

For Forced Expiratory Volume (FEV1), F (3, 102) = 3.54 and p = .01. The effect size,
calculated using eta squared, was .10. It shows a medium effect as eta squared between .14
to .06. Post-hoc comparisons using the Tukey HSD test indicated that the mean score for
Group 3: Tranquillizers (M = 2.45, SD = .58) was significantly different from Group 1:
Hallucinogens (M = 3.48, SD = .95) and Group 2: Stimulants (M = 3.21, SD = .96). Group 4:
Multiple drugs (M = 3.11, SD = 1.08) did not differ significantly from other groups (see
Table 38).
Table 38

Post-hoc Tukey HSD test comparing mean differences of FEVI1 among four drug groups

Group 1 Group 2 Group 3 Group 4
Group 1 - 27 1.03%* 37
Group 2 - ok 10
Group 3 - -.66

Group 4 -

*p <.05, ¥*p <.01, ***p <.001
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For standing long jump test, ' (3, 91) = 10.56 and p < .001. The effect size, calculated
using eta squared, was .26. It shows a large effect as eta squared > .14. Post-hoc comparisons
using the Tukey HSD test indicated that the mean score for Group 1: Hallucinogens (M =
192.80, SD = 41.35) was significantly different from Group 3: Tranquillizers (M = 122.67,
SD = 32.54) and Group 4: Multiple drugs (M = 153.43, SD = 35.53). In addition, Group 2:
Stimulants (M = 174.64, SD = 45.07) differ significantly from Group 3: Tranquillizers (see
Table 39).

Table 39

Post-hoc Tukey HSD test comparing mean differences of standing long jump test among four

drug groups
Group 1 Group 2 Group 3 Group 4
Group 1 - 18.16 70.13%%* 39.38%*
Group 2 - 51.98%** 21.22
Group 3 - -30.76
Group 4 .

p <05, **p < .01, **%p < 001

For hand grip test, F (3, 103) = 11.51 and p <.001. The effect size, calculated using
eta squared, was .25. It shows a large effect as eta squared > .14. Post-hoc comparisons using
the Tukey HSD test indicated that the mean score for Group 3: Tranquillizers (M =47.19, SD
= 14.92) was significantly different from Group 1: Hallucinogens (M = 77.06, SD = 16.10),
Group 2: Stimulants (M = 75.03, SD = 19.98) and Group 4: Multiple drugs (M = 62.83, SD =

18.80). Group 4 also differ significantly from all other groups (see Table 40).
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Table 40

Post-hoc Tukey HSD test comparing mean differences of hand grip test among four drug

groups
Group 1 Group 2 Group 3 Group 4
Group 1 - 2.03 29 . 87%H* 14.23*
Group 2 - 27.84%H* 12.20%*
Group 3 - -15.65*
Group 4 -

*p <.05, **p < .01, ***p <.001

For sit-up test, ' (3, 100) = 3.73 and p = .01. The effect size, calculated using eta
squared, was .10. It shows a medium effect as eta squared between .14 to .06.. Post-hoc
comparisons using the Tukey HSD test indicated that the mean score for Group 3:
Tranquillizers (M = 24.31, SD = 6.94) was significantly different from Group 1:
Hallucinogens (M = 35.43, SD = 11.07) and Group 2: Stimulants (M = 31.85, SD = 10.32).
Group 4: Multiple drugs (M = 30.58, SD = 9.67) did not differ significantly from other
groups (see Table 41).

Table 41

Post-hoc Tukey HSD test comparing mean differences of sit-up test among four drug groups

Group 1 Group 2 Group 3 Group 4
Group 1 - 3.58 11.12* 4.85
Group 2 - 7.54%* 1.26
Group 3 - -6.28

Group 4 -

*p <.05, ¥*p <.01, ***p <.001
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The rest of the fitness tests do not have significant mean differences. Their mean
scores among four groups are similar. Descriptive statistics of these fitness test items are
listed in Table 42.

Table 42

Descriptive statistics of fitness test items with similar mean scores among drug types

Fitness Test Item Group n M SD
BMI Group 1 28 22.95 4.74
Group 2 39 23.71 4.02
Group 3 15 22.23 3.56
Group 4 25 24.06 4.44
Total 107 23.39 4.25
FEV1/FVC Ratio Group 1 28 .88 A1
Group 2 39 .85 A2
Group 3 15 .90 13
Group 4 24 .92 .09
Total 106 .88 A1
Step test Group 1 28 108.57 16.39
Group 2 38 107.42 20.57
Group 3 14 106.07 14.04
Group 4 24 115.21 14.50
Total 104 109.35 17.47
Sit-and-reach Group 1 28 28.85 9.18
Group 2 39 30.92 8.61
Group 3 15 34.07 7.59
Group 4 25 28.13 9.94
Total 107 30.17 9.05
Stork Stand Balance Test Group 1 28 101.79 32.10
Group 2 39 110.95 21.22
Group 3 15 102.80 31.63
Group 4 25 100.29 33.16
Total 107 104.92 28.75
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Additional survey for deeper understanding the reasons of continuation and
discontinuation of sport training

To understand the reasons why some of the participants dropped out of the sports
training programs while others continued to participate in sports, the research team conducted
a survey in March 2022 for further investigation (see Appendix 6A and 6B).

Reasons for dropping out of sport training programme

The research team received 71 responses out of 91 participants who dropped out of
the programme regarding their reasons to drop out from the programme, with 44 males (62%)
and 27 females (38%). Some participants took part in more than one type of sport training,
and the top three sports courses were boxing (f = 29), yoga (f= 10), and running (f=9) (see
Figure 16).
Figure 16
Types of sport training courses attended by participants who did not complete the post-test

session (n =71)
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For the number of lessons taken by the participants, most participants completed only
one lesson (n = 17) before dropping out, followed by 0 lesson and 6 lessons (7 =9). Some
participants had attended 10 lessons or more, but they failed to participate in the post-test
session. Some even continue to attend lessons without completing the post-test as the sport
training lessons were ongoing and held regularly after completing the research-related sport
training programme (see Figure 17).

Figure 17

Number of sport training lessons attended by participants who did not complete the post-test

session (n =71)
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out of the sport training programme (f = 48). Other reasons for the participants to quit the
sport training are time clash (f'= 22), lack of motivation to continue (f = 20), inconvenient
training venue (f'= 6), need to work (f=5), and lack of companionship (f= 4) (see Figure

18).
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Figure 18

Reasons for dropping out of sport training by participants who did not complete the post-test
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Participants who completed the post tests

In order to understand the exercising habits of the participants who completed the
sport training programme, we designed another section for the survey (see Appendix 6B). Of
the 78 participants who completed the project, 64 of them responded to the survey, with 34
males (53%) and 30 females (47%). While some participants had participated in more than
one type of sport training, the most popular sport activities are boxing (f = 25), followed by

yoga (f = 18), running (f =14) and personal training (= 14) (see Figure 19).
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Figure 19

Types of sport training attended by participants who completed the post-test session (n = 64)
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There were 49 participants (77%) continued the habit of doing exercise till the end of
2021, before the outbreak of the 5th wave of COVID-19 in Hong Kong. Among the
aforementioned 49 participants, most of them had maintained a frequency of one to two times
a week of exercise (n = 30), while some worked out once to twice a month (n = 13), and three

to four times a week (n = 6) (see Figure 20).
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Figure 20
Frequency of doing exercise of participants who completed post-test before the 5th wave of

COVID-19 (n = 49)
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Participants stated that their sport participation motivates were: it was interesting (f'=
29), encouraged by family members or friend (f = 24), wanted to be healthy (f = 23),
accompanied by family or friends (= 21), exercising made them happy (f = 20), exercise
helped them found their goal (f= 16), and exercise had a positive value (f= 16). In addition,
some of the participants stated that they kept doing exercise because it had already become

their habit (f=9) (see Figure 21).
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Figure 21

Reasons for continuing the habit of doing exercise by participants who completed post-test

(n=49)
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And for those who did not keep up with the habit of doing exercise, all of them
regarded the outbreak of COVID-19 as one of the reasons for quitting exercise (f= 15). Apart
from this, most participants found themselves lacking the motivation to continue (f'= 3), no

companionship (f= 2) and no suitable place for them to exercise (= 2) (see Figure 22).
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Figure 22

Reasons for giving up the habit of exercise by participants who completed post-test (n = 15)
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Career in Sport

One of the objectives of this project is to encourage participants to develop a career in
sport. Therefore, we asked the participants whether they successfully achieved a sport
coaching certificate or not after the training. Result showed that 22 participants (45%) did get
a sport coaching certificate, while 27 participants (55%) did not. Among the 22 participants
who gained a sport coaching certificate, the sport types are as follows: 8§ participants in
boxing, 7 participants in Molkky, 5 participants in Kin Ball, 1 participant in personal training
and 1 participant in Yoga Wheel. All 22 participants conveyed an expectation to develop

their careers to become sport coach in future. (see Figure 23).
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Figure 23

Types of sport coaching certificates gained by participants who completed post-test (n = 22)
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Among the 27 participants who did not get a sport coaching certificate, 5 (19%) said
they were planning to get one in the future, while 22 (81%) did not plan to do so.
Qualitative results

An in-depth analysis of how the participants and staff members of the project
perceived the effectiveness of the exercise training programme was examined through a
series of one-on-one interview held from October 2020 to September 2021. A total of three
groups of interviewees, namely, drug abusers (n = 7), social workers (n = 4) and sport
training coaches (n = 2), were invited to participate in the interviews, mostly via Zoom in the
midst of the prolonged threat of COVID-19 throughout the year. Of the total 13 interviews,

only 3 were conducted via face-to-face method.
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Background of the interviewees

Tom, Amy, Jo, Grace, Mark, Alan and Thomas served as the primary participants of
this in-depth interview and pseudonyms are used in this analysis. All of them had participated
and completed different exercise programmes organised by TWGHs at different centres and
locations in different periods. Exercise programmes included yoga, Pilates, boxing, soccer,
running, floor curling and dance. The participants were free to choose which exercise
progamme(s) they were interested to partake. Each programme consisted of 10 weekly
sessions, duration of each session was around 1 hour (Interview questions: see Appendix 5,
Part 1A).

