
ABSTRACT 

 

MOUTON, LAUREN NICOLE.  Current Practices for Serving Youth with Special Health 

Care Needs in the Camp Setting.  (Under the direction of Dr. Jacklyn Bruce.). 

 

The purpose of the study was to describe the differences in the current practices for serving 

youth with special health care needs in 4-H camping programs and those offered by formally 

accredited American Camp Association (ACA) camping programs.  The population for this 

study was directors of all resident summer camps in the United States, excluding those that 

are for-profit entities, faith-based, or day-camps.  For the purposes of this study, three distinct 

groups were recognized:  (1) 4-H affiliated camps, (2) ACA-accredited camps primarily 

serving youth with special health care needs, and (3) non-specific ACA-accredited camps.  A 

simple random sample of 286 participants were selected with a response rate of 40%; this rate is 

higher than the 27% response rate typically achieved through e-mail surveys (Fraze, Hardin, 

Brashears, Smith, & Lockaby, 2002).  Participants reported on camps’ current practices for 

serving youth with special health care needs in the areas of health care, staff, training, and 

programs and facilities.  It was reported that most camps follow procedures suggested by the 

American Camp Association and related literature regarding each of these component areas.  

Based on standards set by the American Camp Association, as well as practices suggested by 

related literature, several strengths and weaknesses were noted by participants.   Significant 

differences in the practices employed by each of the three groups of camps were described in 

the study.   Included are recommendations for practice, recommendations for the field, and 

recommendations for future research. 
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 This research is dedicated to the campers – those I have worked with personally, and 
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have worked with such vibrant, accepting, generous, and aspiring individuals as you.  
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dreams.‖  To you, I say – dream big. 
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                                                         Chapter 1:  Overview 

 Youth camping programs were first established in the mid 1800s.  These early camps 

were designed to compliment academic programs for young boys.  Camps for special 

populations began to appear a few decades later, followed by institution-based camps such as 

those affiliated with Young Men and Women's Christian Associations and Boy and Girl 

Scouts.  To ensure quality camp programming across the country, the American Camp 

Association (ACA) established itself as an accreditation agency in 1910.  Though the ACA 

accredits more than 2,400 camps today, not all camps choose to undergo this process.  4-H 

camps pride themselves on offering quality programs to more than half a million youths from 

a variety of backgrounds and ability levels, yet many of them are not accredited by the ACA.  

In accordance with an emphasis on diversity in 4-H involvement as well as extensive 

participation in camping programs, an assessment of 4-H camps' accommodations for youth 

with special health care needs is necessary. 

 Sleeping in tents, fishing, swimming in the lake, and hiking are examples of the kinds 

of memorable activities experienced by many generations of youth in attendance at summer 

camp.  Organized camping is part of an outdoor education movement that began almost 200 

years ago in response to increased community urbanization.  Today, there are more than 

12,000 camps in existence, serving approximately 10 million youth across the country each 

year (Camp Trends, 2010).  Early pioneers in the camping industry may be surprised to 

discover a variety of issues that continue to appear in the field of organized camping nearly 

two centuries later.  Advances in technology, urbanization, ever-changing youth interests, and 

diversity are just a few examples of factors continuing to affect the evolution of camping 
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programs. 

 Although most sources credit the Gunnery Camp in Connecticut, organized in 1861, 

as the first residential camping program, many similar programs were established at this 

time, as well (Carlson, 2000; Eells, 1986).   Another pioneer camping program, Round Hill 

School in Massachusetts, was employing methods of experiential education, or ―learn by 

doing,‖ emphasized as a compliment to the academic experience.  This process encouraged 

students to apply concepts learned in the classroom on topics related to geology, plant 

science, and health (Bennett, 1968).  Goals of these early camps centered around three major 

themes:  taking youth out of increasingly urbanized areas by trading cities for more natural 

environments; keeping students busy throughout the summer months; and extending the 

―moral and masculine skills of developing boys‖ (Eells, 1986, p. 29-35). 

 Early camping programs, like the Gunnery Camp, served boys of varying degrees of 

educational level and social status.  It was not until several decades later that additional 

populations such as children with specialized needs, and females, were incorporated into the 

organized camping movement.  In 1876, Rothrock Camp, near Philadelphia, was established 

by Dr. Joseph Rothrock.  This camp for feeble youth was based on Rothrock's appreciation 

for health and physical fitness, as well as his own struggles with poor physical health over 

the course of his life (Carlson, 2000; Eells, 1986; Meadows, 1995).  In effect, these efforts 

laid the foundation for additional camping programs designed for unique populations, and 

more specifically, those for youth with special needs.   

 In the latter part of the nineteenth century, additional camps for children with physical 

handicaps sprung up.  Sponsored by religious and other charitable organizations, such 
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programs were often affiliated with special schools for children with physical handicaps.  

These early programs served children with chronic conditions or malnourishment, and gave 

way to the establishment of additional camp programs for children with special needs at the 

start of the twentieth century (Eells, 1986).    