On the other hand, Roger, Kin, Gigi and Ellen were the social workers who provided
coordination and administrative support in this project. Roger and Ellen were from TWGHs.
Gigi worked in a rehabilitation hostel and Kin was from Counselling Centre for Psychotropic
Substance Abusers. lan and Connie were sport training coach and dance instructor
respectively in this project. All of them participated in Zoom interview to share insights on
this study, except Gigi, Ian and Thomas, who participated in the interview face-to-face with
the interviewer (See Appendix 5, Part 2 for interview questions).

The social workers played a very important role as staff members and observers,
taking care of the administrative and coordination works while serving as the observers to
witness the growth and transformation gradually taking place in the participants. Therefore,
their observations and insights are of high value to this study. For the background of the

interviewees, please see Table 43 below.
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Table 43

Background of the interviewees (N = 13)

Name Gender Category
Amy Female Drug Abuser
Jo Female Drug Abuser
Grace Female Drug Abuser
Mark Male Drug Abuser
Tom Male Drug Abuser
Alan Male Drug Abuser
Thomas* Male Drug Abuser
lan* Male Coach

Connie Female Coach

Roger Male Social Worker
Kin Male Social Worker
Ellen Female Social Worker
Gigi* Female Social Worker

*Interview conducted via face-to-face method
The selected participants and their selected sports

Tom, Amy, Jo, Mark, and Alan were all community participants. Tom joined the
running, boxing and soccer programmes, and subsequently became a certified coach in
boxing after the completion of the programmes. Amy joined the running and yoga groups,
and was planning to take an examination to become a fitness coach. Jo participated in
personal fitness programme. Grace and Thomas were the only two participants from a
rehabilitation hostel. Grace learnt floor curling and Pilates in this programme, while Thomas

participated in basketball, stretching and fitness trainings. Mark was another community
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participant who joined the dancing programme, and Alan became a boxing coach after the
completion of the sport training. In the interviews, all of them provided personal feedback
regarding various aspects of the project.

What were the drug-abusers looking for in the training?

In the beginning, the participants (except Grace whose participation was compulsory)
joined the exercise programmes with various expectations, and most of them were health-
driven: “I wanted to do some exercise and understand myself through sports” (Tom), “to turn
exercise into a habit” (Jo), “to improve physical fitness” (Amy, Jo, Thomas), “to have fun”
(Tom, Amy), and “to understand my body condition” (Thomas). In regard to physical
fitness, they looked forward to improving vitality (Tom, Grace), cardio-respiratory endurance
(Amy, Jo and Grace), muscle strength (Jo, Grace, Alan), flexibility and general health and
fitness enhancement (Jo, Grace, Thomas). They also wanted to improve their body shapes
(Grace) and reduce stress (Tom, Grace).

Other participants held expectations more than just health improvement — “I wanted
to do some exercise and through it to understand myself,” Tom said, who had successfully
recovered from drug addiction. During the rehabilitation period, he, like some other
participants, developed an interest to learn new skills which would be valuable in social life
or interaction — communication skill (Tom, Alan), social skill and interpersonal skill (Tom,
Jo). In fact, communication skill is essential when it comes to knowledge sharing, especially

for Tom, who was enthusiastic to become a coach after the boxing training. He said,
"TRREEIE (BIA) U - SRR H CEEe A B g
IRFiE ik H 2R AT TR G 3 15 G VR - W (R [0 (5] A\ R i e R k- - m DA
FIHCHENFEEREE CMEE - , (Tom)
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(English translation: as I need to communicate with people, I will naturally get
rewarded socially when I improve in expressing myself or sharing my thoughts
through interacting with various people.)

This enthusiasm is also shared by Amy, who, nevertheless, felt rather difficult due to

her poor health condition:
"SR AR E R - R RRHE T AR DA - RE AR RHD
GO A EGRE MR ERRE - LML B R AR AU S o] DI A
o ; (Amy)
(I hope I can learn a skill, and apply what I have learned. If there would be any
opportunity, I would like to practice and polish the skills, and may wish to teach
people someday.)

Survivors in the making: overcoming internal and external challenges

1. Internal challenges

"R R BRSO EE B - R B R A W KRR - - &7 AR s L I
fHOEBhEE > ZE% ? ; (Thomas )

(I think doing exercise would be challenging... if it is comfortable, it would not be

called exercising, right?)

The road to recovery for drug abusers is always rugged with challenges. Physical and
psychological struggles came hand-in-hand, adding to the external challenges as a result of
the outbreak of COVID-19. In fact, the learning process had been hard in the beginning,
especially for participants whose physical capacity was relatively undesirable as a result of
drug addiction. Like Thomas, many participants in this project were still recovering from the
negative impact of addiction, their health condition was relatively poor (Tom, Amy,

Thomas). As Tom said,
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" GRSHVA LA (SUE BN - ATEE B CAE S RS AT & 07 L BILARE -

SR & T BRI AL > ML &R RO - IE(RAFAEAD ~ A

TR AEE - 5 (Tom)

(When I first started the training, my body, including the muscles and my

cardiovascular functions, was weak... I thought of giving up and quitting the

training.)

Physical limitation impacts the degree of participation and commitment of the
participants. It takes time and patience to adapt to the demand of engaging in physical
activities, in order to make progress gradually. In fact, Amy even had to suspend the training

due to health issue. She said,
"R FE RS AR E R BB TES) - R ERERED IR IHAR - BIZUS

IEPR << el B 45 - R e (B &t g > T (B Rh et PRI - B

(AR & E R D R S - (Amy)

(The doctor explained that the misplacement of my kidney stones might probably be

the result of my participation in rigorous exercise. It was too intense and so I had not

done too much running at that time.)

Psychologically, it was not easy either. Grace, unskilled in sports, reported that she
had suffered from bouts of negative emotions and had almost given up until she was
encouraged by fellow participants. Alan, being a non-native Cantonese speaker, was
frustrated in expressing himself and said effective communication had been an issue. Tom
worried about his ability to catch up with the lessons due to poor health. Some participants
also suffered from negative self-image, self-doubt and low motivation for physical activity.

The negative emotions eventually hardened the training even more. Roger explained,
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" R —E AR T ERBLA C o IHEM A ER g EGEEE - FEEg

TN > HIRAE OB LS G (4 2 ARME R - & B SAE (A

NBRARAELE - Bty 5 EARERS - S 2B e S Shf s L gk

RIEELF - 4 (Roger)

(They did not feel comfortable in the public and would be shy. I worried that if some

of them were paranoid, they would believe that they were being discriminated and

scrutinized. It would not be a positive motivator for them to do exercise.)

2. External challenges

The outbreak of COVID-19 had turned the world upside down. While its aftermath is
still unpredictable, it has already caused a lot of new challenges to everyone in the project. As
the project was being held in the midst of the pandemic, both administrative and research
teams were frustrated by the additional difficulties in coordination and management,
including programme re-scheduling (Roger, Ellen, Kin and Gigi). The pandemic was an
external factor beyond the control of everyone, and even if the participants were motivated,
they felt a little helpless.

Some participants expressed how difficult it was to engage in the training as the result
of COVID-19 (Jo, Mark, Ian, Connie, Roger and Kin), in particular, using online method

(Zoom) added new challenges during the learning process:

TR FIREES R T N R A B RN - (BN R T 2t

Zoom & L - {HZR{A UL RIS EVA O RTE o (i L AmiHEE) G -

[ S| SORER A 2 T (R e - PRRy T BE (R 8 Zoom I ] BE A Y 51| RPEE A 5w
RERELAE SET e ARSI SRR S » MHE A TBEA Ry Zoom HETTHEE] - IHL

R 55— 5| SR IEE Programme I8 | (Jo)
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(The biggest difficulty is the COVID-19. Originally the training was to be conducted
face-to-face. Due to the pandemic, we changed to Zoom lessons, and there was some
issue concerning the equipment in the training centre also. (Was it difficult to
communicate?) Yes. And the contents of the training were changed, some planned
rundown of the training could not be executed via Zoom and thus we had to change

the programme.)

And it also impacted the operation of the training programme when it comes to venue
management:
"y SRR (g EL B B A W L OE R DAUEAY - - MAUE 5 - -1 (0 {12
St L IERE ] DL BE R IBA T A P LATTEE— B -, (Kin)
(All sport arena were closed during the pandemic, and therefore we failed to execute

our tasks.)

Roger gave a more in-depth explanation in regard to the impacts of the pandemic on
the participants, especially physiologically and psychologically:
TETER S EHERE A B R A EE Y o [ E R - tHIRE 1 ST O

Sy - MR AR WU IRRE XA > MR n] BE(E Z AR AR IR - W] RE
ELAE IR R AR R [ FE R A A R - IR o (R R T A 1) 25 o e M o -

IEF At 28 AH L B et ] e BT 0 T ORI R N © , (Roger)

(The pandemic stopped them from going outside to exercise or jog, and they were not

motivated enough to do it at home. Eventually their state of mind was weakened.

Even if they return to training later, their condition would be far behind what they

were used to be, since it had been over half a year before resuming the training. In

other words, they have to start the training and physical fitness tests all over again.)
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As the pandemic brought forth a lot of “new practice” and “new normal”, in future,
more preparation in crisis management is definitely a must for the design of a project in order
to facilitate the implementation of activity in times of adversity or uncertainty.

The road for transformation
TSR IRIEGE  TREVESTR - R RER) - WA IRAS AL » EE

MR I B B Ay 2=+ B (Ve A B & URAE N ST [EIWe PR - (R A &k e

%% EIIEE AFTOHIEE - B 5 gEEE - AT bR ) 7 AR R - A R D

B FE A o (R —RIE H (7T T RE G IRIE R 20 - (BfAIRRIFHE X keep

EEMEET) - FEHLFEPREM — E USRS - FEAE TS TTH

BRI > WEMYIHER o MERIRE CBEAME © , (Thomas)

(To me, it is very helpful, because the health condition of a drug addict is very poor...

However, after starting to exercise, you will become different, feeling much more

vital like regular people... it may take some while to make improvement because you

have been taking drugs for so many years, it would not be possible to recover very
quickly. However, I think if you keep on doing exercise, you will definitely get
improvement. In addition, everything would also be improved. And you will have
your self-confidence back. This is what I think.)

Likewise, most of the selected participants during the interviews expressed how
effective physical activity had helped to transform their life, whether it was physical, mental,
psychological, or overall wellness. If drug abuse itself is a destructive behaviour that breaks
oneself into pieces, sport or physical activity, on the contrary, is one of the remedies that can
help the victims put all the broken pieces together, even though it would take quite a lot of
discipline and persistence. On the road of recovery and rehabilitation, starting from purely

for fun or for doing some physical activity, the exercise training turned out to be a catalyst for
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the participants to take back the control in many aspects of their lives — physical, mental and
self-development — a transformation in and of oneself.
1. A boost of physical health through positive self-understanding
PRRARR I ANIRMRIEEE > A — H B =PU(E gEE o #-- (A H N
i e (BARARIRE BTG - MHPERF R RHEE - BI=IUHEE GRS 2B EEE A - A
TFIHE(E A >, (Thomas)

(Now I have been here, sleeping three to four hours a day, and feel quite vital. But
when I was at home taking drugs, sleeping for only three to four hours a day would be
completely impossible, I would feel very tired.)

Well-known for its positive impact on maintaining or improving health as a whole,
the exercise programmes provided a good opportunity for the participants to open a new door
in their lives - to learn a new skill and knowledge on physical activity and understand their
health condition (Ian). As Roger said, it was an “eye-opening” experience for the participants
to finally understand something better than drug or substance that could make oneself truly
happy, something so much more healthy and positive than the act of addiction.

Indeed, the training programmes were all well received, as the participants told of
getting many improvements in their physiology and wellness, including better sleep quality
(Amy, Mark, and Thomas), feeling happier (Mark, Thomas), better stress management (Amy,
Jo and Grace), better muscles strength (Amy, Jo and Alan), and better respiratory capacity,
which was originally ruined by drug addiction (Tom, Jo, Mark, Alan and Thomas). Regular
physical activity is effective for improving digestive function and, non-pharmacologically,
sleep quality (Substance Abuse and Mental Health Services Administration, SAMHAS,
2014), which is essential for recovery and vitality. Thomas even exclaimed in the interview

how much improvement he received within short period of time after the training:
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BRI+ (LUAT) EF /b D RREE - koA ST - (e
Lo MRV > SURERE - H T RIE - WA H HER =IUEm - 45 E
WRAEL o (IR > BE R ARERERIG - - oo i oo ZEIE 25 2850 © {16~ HIE - HEE-
2z o | (Thomas)

(I can sleep better now... It was easy to feel full after eating just a little bit of food

and I was unable to eat anymore. After the rehabilitation and got sober for half of a

month, now I can eat three to four meals a day and appetite has been very good. Now

I have gained some weight, over 10 pounds within one and a half months.)

In fact, all can be traced back to “self-understanding”, especially after the physical
fitness tests were taken. The participants were awakened to the vulnerability of their health
condition and understood how addiction to substance had damaged their health. As Ellen
explained:

"B {4 (A AR R DRI - e Bh 2 12 e B AR BT B
TR E B IO S A A S T A B S Pk B G S ] LU I
Wi > IS EHEMIEG - AR S n DR I E S e R AR
1% - , (Ellen)

(The physical fitness tests, to a certain degree, helped them understand how drugs

impacted their health, and how exercises impacted their health, therefore they would

not relapse so easily.)

In other words, the exercise training itself had become a bridge for rebuilding and
reinventing, slowly assisting the participants to regain the control over their bodies and
health. Most importantly, they learnt how important it is to stay away from destructive

behaviours, including smoking and drinking:
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"DWEAREE AR - (BB - REOEYE o KBTI A
AU EE SR > BB S B A S - BHIF T DL B ISR e
W SN 2 Y HA RS L R o th & EEERiE o, (Mark)

(Now I have less impulse to do negative things, like drinking or goofing around...
because there is something better than that. For example, the activities (Tung Wah’s)

are better, and so I want to join them rather than doing other things.)

More positive thoughts were also significantly highlighted by the participants:
" WRERRRERRL - fEdr DL AR I S TR - H ARV TR BT SR o
(Tom)

(I became more positive and would not give up so easily like I did.)

52 positive W - D2 EB(E AR E - G TSR
------ REEBEE - R RAPNEEREE - | (Alan)

(My mind is more positive now. If someone cannot understand what I mean, I would
try my best to communicate with him/her properly.)
2. Motivation and higher achievement
“It is not easy for me to succumb to the temptation of taking drugs now.” (Thomas)
As the improvement started to take place, so was the incentive to go further. Some of the
participants, who initially did not expect much from joining the training, started to notice the
difference and changes taking place in their body and mind. As it turned out, they were more
motivated to fully embrace the activities with a sense of commitment. As Roger said,
" EEERRE O - BE REIH CRES Y o M case # & IR o
(Roger)
(The client will be more committed if they are able to adapt or they can see

themselves making progress.)
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"ERNRBREG SIS G o SEIEREY > HRECE) (R
RO EIABREIE CHEE Z 552 - (Tom)

(First of all, drug addiction slows down the functionality of the body, or worsen one’s
health. Physical activity helps us see how health has improved quickly.)
Thomas gave more reflective review on his rapid improvement on general health and

vitality, which motivated him to let physical activity become part of his daily routine:

B R R E CE S BRerE i —E IR - H [FE L EP AR - (REEEFIR > W
W o RE A DR o DARTERE T HOESERT (5 o TR W E A > BiETE %
MY BEEE A E A HRHE G o (B A ES) Z1RTE - REEH
BT Sy W > AR - BEE R HOESEE - R R B e A0
RATN > AT NG - AL JEE -, (Thomas)
(I can see my health is now in a good condition, and it feels good. You feel good and
illness like cold happens less and less often. In the past, without the training of
physical activity, I used to get sick every other months or after a rainy day. Having
started to do exercise, | found that it is less easy to get sick... I am willing to do
exercise now, because I long for that lifestyle. I don’t think anyone would long for a
life with so much tiresome.)
Some of them even slowly went into a journey of self-discovery, seeing a bigger
picture of their abilities and potentials, especially better self-control, persistence and
willpower. And they even set higher goals (Jo, Amy, Mark) for achievement as self-

understanding grew:

" ERE AR EH) EARE > DRI RS - BORBEAETETESE - I 2E
BAREC > 2R > oAt P HARFACKT - Fr DA S 1S AR 4 S W
WG - (Bl A (EUEEE) o HERME AR H AL, (Mark)
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(And I found some goals for myself, and to breakthrough. I never tried this type of
dance before, so I can make a breakthrough, and also find a goal. It is good to have
this kind of activity, and find some goals...)
MEEETLR(E BRSO 0 R ATRE AT A AEREEA BRIHAR o TR SRED
G- B RE(E H AR RS R - AR gErE-FEIEA -, (Amy)
(I want to set a goal for myself. It is like running 10-km marathon, now I would feel
like having a goal to run longer, such as running a half-marathon.)
"ECEBEEEI LTS - IREE CEAE B - RERE - SEERE AR
E ORI - FRAEMERE- - - MEAERH. L ET B LR - PR R B CA WIS
IE o | (Thomas)
(To do exercise is to sweat, then to set a goal, such as to lose weight or to reduce body
fat, or to become physically stronger. That sort of joy will make you happy because
you can see yourself making progress.)
It was like a snowball effect taking place. As the self-image improved, the
participants were moved by a sense of satisfaction and self-assurance (Connie), which were
enough to motivate them to go further, creating an incentive for improving self-esteem and

sense of responsibility for the wellness of one’s own:
" BIAES S0t 4Rk - TR 5 v (Bt — et E AR B E mtheE (E
FCZE B - iffEECER B e DUESHE B AL B » EEE— 200
LLEE - SERVE(E LB - HE Ui o5 E O s et o MHMAIE(E A7 L
HEREPRFEL A a2 TIE REY - HEREHEYE OIS E R E EH
2L - (Kin)
(For example, they join the running progamme and meet the target in, for example,

speed improvement, or to complete a competition; they would find a better sense of
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self-affirmation. If we apply it in daily activities or at work, we can actually see how

their self-confidence has increased.)

"EEDARTA T o B LARTT MR - - - - B AR R R A A E BN - ST )
WFIEME - B OG- R E A T R R - E BN
e TEEGREH O > —fEEESRIHEE -, (Thomas)

(I am more patient than before... now I regard doing exercise like a training in life, it

is like life itself, a sort of training of yourself.)

3. Better social and interpersonal skills

Not only does physical activity demand participants’ persistence and willpower, it
also requires team-spirit. In this project, the participants commonly shared how the trainings
helped them improve (1) communication skills (Tom, Grace, Mark), (2) interpersonal skills
(Amy, Jo, Grace, Mark, Alan and Thomas), (3) self-confidence (Amy and Thomas), and, (4)
better social lives (Tom, Amy and Mark). When all these positive traits are put together, it
becomes obvious that the participants have already walked into a process called
“empowerment”.

All of these were clearly observed and recognized by the staff and the coaches. As
sport nurtures team spirit and sportsmanship, the most distinctive improvement observed was

a leap of participants' interpersonal skills. As Roger explained:

" SO S MER AT TR (A B T LA (E 4H A T e R - - - HE [ R A A - (ELAR AR
HUe ERL AT e G alkE ] — - BE R MR AT A > 22— BE{RIE T ) — 2 5
{HOEB > BB A case e B (& (B H CRET(E_LEEATAZ e E

— RS ERA IR o T (0 - EY ELEE A& R EEE -, (Roger)
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(Another advantage is that they can make new friends in the exercise groups, and
afterwards they can do exercise together. We also had seen some participants invited
their friends to attend the running classes. It was quite positively received.)

Grace and Mark also told of how their relationship with fellow participants and

friends had improved:
"REEENET - SERAMGIFNYT > (GRS i & e - EENER
FERF EEGEVE G- - T S B DT ZE B2 - IR e AR - BRI R A
Ae e & 1R AT RE G HVENE (level) W » BE(RELAE ~ & 4FHI%E - ,  (Grace)
(We worked together and built up a relationship. Communication was better. Through

exercising, we became closer. When we played floor curling, we needed to

communicate, and therefore our friendship became better and stronger.)

" ERR IR AT A G Z BISRECEMOE 5 O > SCH BAMIE - B
COGEE AR > MHEREVE WA - FEHEE TR > U4 - HATEL
WEF L4 A B S 2 E e E Y ~ JEEHRHEE -, (Mark)

(I made new friends... In the past I rather kept to myself, and reclusive, preferred to

stay at home. The friends and social workers I met here were very nice, therefore I am

interested to join the exercise training in here.)

4. Power and stronger support of group activity

In fact, the risk of relapse would be high when drug abusers are alone, especially that
they could not receive immediate assistance or support to refrain from doing something
harmful to themselves. Mutual or group support in group activity, on the other hand, can

enhance drug-abusers’ sense of belonging even when they are in times of trouble:

" PSR DT Ay - AR AR SE IR A > BREEATRE - BEARTR
AN R o RIS I B SRS - ATRE IR A AR E
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O (ES I AN E S A - B R AUIR B EER R % > IR e A5 &

SRR - MR ARG HZ R - B ARIRE e —(E ke HEEE

PRSP EETEN  [FI R (R — R A GES) - HEE IS (s

W o [FEIHRECESANMAE S EE CUERE O o [ ET BRI o THAD SRR AT

5 MHAIROR TSR - HE REE R - RIS S a4y

& - |, (Grace)

(I think that the rehabilitation services in the community are confining without too

many opportunities for us to stay outdoor and go through the rehabilitation together. It

is just yourself going through the recovery process alone. On the other hand, if you
do exercise together, you would find that you are with someone, knowing that it is
indeed not difficult to become a member of the society. You will find that it is not
difficult to do exercise side-by-side with people who are very healthy. Also,
exercising would make ourselves happier and less stressed. If we only take the regular
rehabilitation services without sport or exercise, I don’t think it would be too
beneficial to health and emotions.)

Family support is the cornerstone when it comes to boosting the willpower for
rehabilitation, not to mention how it would help improve mutual understanding and tighten
the bond amongst the family members. In the project, family members of the participants
were welcome to join the sport training classes, and it turned out to be well-received and
successful. As Kin put it:

" HERS NEHN RS TR E A S E Y - A BE

EY > HEEE A HUES H TR B ZHIEES - IRAE G EA R EUED)

R 2 (RO I R ] X AR 7 AR o MR — S URSE - MR (EBERE AT -

TRpE & NETATIE - T Bt Z PR B (ha] DIsE AR e NS (R E A
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FE5T]  TARATEEEL o HUE—{E (h— (&4 ARSI TR A — (4 R,

Bhw - 5 (Kin)

(In fact, their family members are usually sceptical and they doubt how the clients

spend time and whether they are really undergoing the rehabilitation through exercise.

So if they do exercise together, the clients can show how much effort they spend to

change themselves for self-recovery in front of their families. This is a positive

evidence and encouragement. )

5. Empowerment - from beneficiary to benefactor

Passion is the fuel for more actions. As the interest for learning grows, so does
passion, and a sense of commitment. Starting from purely for enjoyment to join this project,
some participants ended up going into a transformation process without prior expectation.
Motivated by the positive impact of sports training, Tom, Amy and Alan all expressed an
interest to become a sport coach or fitness instructor to share what they learnt and
experienced. Tom, who originally joined the exercise programme “just for doing some
exercise”, gradually stepped into a self-discovery journey. Benefitted from what he learnt in
the trainings as a beneficiary of the programme, he subsequently started a new career and
became a certified boxing instructor, looking forward to help fellow drug victims step onto

the path of recovery. He mentioned:

" ARECER - R P[RR EE BB AL - I E O
Bt BE R R ETMER > 58 N H RS - o5 MBS [N R ET L boxing
HO AT > HIRE CEVESE C A S Ve =S 0 5 A AR
DIAAESERE b - I PRS- H R (ERSRE G E M- EINE 5 Lo
A o FEHEE AR HEEFEEE -, (Tom)
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(I want to do exercise... then I can help other drug-abusers using my own experience,

to help them, through telling and sharing. After all, I have been practicing boxing for

a few years already, and I can feel how I like this sport that I want to learn more. And

I also think that it would be easier to encourage other people to do exercise if I get a

certification in coaching.)

In addition, as supported by the project which provided resources for “further
studies”, 1.e., physical fitness certification, the participants were empowered to go through the
life-changing journey:

TR T O EE AT DAY L B R EIAIAE client (B RV Y EDR AT DL

HEE - RUeEEYE—(EAS AL ARAE I > I % TORUE(E career path LM HEHL%

W SBEASEE---HUR A T E DA HE A RE G- Bl (R —(ESZ B B - B

(B g5E D/ Dk e - HEHE ] DL empower FISEE] (- IR A] DI

—MRE IR - 4 (Kin)

(Resources are available for transformation, for example, the client can use the

resource for further studies, taking a fitness course, and then there will be a new

choice in their career path. They are now empowered from being a beneficiary or dis-
advantaged victim into a competent person.)
Sports as treatment and drug replacement: the very first-person insights
MEGREASEENGSEMRIER A TR R - (RS (T  —

TEHT L —HIEhEEE o | (Thomas )

(I think that we just look for that kind of feeling in physical activity, that it is

harmless, it is completely correct to do it.)

As someone who returned from darkness in life, the participants are definitely the

most reliable persons capable to provide first-hand and poignant insights on drug abuse and
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how effective sports are for speeding up the recovery process. In fact, during the interviews,
both of the participants and working team had provided valuable insights on the relationship
between drug abuse and rehabilitation, essentials for successful prevention against relapse.
1. Sports and exercise — powerful boost for building up willpower
If the reason for drug-takers getting addicted to the act of abuse is because it would
help them feel less stressed, its lightening-up effect would only be temporary, short-lived or
illusional, a damaging escapism in and of itself. On the other hand, it is the result of having
gained more self-understanding and willpower through the exercise training that the
participants started to awaken to the powerful transformation taking place in themselves,
contrasting to how drug addiction had darkened their personal life. As Thomas confessed
how he gained new hope and determination in changing his life through the training:
TIRLARTR R o BRI SRR Sy (Rl R A AN TSI - [E] R - & T
UL PRLRSEERERERY - TAF LERERIEF - i B Ot AN E L EEh - BR(EE
WO MRz - SCFTEI GRS - 1 B SOOI RE B AT TV A B SRR
W o —IEERLAT 2 I A R AT B R AR > LS Ay R - AT LIREE
AEIEIE A EE IR LR+ (TN BN T A - U ERER B O -0
BHIE ~ (BORE - BE(RIELFIH 5525k R - MR AR B LY HEC —
TESREE - ISR LUK —12 > R NCER Y - MEIHEE - iE R AR R
W o

, (Thomas )

(I used to had rows and conflicts with my family, and my wife, because of financial
issues and pressure at work. I did not want to face the problems, and when I was
overcome by failures, I did not tell anyone and kept to myself. It led to my addiction
to drug eventually. The addiction went on for many years while there had been many

things happened sequentially. It finally made me want to quit and do something else,
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such as doing exercise and train up my psychology and state of mind, for example not

to succumb to temptation so easily. I need to be able to deal with pressure, rather than

escaping and resorting to drugs like I did in the past.)

On the contrary, as Thomas said, exercise serves like a powerful purifier. It helped the
participants to de-stress and lighten up the troubled inner emotions, at the same time,
improving concentration and mindfulness — utterly a new lifestyle. In fact, with persistence, a
healthy dose of exercise is a perfect replacement of drug or substance for physical and mental

health. As Jo said,
"I EEE—E AT - FIRRERIHEE - AR IEEEE o M REAVREE CE(E
H IRt (R B > THEE - R e B B - I R B S AV RN - T
------ AL A B EEL - PR IRA(E H AR B A M EIE RS EE) nT g R
FR/ LM - PR R fiam mAe s b S BRI E S B (R IR A R
AT EE B L - THUREL S 48 keep 5% 2% - 4 (Jo)
(Exercise is not limited to running. Like soccer, sometimes there would be
competitions, then one would be easily immersed in the sport because he/she has a
clear goal. It would be helpful for drug rehabilitation. In other words, you have a goal
to work onto. Moreover, you feel happier after the exercise, whether it is physical or
emotional. You feel happy to see yourself making progress, and therefore you want to
keep going.)

" IRES AR BNEL - (EfARHREE keep (115 MR Ry AT REMMUEBNEENT 2 - IR0
ATHTED A DLSHBS Sl — W > 28(% - DG (5 ] REMEEE Y vl LIS BRI
Hoeee B oo BERHIE 7 AT BRI FEEDIE (R —(ETH R IR - ATRE A IR IRISCEEN R
S FANRE CAAE AT DLAFBE Lol - BE (%S T AR S R (A0 v LA B O 25

AT — A s > ORI RERR AU EIBAEE - 5 (Mark)
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(I think it is helpful, but it takes persistence. When you are doing exercise, you may
find something meaningful... you may find something other than drug-taking. When
you do exercise, you may find something that makes you happy in your life,
something other than drug-taking. Then it should be helpful.)

Even if exercise cannot help relieve the stress completely, it can help an individual
spend time more effectively and positively: “because it tires you out, and you are so tired to
think of doing something else” (Mark), “because you won’t have any more time to take
(drug)” (Alan).

2. Preventing drug relapse

Although exercise plays a very positive role in drug rehabilitation, whether it would
be successful or not still depends on wish and willpower of drug abusers themselves. If they
do not want to end the vicious circle nor improve their lives, all the support efforts will

eventually become useless. As Tom and Mark reflected:
TEEREE T LGS 100%— B NE] - (HGERESIL R B AT
AR LM N E SR B B - e R R —(EE A DY A{E
WF > EERUEEE LS =1 keep I - (EAHENRIRAEENRER T - E40R
[&] - AT DA B > [RIAREE TR oy Rl eEss - FHE IR 2 AiaE Moy -
THER By VR AT 40/ SR 8 1117 A\ TP (5 PR S R R TP VR - R HH B R AR Py X TR
W - REUARE AMeR (FRE) - ME G  EERE G E T 2R
AR AR P HE FA{THEHEN K& -, (Tom)
(Using sport for rehabilitation cannot be 100% successful, but drug-abusers do need
support so that they can see improvement and changes in themselves to keep going.

On the other hand, if you are confined into some specific place... simply speaking, it

is no difference than being in a jail... you are forced to separate from the substance
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there... when you are discharged and free later, you would be prompt to using drugs
again. It does not mean using sports as treatment is not encouraging at all, however, it

is not as powerful as taking the initiative.)

"EEHCEERCE OB [FIEEA Y [FIRE SR — SR

B B IR E RN - [F e A BRI (EE I - d8 2 (ke REE T L

WF > [E S AA R A S B (0 -, (Mark)

(It relies on what the drug-abusers think. It also takes discipline and persistence to

refrain from skipping lessons. You must be willing to endure the hardship and

persist. Whatever it is, you have to be persistent.)

From this point of view, for the treatment on drug addiction, boost of intrinsic
motivation is essential to help drug-abusers strive for rehabilitation and self-improvement. It
calls for a synergy of exercise intervention, goal-setting and psychological counselling to
help them broaden the perspective and bring hope for the future, so that they could take the
initiative for positive changes. For example, closer-bond between the drug-abusers and social
workers is like a long term relationship to be built on mutual trust and communication, which

takes time, effort and consistent support. As social worker Roger conveyed:
" EER M E (% relapse WEH > N HEEF/ D ED I E(RE] Z 1R (% relapse - —
WA - MHE AL RS relapse W5 - A MIEL AR - HHAFSERL (- 2t T[]
SEE{E client MA{REERRH (% - [FHE (R Z Al g o] DU EFR(EE1EYE - |
(Roger)
(Some of them did relapse subsequently, but there were not too many. Even if they
relapse, they would return to seek help from us, but it would depend on how solid our

relationship with the clients used to be, and whether the clients have already

developed a habit of doing exercise or not.)
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3. Holistic approach for relapse prevention

There are always many factors leading to someone to fall victim into drug addiction,

including internal and external issues. In the interview, Thomas shared poignantly how

difficult his life was when he was trapped in the abyss of addiction, for which only a holistic

approach, which consisted of physical training and psychological support, could help him,

and possibly other drug abusers, to get rid of his troubled life and reinvent himself:

"R BOAESUBRIEEE - AUB=IUREM > WAEE=H - 2%
NIRHR > R FEEE - HOWsEAR - WEHEEE.---- PELEE SR -
FTEMERER > B g A0 - PROEREBEFERIEE - (Thomas)
(I'did... I did try to stay sober for three to four times, for three to four consecutive
days... then I took it again and relapsed... I decided not to take drugs, staying
home... I tried to stay sober and my wife did not know it because I did not tell her...
then finally I decided to come here.)

Thomas confessed his weakness in resisting against using drugs even though he

initially chose to combat the addiction on his own. Being secluded without communication

with family or friends, it was almost impossible as drug addiction takes a lot of efforts to

overcome. In contrast, external and holistic supports from sport experts and social workers

helped nurtured his physical and mental power. He continued to explain how he was saved

after he sought professional supports during the rehabilitation process:

TEWRAWL AT S ZTHE AR S - SR EE - 1A
LA - YRE (PR AR MEN L AT SR RS B (AECHE R AR > I IEA
Koo HEGHELEAG - 855 BT IREA S AU ~ RRESEE - - R N
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HRAREIALT - HIRAAEETTELS » AR RRHE ABYT - IREA
RN 1 S BTGV » 7 [ B LR )
A[EFETS - (Thomas)

(There were social workers and nurses to support me in every aspect... I think to

come here (for rehabilitation), you do not need to be in touch with the temptation out

here, so you can seriously take good care of your health and quit drug-taking
properly. In here there is no opportunity for you to over-think, gamble or relapse. You
would only want to pick yourself up as quickly as you can... The nurses and social
workers would discuss with me about what I would plan after leaving here, how it
was when | first arrived here, what motivated me to have come so far now and many
more. I think counselling and physical training are both very important and are
indispensable.)

Physical activity serves as a fuel for building up physical and mental strength against
addiction. On the other hand, psychological support from social workers or psychologists
aiming for building up drug abusers’ confidence, resilience, sense of hope and goal in life.
They are complementary and require the synergy of, at least, two professions to become
holistic, i.e. sport experts and social workers, which will further be discussed in the following
section.

4. Call for synergy of professions

Participants in this project came from different backgrounds. They differed in both
physical and psychological capabilities. To prevent relapse, it calls for a more tailor-made
design of programme or training so that it would neither be too easy nor too intimidating for

participants to partake and persist. As Roger explained:

"B AR AE R - FREE BB B ME =Yg B REE
WS 4H > FRSRM— PR Eh (FEE > 1 (o AL M B I A
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IRy case AIRE S —IXMREERT i CACBEVE IR » L ASIE A ERgE - THUE(ERT A H o —

ENZE G ZE% -, (Roger)

(It happened before in the running programme, in which the exercise was too rigorous

for the clients. Even in the beginning it was already too challenging for the clients and

they felt exhausted immediately. Because it was too intimidating that they quit the
training shortly. It really would affect the clients’ participation.)

In the interviews, the working team looked forward to a sustainable knowledge
transfer with the collaborations of universities or education institutions, so that fundamental
knowledge in sport science and fitness are all shared in the working team, which hopefully
would help to capture the potentials and weakness of the participants and enhance the

effectiveness of using sports as treatment for drug rehabilitation. Roger further explained:

"R Ryttt e B R KIS S A PR - O E it TR
B2 ] case {EHIERHF% - (EMEER]—IERRLS - BB EENATREIAIERT - Pl

VGRS 52/ /DI J7 R & wRIHE M BT 2 I - tHEm L ] AE A0

=

TR ATRESE R SRR B HILR AW E T Bt — IR e Bl — W& ER - e -
£ case B o, (Roger)
(We, as social workers, do not know too much about fitness. However, sometimes we
need to talk to our clients. When it comes to the topics like nutrition or what should
be done before and after doing exercise, we would hope we knew more... I think we
need HKBU for support in this area, so that they can provide more research studies or
information to us, so that we can communicate with our clients in return.)
This project did not adopt a single give-and-take method to assist drug abusers in
rehabilitation. On the contrary, it is mutually beneficial to all parties involved, even though

the scope of works needs to be broadened in order to benefit more stakeholders in a more
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sustainable basis. Roger told of the lack of knowledge of physical fitness that eventually
became somewhat obstacles to him and his fellow staff in communicating with the
participants and thus prevented them from offering more helpful assistance during the pre-
test and post-test sessions. This calls for synergy for expert knowledge was supported by
Ellen. In particular, sport psychology is suggested to be used in goal-setting for the drug
abusers.

"I (AR R E 2 AR BRI SR AR - tH G E g E] DA ORI 25 E S B R

------ E (R EME I —7% set —MyMEEEEN HAR - NAHE R ATEEFENE set B E(A4F

...... WEIE L EN 2 4 R R&IHAE o |, (Ellen)

(HKBU has professional sport training and it would be helpful if they provide

knowledge support to the clients, such as goal-setting for sport. For us, we can only

provide very general advice.)

It is worth mentioning that a total of 5 workshops on sport sciences, fitness and
exercise instruction were organised during the implementation period. In the workshops,
knowledge on physical fitness and wellness was shared to the working team (social workers).
As the demand for more support on knowledge sharing has been highlighted, for relevant
project or study in future, the scale of knowledge sharing could be further broadened.

Discussion

Studies on the utilization of sports and physical activity as intervention for drug
rehabilitation has been a new field with limited reviews and literatures particularly in Hong
Kong. The results of the current study would therefore serve as a new reference for similar
studies and project management in future.

Effectiveness of the sports training programme to the drug abusers
In the present study, there were 169 participants who participated in the pre-physical

fitness test. However, 91 of them dropped out of the training eventually and only 78
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participants had completed the post-test. In other words, the number of dropout rate was
53.8%. For participants who attended all 10 physical training sessions and completed the
post-physical fitness test analysis, significant improvements were found in the degree of
motivation, several dimensions of wellness, physical fitness, life satisfaction, etc, after the
completion of the sport training.

The findings of the current study, together with the perceived positive health
improvement conveyed by the participants in the qualitative interviews, support that the sport
training has successfully enhanced the attainment of a higher level of health and wellness
among the participants.

More importantly, the results correspond to the 6 project outcomes, i.e. Drug
Rehabilitation Domain — reduction in frequency of drug abuse (Outcome 1), Motor Domain —
improving physical fitness and physical skill levels of drug dependent persons undergoing
treatment through this fitness project (Outcome 2), Affective Domain — stress management
(Outcome 3), Affective Domain — self-efficacy to avoid using drugs (Outcome 4), Cognitive
Domain — life satisfaction (Outcome 5) and Cognitive Domain — wellness (Outcome 6)
foreseen when the project started.

Level-up in physical fitness

Significant improvement in physical activity level (raising from “low” to “moderate”
level) was found among the participants (27%) after the completion of the sport training
programmes (Motor Domain - Outcome 2). Being physically active is beneficial to
maintaining the capacity to refrain from relapse or the temptation of drug-taking as reflected
by the participants in the qualitative interview.

In addition, significant improvements in flexibility (revealed in Sit and Reach test),
balance (revealed in Stork Balance Stand Test), muscular strength (handgrip test and standing

long jump test) and endurance (one-minute sit-up test) were also found among the
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participants, all of which are the essential components for positive physical fitness and to
maintain vitality of the participants or drug abusers.
Enhancement in self-anchoring and overall life satisfaction

Significant improvements in personal well-being, as shown in the life satisfaction
index of the participants, revealed the positive impact of physical activity in major life
aspects which are essential for resilience against drug use. The improvements include overall
life satisfaction, daily life, health condition, life achievement (family and work), interpersonal
relationship, sense of security, sense of belonging in community, and life security (Life
Satisfaction - Outcome 5).

In addition, significant improvement in Self-Anchoring Scale with medium-to-large
effect size also supports that physical activity brings higher life satisfaction among the
participants which is essential for self-empowerment.

Perceived wellness and self-efficacy

One of the objectives in this project was to measure how effective physical activity
can foster the rehabilitation process among the drug-abusers and it is hoped that by building
up an active lifestyle, the frequency of drug usage among the participants would be reduced
(Drug Rehabilitation Domain - Outcome 1).

The present findings as shown in the Perceived Wellness Survey reveal a significant
improvement in four wellness dimensions of the cognitive domain (Wellness - Outcome 6),
including psychological wellness, emotional wellness, physical wellness and intellectual
wellness. Along with significant increase in wellness composite score revealed in the
quantitative analysis, they show that physical activity as an intervention treatment for drug
rehabilitation do create positive effects on the psychology and self-perception on the

participants.
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In addition, the significant increase in the score of drug avoidance self-efficacy
revealed in the quantitative data analysis shows that the exercise programmes have
successfully improved the level of self-efficacy among the participants against drug or
substance abuse for releasing personal dissatisfaction or negative emotions (Self-efficacy to
avoid using drugs - Outcome 4). The significant increase in overall scoring and large effect
size show that participants are more capable to resist drug abuse. All of these are important
indicators to show how effective physical activity can serve as a positive intervention against
drug addiction when the drug abusers are in difficult situations.

Significant improvement in active coping scores

The present findings show a significant improvement in the active coping scores
among the participants after the exercise programmes. As shown by the higher score and
large effect size after the post-physical test was taken, the participants became more proactive
and confident, willing to take challenges and overcome difficulties. The significant
improvement in attitude and mental strength to cope with many life aspects shows
participants’ higher resilience against drug abuse, particularly, in times of stress and
adversity.

Maturing in many social aspects for becoming a member of the community

In addition to the reflection and positive feedback given by the participants in the
qualitative interview, the sport intervention is proven to be effective in enhancing
participant’s social skills, including interpersonal and communication skills, which are
essential for enhancing an individual’s self-esteem, sense of belonging in the community and
life security, in return, it would improve life satisfaction of the participants who look for self-

empowerment and healthier lifestyle.
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Strategical goal-setting for boosting drug abusers’ motivation in physical activity

The outbreak of COVID-19 and social distancing measures created plenty of external
limitations for the participants during the training. On the other hand, the findings of the
present study also show that low motivation in physical activity was one of the major
hinderance that prevented the participants from fully taking the advantage of the sport
intervention and attributed to the dropout of some of the participants.

As such, concerns over the prevention of drug relapse will take more effort and
resources in social and family support in order to foster the rehabilitation process and make it
more sustainable in the long run. Even though this project provided resources and support for
the participants in pursuit of becoming a professional fitness coach after the sport
intervention, a sense of achievement could further be boosted with aids of a more strategic
design of lesson plan, the synergy of sport psychology and specific goal-setting tactics with
aims to assist the participants to fully engage in the rehabilitation process.

Interdisciplinary staff empowerment through cross-industry collaborations

During the implementation period, a total of 5 workshops on physical fitness and
wellness were held, with aims to deliver foundational fitness knowledge to social workers
who were to participate in the project. It was hoped that knowledge on health and fitness
shared among the working team would be helpful for project implementation, and to foster
the communication between the participants and the working team.

However, while the workshops were well received, it was mentioned in the qualitative
interviews that the knowledge or workshops were inadequate, and the lack of professional
knowledge in fitness and sport psychology prevented the working team (i.e. social workers)
from providing immediate and more in-depth advice to the participants and assistance to the

research team.
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In future, therefore, sustainable health promotion and delivery of fitness knowledge
should be included to ensure effective communication between the drug abusers and working
teams, while encouraging long-term interdisciplinary collaborations between educational
institutions and social welfare organizations for empowering drug abusers with fitness and
healthcare knowledge.

Limitations
Demand for higher motivation for physical activity among the participants

Initially the number of participants was 169, which was moderately high. However,
there were quite a lot of them dropped out during the training. The reasons for quitting the
training were attributable to many personal reasons, particularly low motivation.

On the other hand, participants’ significant increase in intrinsic motivation, extrinsic
motivation- integrated and external regulations as shown in the Chinese Sport Motivation
Scale IT (CSMSII) after the completion of the programmes reveals an interesting fact or
phenomenon: while sport training takes effort to persist, especially at the initial stage where
quitting among the participants is more common (which may take extrinsic motivation-
external regulation to improve), its advantages will serve as new incentives (e.g. better health
condition and fitness) that intrinsically motivate the participants for engaging in active
lifestyle in a long-term manner. In other words, more studies on how to prevent
abandonment, to boost higher attendance, to improve sport motivation, and how to lower the
possibility of drug relapse should be encouraged. It would require more support and
resources, of which inclusion of sustainable social and family support to foster the
effectiveness of exercise intervention is necessary.

Negative impacts of COVID-19
According to the comments of the participants and staff in the qualitative interviews,

the outbreak and prolongation of the COVID-19 spanning across the operation period of the
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project created additional challenges in project management and contingencies (such as
training schedules and teaching formats), leading to extra demands in effort during the
implementation process. Some of the physical training sessions and physical fitness test
sessions had to be suspended as a result of the social distancing measure; some were
rescheduled and were changed to become online training. The inconvenience and limitation
as a result of the pandemic further impaired the sport motivation that led to high dropout rate
among the participants.

Low flexibility in training schedule and limitation in venues and sport equipment

Training schedule was reportedly less flexible for tackling contingencies and
emergency. The participants had to travel to the venues to attend the lessons, and for some of
them the commuting time was long and tortuous. In addition, many venues or public sport
facilities were closed during the outbreak of COVID-19, which added to the difficulty of
lesson planning or rescheduling.

In addition, according to the feedback of the participants and staff shared in the
qualitative interviews, it was the locations of the venue, insufficiency of equipment (for both
physical fitness tests and training) and limited space for movement complicated the sport
training. Efficiency, convenience and ease of learning might affect the perception of the
participants, which might in turn further affect their motivation and persistence for the
training.

In need of more advanced equipment for physical fitness test

While sport training equipment in the training centres were reportedly limited where
the participants did not have enough space nor time to practice during the training sessions,
insufficiency of testing equipment in the venues where the physical fitness tests were

conducted led to additional limitation in data collection.
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Due to the lack of equipment for physical fitness test, it is reported that the research
team in the university had to carry bulky testing equipment to and fro the venues for each and
every data collection procedure. Even though this project received funding support for the
procurement of training instruments, some physical fitness tests required the usage of more
advanced testing instruments, which were relatively expensive and heavy for moving,
packing and unpacking. As it turned out, most of the tests had become field-test oriented
whilst more in-depth measurement on fitness level that required the usage of advanced and
sophisticated equipment stationed in laboratory for testing had to be omitted. As a result,
limitation in data collection was resulted.

Conclusion

This study is one of the few investigations of using sport as treatment and intervention
for drug rehabilitation in Hong Kong. Many positive results are observed, particularly in such
areas as physical fitness (e.g. higher physical level, muscular strength and endurance, balance
and flexibility), life satisfaction, wellness (e.g. enhancement in psychological wellness,
emotional wellness, physical wellness and intellectual wellness) and higher self-efficacy
revealed in the qualitative results. However, as this area of studies is still relatively new and
limited, more studies in future should be encouraged.

Recommendation
A research perspective — future studies on effectiveness of exercise for drug
rehabilitation
Wider age range and diverse sample population

This project shows positive effect of physical activity for drug abusers for
rehabilitation. As many significant improvements in physical and psychological health were
found after the exercise programmes, the participants were able to attain a higher level of

well-being and to reinvigorate in life. It is worth mentioning that all participants who joined
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this study were under 40 years of age, there is still a high population among the drug abusers
who are on the waitlist of becoming beneficiary of similar project in future. As physical
activity is beneficial to the health of general public, it should be promoted and enjoyed by a
wider population with diverse backgrounds, we highly recommend that a wider range in age
groups (e.g. over 40 years of age to be included) along with more diverse cultural
backgrounds (e.g. different ethnicities) for testing and comparison are explored in future
studies.

Usage of more advanced and sophisticated testing instrument to widen the scope of studies

As reflected by the social workers highlighting the limitation during the
implementation process, more testing equipment to be installed and equipped in the training
venues and centres is recommended with aims to facilitate the testing and data collection
process, plus generating more comprehensive details of the physical fitness among the
participants before and after the exercise training, in order to inspire more perspectives for
similar studies in future. At the same time, it would help to foster communication between
the staff and drug abusers as immediate advice and assistance could be given to the latter for
understanding their physical fitness condition as a result of drug addiction and exercise
training.

In current study, data collection in regard to fitness aspects of the participants was
mainly conducted using the field-test format. For example, the YMCA 3-minute Stepping
Test was adopted in this study to measure the participants’ cardiovascular fitness level. For
more in-depth analysis, laboratory testing is highly recommended to be utilized in the
training venues where more sophisticated laboratory and biomechanical equipment, including
a Monarch cycle ergometer (Model 818E, Monarch, Varberg, Sweden) or an instrumented
treadmill (AMTI, Watertown, MA) are to be equipped, while connecting to a volume of

oxygen uptake (VO;) metabolic testing system (Medgraphic Cardiorespiratory Diagnostics
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UltimaTM CardiO2, US), the YMCA Sub-Maximal Cycle Ergometer Test is recommended
to measure the energy expenditure and VO intake during the cycling or running exercise,
which is the maximum rate of oxygen consumption measurement during an incremental
exercise. These validated measurements may provide a more reliable and comprehensive
physical fitness data to researchers to understand the participants’ physical fitness level.
Albeit a little more costly for setting up, in the long run they would be highly beneficial for
similar studies in the future.
A project management perspective — empowerment, efficiency and sustainability
Mixed modes and new aids in teaching and learning

With the rapid increase in the use of technology in wake of the COVID-19 crisis,
many new opportunities in sport industry are observed. In order to benefit the participants
with different needs, the adaptation of new medium, such as internet or video conferencing
for sport and training should be welcome. The usage of online methods and electronic
platforms for content development, plus further investigation on how “new sports” and mixed
teaching and learning modes could be explored, so as to improve the flexibility of class and
project management, and the measurement of the effectiveness of sport in overall wellness.
Tactical use of sport psychology and gadgets for motivation enhancement

Motivation, whether intrinsic or extrinsic, is a major factor which affects the degree of
participation in sports and physical activity. In this project, low motivation resulted in high
dropout rate of the participants, subsequently preventing the participants from fully taking the
advantage of active and healthy lifestyle. Therefore, understanding the motives and
constraints of the participants is essential to prevent high dropout rate and the risk of relapse
in future projects. In particular, continued support to empower this area of study is necessary,
particularly, the inclusion and utilization of sport psychology in the design of the exercise

training programme, purposefully to focus on improving the participants’ attendance rate and
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motivation in physical activity in order to strengthen the willpower and resilience during the
rehabilitation process. In other words, more diverse projects and project design on exercise
and wellness, together with the investigation on how to increase participants’ incentives for
physical activity are recommended.

In addition, more creative implementation making the best use of sport psychology
and sport technology for drug rehabilitation should be explored and executed. For example,
the adaptation of portable devices such as wearable brands for tracking real time personal
fitness condition, health and fitness tips, step-by-step goal setting, reminders, social
networking and instant messages for self-affirmation, is highly recommended with aims to
help the participants maintain a sense of achievement and high motivation for active lifestyle.
More sport variety for higher attendance rate and motivation

One way to improve motivation and attendance rate is through diversifying the types
of sport training. The findings of this study show that after the completion of the training
programme, participants’ intrinsic motivation, extrinsic motivation -integrated and external
regulations increased significantly which may lead to positive behavioural changes.

At the initial stage when training should be more demanding for participants whose
physical and mental strength remains weak, the adaptation of creative tactics which belong to
the scope of extrinsic motivation-external regulation is recommended, aiming to encourage
participants to be more committed in the training. For example, by building up closer
relationship with the coaches, and through provision of more team sports and competitions,
the participants would receive more affirmation and support from team members, so that they
would gradually feel more rewarded and intrinsically motivated for the training. As shared by
most of them in the qualitative interviews, at the end of the training, the participants became
more willing and motivated (intrinsically) to include physical activity as a part of their daily

routine due to sheer enjoyment (motivation stems from pleasure).
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This project provided a number of options of training programmes for the drug
abusers to partake, many of them, including yoga, weight-training, running and boxing, could
be classified as “individual sport”, i.e., participants could practice the sport on their own. This
type of sport is more skill-oriented and its effectiveness for improving social interaction and
communication is therefore limited. On the other hands, sports such as basketball and floor
curling are competitive training which require teamwork and interpersonal skills among the
participants. As drug abusers vary in their physical capacity, personal interests as well as
expectation for the training, it is recommended that the types of sport programmes could be
diversified so as to meet different demand and needs among the participants.

Staff development and structure enrichment across different sectors

During the implementation stage, a total of 5 training workshops on physical fitness
and sport sciences were organised for the about 100 social workers. These workshops were
well received and demand for more similar training was highlighted in the qualitative
interviews among the social workers. We recommend that, in future, more training in the
form of workshop, seminar or short course on fitness and health should be organised to all
staff, so that more solid advice and immediate support in the aspect of physical health and
fitness could be given to drug abusers undergoing the physical fitness tests and training.

Moreover, an additional permanent position to promote physical activities in the
rehabilitation centres should be created in future, so that sport instructors or staff who are
formally trained in sport and physical education could be deployed in the drug rehabilitation
centre or social welfare organization for facilitating the operation process.

This inclusion of additional manpower coming from different field may help to share
the workload of the social workers who are less familiarized with sport and fitness
knowledge. Not only would it enhance efficiency, from a management perspective, the

enrichment of the staff structure would also be more beneficial. The incumbent is to be
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responsible for monitoring the work progress of the training programmes, coordinating with
social workers and researchers to facilitate the general administrative works, including
programme design, execution of programme procedures, provision of guidelines and fitness
advice, assisting the social workers and other staff members in communication with the drug
abusers undergoing intervention treatment, etc.

In addition, during the physical fitness test sessions, the social workers and project
officers, who have undergone training of health and fitness, can assist the researchers to give
immediate fitness or health advice to the participants. Not only would it facilitate the data
collection process and share the workload of the research team, it would also help foster the
communication among all members of the working teams. In addition, the social workers
could also provide more feedback to the drug abusers on a regular basis. Therefore,
sustainable collaborations with education institutions or sport associations are highly
recommended.

Career development - sports as life changing mechanism

As revealed in the additional survey in which 22 participants had reportedly been
awarded a sport coaching certificate and looked forward to a career in sport, sports have
become a life-changing mechanism in this project which brought forth opportunities for those
who were looking for a second chance in life after the pitfall and serve as a catalyst for self-
empowerment against drug abuse. While career brings life security, sports bring hope to
future career for oneself. Ongoing collaboration between sports intervention and drug
rehabilitation is therefore highly recommended.

Synergy of industries — educational, governmental, sports and others

As the government plays a leading role in promoting healthy and active lifestyle, its

support in drug prevention and healthy lifestyle is essential. In particular, sustainability in this

area of research and studies helps to glue all stakeholders together. In order to support drug
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abusers and their family members to benefit via participating in physical activity, it is highly
recommended that cross-institution collaborations among the government (e.g. Beat Drug
Fund of The Narcotics Division of the Security Bureau and Leisure and Cultural Service
Department), educational institutes, sport industry (e.g. sport associations and organizations),
social welfare organization (e.g. NGOs) and mass media (including traditional media and
emerging social media), to be taken place on an ongoing and long-term basis, so that different
resources and support could be delivered to people with different needs in a more effective
and precise manner, at the same time enhancing public’s awareness on the prevention of drug

abuse through community-wide health promotion projects and campaigns.
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Appendix
Appendix 1 — PAR-Q & Consent Form

Part 1 - Physical Activity Readiness Questionnaire
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Part 2 Consent Form for Physical Fitness Tests and Trainings
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Appendix 2 - Questionnaire

Part 1 — Demographic Information
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Part 2 - Drug Abuse Situation Questionnaire
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Reference: Beat Drugs Fund Evaluation Question Set No. 6 (Frequency of drug use in the past 3 months) (2010 Second

Round)

Adopted from Evaluation Questionnaire of Project Astro Mind

Permission to use was granted by Prof. Daniel Shek of Hong Kong Polytechnic University
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Part 3 - International Physical Activity Questionnaire
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6. {EERMINEHT » (Rl e VISR R 2
[ i@ m KAt NS Va1

] R/ Ao

(& RRE S T A 7 EIER O R FURESEE H] IRIE 2/ DIFEAE - EREEE
TAE ~ R4~

HVESE RARHIRFATAL S > BEEF I DVEFRIEEE £ ~ FsiiiK - SHE BB HAE L
% o

7. FEEFCRE > ERIHEEIERD » (RAEETE T 20/ IS RIALSE ?
[ s@mseRit (/NG > Va1
] Rams/FrgEse

8. MBE—RHAT > (KA ER b B R B R S S e B 0
L% - 0 B E 2

(1345
9. IRIEBIINEE/RER G EBNEZRE O Hk) -

1 2 3 4 5 6 7
| | I |

IEHE ALY ARAF A g 4 REr FEH AT

10, (REREIERSETSRE © GEE O —1)

(1) 9 /NEFEEDA | ()7 % 8 /|N\i% (3)5 % 6 /N
()3 % 4 /N (5) /WA 3 /1N

Reference: Booth, M.L. (2000). Assessment of Physical Activity: An International Perspective.
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Part 4 - Simplified Coping Style Questionnaire
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EH R | EE | AR | &¥
) (EJ3E! {5 (EJ3E!
M @) 3)
1 | TAR ~ B2 — e HAth S B fAREAR 0 1 2 3
2 [ BEAZSEK ~ EEFACIETE 0 1 2 3
3 | EEETEYFN—H 0 1 2 3
4 |HEBEHCHRE B AE HEFEE 0 1 2 3
5 | AEHEREERKE 0 1 2 3
6 |EBRECHIS @ /HECEEFRYFEE 0 1 2 3
T | HHSSTEREIA AR T304 0 1 2 3
8 | AR ~ B S E R oK 0 1 2 3
O | U IE ARy — LA H C WY —EERRE 0 1 2 3
10 | fEZEM N ERES{REEE RO A 0 1 2 3
11| =oR(E AIESF > TS EE) 0 1 2 3
12 | FERHECHEE - BIR - BEAER 0 1 2 3
13 | BHER SRR - BT E—E R 0 1 2 3
14 | BB ~ GO ~ HREESZ SRS SR AR I 0 1 2 3
15 | SRR RTE BN - E— AR E R 0 1 2 3
16 | sE S B(EES 0 1 2 3
17 | HGERI AR RE 0 1 2 3
18 |#ZHE HESHEHEIE 0 1 2 3
19 | 418 AT RE & 3 A R S RO ELIR 0 1 2 3
20 |HEZRES 0 1 2 3

Reference: Xie Y.N. Simplified coping style questionnaire. Chinese Mental Health Journal. 1999; supp 1:122-124.
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Part 5 - Drug Avoidance Self-Efficacy Scale (DASES)
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Reference: Beat Drugs Fund Evaluation Question Set No. 3 (Self efficacy to avoid drug use) (2010 Second Round)
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Part 6 - Self-Anchoring Scale & Personal Wellbeing Index
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Part 7 - Perceived Wellness Survey (PWS)
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Part 8 - Chinese Sport Motivation Scale 1l (CSMSII)
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Part 9 — Physical Fitness Testing Log Sheet
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Case no.:

1. BMI B EEIEE : = {9 NN
2. FEE(cm) : %/ #&E(cm) - BEELLE. BEEHEEES
®:
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F—R
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F—RX:_ cm FR:T . m ~ cm
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Appendix 3 — Testing Instruments Scoring Method

A. International Physical Activity Questionnaire
1. Calculation of MET-min per week
e Formula:

o MET level x minutes of activity/day x days per week

e MET levels:
o Walking = 3.3 METs,
o Moderate Intensity Activities = 4.0 METs
o Vigorous Intensity Activities = 8.0 METs
2. Categorization of three levels of physical activities
e Low
o No activities is reported; or
o Some activity is reported but not enough to meet Categories 2 or 3.
e Moderate
One of the following 3 criteria
o 3 or more days of at least 20 minutes per day; or
o 5 or more days of moderate-intensity activity and/or walking of at least 30
minutes per day; or
o 5 or more days of any combination of walking, moderate=intensity or
vigorous-intensity activities achieving a minimum of at least 600MET-
mintues/week.
e High
One of the following 2 criteria
o Vigorous-intensity activity on at least 3 days and accumulating at least
1500 MET-minutes/week; or
o 7 or more days of any combination of walking, moderate- or vigorous-

intensity activities accumulating at least 3000 MET-minutes/week.

B. Perceived Wellness Survey- Calculation of Wellness Composite Score
1. Score each item from 1, “very strongly disagree” to 6, “very strongly agree.” No
labels are applied to respond options 2-5. Items 2,4, 7,9, 11, 12, 14, 17, 20, 25, 27,
29, 31, 34, 36 are reversely scored.
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Sum all of the subscale means. The result is the Wellness Magnitude.

Divide Wellness Magnitude by 6. The result is called “xbar.”

For each subscale, compute the following: (subscale mean — xbar)2. The result is
called subscale deviation.

Sum all of the subscale deviations, then divide the total by 5 (n-1). The result is called
the variance. Compute the Wellness Balance with the following formula [(square root
of the variance) + 1.25]. The 1.25 is added to the denominator to prevent a Wellness
Balance of 0 from creating an invalid Wellness Composite score.

Compute the Wellness Composite score with the following formula: Wellness

Magnitude/Wellness Balance.

C. Chinese Sports Motivation Scales - Il — Scoring Methods

Amotivation: Sum of Items 2, 10 and 13

Extrinsic Motivation - External regulation: Sum of Items 5, 8 and 15
Extrinsic Motivation - Introjected regulation: Sum of Items 1, 7 and 16
Extrinsic Motivation - Identified regulation: Sum of Items 6, 12 and18
Extrinsic Motivation - Integrated regulation: Sum of Items 4, 11 and 14

Intrinsic Motivation: Sum of Items 3, 9 and 17
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Appendix 4 — Consent Forms for Interviews

Part 1 — Consent Form for Participants
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Part 2 — Consent Form for Coaches and Social Workers
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Appendix 5 — Interview Questions

Part 1 — Interview Questions for Participants

L1 {RSIETETEIFERE S ?
Why do you join in this program?
1.2 IRSh0 T WA Sk 7
Which sport training did you join?

2. ShNERETEAT -

Before participated in the this program,
2.1 {REIZECEEESE ?
What do you expect from this program?

22 R RIS ?

In seven dimensions of wellness, which dimension(s) you would like to improve?

2.3 RERBIRHI R A SRS 7

Do you think your wellness had been improved?

3. HEETETET

During this program,

3.1 RECARHIREEZ L ?

What was the greatest difficulty you had to face?
32 HEEHRZEREHSIRARREESE ?

What caused you unable to attend?

33 FEBRZELIFRrEE ?

What was/were the factor(s) supporting you to continue?

4. ZIEEREEE

After finished this program,

41  FARAEZHECAM EAEAEEE ?
Do you have any physical change?

42 HEAHBECLE EAEEEE?

Do you have any mental/psychological change?
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43 EEHERECH AR A 2

Do you have any social change?

4.4  HRABSERNRTT?

Is there anything you want to change?
45 IR gEiRRFEEHEE ?
Will you keep the habit of exercising?

51 FeRESE IR ERE S AR 405 - B ERVER ?

Do you think that physical exercises are useful for abstinence of drug? If yes, how?

52 nEAFEE) S R o IREr R P Ry ?

If you have to choose between physical exercises and drug treatment, which one would you
choose? Why?

6. WERER DRSS -

If we organize similar activities in the future,

6.1  IREGERSI? R(1EE?

Will you participate again? Why?

6.2  HIHHMIGEER ? AR - R AEE
Is there any other suggestion for improvement?

(e.g. location, time, content, etc.)
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Part 2 — Interview Questions for Coaches and Social Workers

1. From your observation, what is /are the benefits of this program to the participants?
EEHRZEARE - BHETEN 2B G (1T ?

2. From your observation, what is /are the constraints for the participants to take part in this
program?

EECHRZEARE - 28BS IEHTEHIIRGE 2

3. From your observation, which sport training(s) is/are the most popular among the
participants?

TECHIRZACE - W E S SRR 2 2 B ol ?

4. Is there any other suggestion for improvement?

(e.g. location, time, content, etc.)

FRAEAMDE R © iR - B - REE

5. Other comments. Eftr [y 783%
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Appendix 6 — Additional survey in March 2022

CROSS Fitness 2.0 Sport training — Survey with participants (A)

CROSS Fitness 2.0 :EH#ERE 2INENETE (H)

2R CROSS Fitness 2.0 ZHFERIE » FMEGHIRERE LTS » IRIVE REEZR
HpEBUSBIIEE R - BRCHBEYE - [RNEE g EHESET 2 0 AEER
TREMEAN S A7 - ALARIEIERTAIRTRE > ZZ8IR -

1. SRRRERE 2 IIMEESIRTE ? (AT B —IH)
Ot ' O Oy " Opkss " O O sk ° DEk 7 O s
O " Ofgsk 10 Oihag " OTABATA E&ks/4k 2 OVX Bk °
OXAh: _ (FFERWA)

2. FEMIRERSERL T2 ETEEIGRIE ? GRER)
]

3. BRI EIEE iR R EFFIGRIE ? (IEZ R —IH)
El/zﬁ B JME
mhZSPNEIEE
DA R &
Okt 77 A A T3
OE#SE
WOl G w NN
DR A EFRIS 55
O R ERCETHES)
CUESRITHELIER - REIREE
O ERAG » BREEHUY
DA - GEE L))

4. {REVIERTE ?
O% 'O’

5. {REV{EZRGRST
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CROSS Fitness 2.0 Sport training — Survey with participants (B)

CROSS Fitness 2.0 dEEEERE SIERERE (2)
iR 20 CROSS Fitness 2.0 ZEHERIZ - FFTEEEIHIESLUT S > fR0VE R ¥R
B EBUSBIIEE EE - BRCHBEE - [RNEE g EHESET 2 0 AEER
TRAENBAD - A ZIREERTA N RERE - 208K -

I SR ERZES MW GRE 7 (B —IH)
Ot ' Oz=%° Ofn * OpksE ' O OEsk " O Dfs
O ” Of@sk ° OhEs " OTABATA FEgks/l@k “ OVX Bk ©
DIELAL - GLEE)

0. STMIESEREENIR A B 2021 47 12 F R By L A (R BN AT 2
0% ' DA B EE S B

3. BERRIESEECERE SR E] 2021 4E 12 HE B IEHEEER R ?
OfFH — 2K
OF2#H—EmK
D2 =2’

OEgR#AEAR
mISSN

4, R R E TR S EEIE 2 (A B —TH)
IR B B
O B HOES A5
IR A O < 3 R e
CIER A 0 & Fio i 4
O Bk B oA s
IR B 52 AR AR
IR 52 A A E Y
O B oS O R e
O, )

5. REIFEIRZA RREETEEE ? (T2 %R —IH)
W)RZSEIIpAE -l
g SPNE
myiZSLSER
A &yt 7 /28
mET 2y N
OffuEE KR °
DR Ry BT B DR - USRS,
DR 2 » R (EHeES)
DAL - GEEIEE))
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6. IRIESEROEB G - S I ?

OF '
A[EE T 6.1)
mHEZEN

(A a[% T EE 6.2)

6.1 a) IREBMEEHVETHEZ ?

R
b) (BUE R AT 4T AL B F e 2
OfF '
Ot °
CEERE

6.2 IRARKA AT RSB IAGHEE ?
O%F "
mhZs

7. HMUER GERI) |

8. IRAVMERE ?
0% 'O’

9. RHVME LR -
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Appendix 7 — List of Centres and Hostels

List of Counselling Centres for Psychotropic Substance Abusers
Hong Kong Christian Services — “Hero +” MSM Support Service
Hong Kong Sheng Kung Hui Welfare Council — Neo Horizon

Tung Wah Group of Hospitals — CROSS Centrea

List of Drug Treatment and Rehabilitation Centres and Halfway Houses

Barnabas Charitable Service Association Limited — Lamma Training Centre

Barnabas Charitable Service Association Limited — Ma On Shan Half-way House

Caritas Wong Yiu Nam Centre

Hong Kong Christian Service Jockey Club Lodge of Rising Sun

The Society for the Aid and Rehabilitation of Drug Abuser — Sister Aquinas Memorial

Women’s Treatment Centre

List of Hostels

Hong Kong Juvenile Care Centre
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