 In this trend, ―Institutions that serve children were attracted to the organized camping 

movement because it afforded an opportunity to better serve the respective missions in 

helping youth‖(Meadows, 1995, p. 17).  In 1853, the Children's Aid Society of New York 

became the first social service agency to join the movement, soon joined by the Young 

Women's Christian Association (YWCA) in 1874, the Young Men's Christian Association 

(YMCA) in 1885, the Boys' Club of Massachusetts in 1900, Boy and Girl Scout programs in 

1910 and 1912 respectively, as well as Camp Fire Girls in 1914 and 4-H in 1915 (Meadows, 

1995).  It was during this period of increasing popularity among camping programs in the 

early 20
th

 Century that the need for a centralized camping model and standard of practice 

arose.  

 In 1910, the Camp Directors Association of America (CDAA) was founded by Alan 

S. Williams.  Known today as the American Camp Association, this organization authorized 

―a model and standardizing influence for the organized camp experience for the young‖ 

(ACA Anniversary Timeline, 2010, p. 10).  In addition to serving as the primary standards 

and accreditation organization for youth camping programs in the United States, the 

American Camp Association (2010) maintains that: 

 ACA works to preserve, promote, and improve the camp experience. Our association 

 is committed to helping our members and all camps provide: 

 Camp communities committed to a safe, nurturing environment  
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 Caring, competent adult role models  

 Healthy, developmentally-appropriate experiences  

 Service to the community and the natural world  

 Opportunities for leadership and personal growth  

 Discovery, experiential education, and learning opportunities  

 Excellence and continuous self-improvement (p.1)  

 

 Given its primary function is to serve as an accreditation organization, the ACA 

―establishes guidelines for needed policies, procedures, and practices for which the camp is 

responsible for ongoing implementation‖ (American Camp Association Accreditation...Tell 

Me More, p. 1).  While the ACA standards for camp programs and services feature nearly 

every aspect of camp operation and management, they are organized into ten component 

areas:  Site and Food Service, Transportation, Operational Management, Health and 

Wellness, Human Resources, Program Design, Program Aquatics, Adventure/challenge 

programs, Horse Programs, and Trip and Travel Programs.   Accreditation standards were 

most recently revised by a Council of Delegates who met in Chicago, in February 2006 

(ACA Anniversary Timeline, 2010). 

 In order to become accredited, camps must complete an extensive process, which 

involves an initial application, attendance at an ACA-provided standards course, and 

preparation of materials indicating compliance with a portion of the stated regulations.  

Furthermore, it is mandatory for camps to meet certain standards—specifically those related 

to ―staff screening, emergency exits, first aid, aquatic-certified personnel, storage and use of 

flammables and firearms, emergency transportation, and obtaining appropriate health 

information‖ (American Camp Association Accreditation...Tell Me More, n.d., p. 1).  Every 

three years, a site visit by ACA-trained visitors is required while the camp is in full operation, 
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and an annual signed statement of compliance is also necessary (Steps to Becoming ACA 

Accredited, 2010).   

 Accreditation with the American Camp Association is a voluntary process; to date, 

there are more than 2,400 camps who are accredited by ACA (Find a Camp, 2010).  These 

camps are diverse in their locations, activity offerings, and target audiences.  Some 

accredited camps offer only day-time programs, while others are resident camps.  The age of 

participants, cost for attending, length of stay, as well as affiliation and specialty areas vary 

greatly by camp program.     

 Not all camps choose to pursue the process of accreditation, however, and this can be 

for a variety of reasons.  For example, some camps believe they are unable to meet unusually 

high standards that are assumed to be required by the American Camp Association.  Some 

camps believe that a state licensure is ―enough‖ to ensure a quality program.  Others believe 

that the process would put a financial strain on the camp, or that the camp does not employ 

enough staff to assist with contributions to the process (Dispelling Myths About 

Accreditation, 2010).  

 4-H is one organization that tends to fall into the category of non-accredited camps.  

In fact, of the hundreds of 4-H camps across the nation, there are only about 50 resident 

(over-night) 4-H camps accredited by the American Camp Association (Find a Camp, 2010).  

Additionally, only 16 of the 50 states and the District of Columbia provide accredited 

camping programs (Find a Camp, 2010).  Given this information, additional research is 

needed to further understand the structure, design, and programs featured at 4-H camps 

across the country.   
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 As an organization, 4-H is broad and diverse; it serves youth in various locations, 

backgrounds, and interest areas.  In fact, 4-H is our nation’s oldest and largest youth 

organization, reaching a total of more than 7 million youth each year (Join 4-H!, 2006).  Tied 

to the National Institute of Food and Agriculture (NIFA), a branch of the United States 

Department of Agriculture (USDA), 4-H programs are ―prohibited to discriminate in all its 

programs and activities on the basis of race, color, national origin, sex, religion, age, 

disability, political beliefs, sexual orientation, and marital or family status‖ (4-H National 

Headquarters, n.d.).  This concept is based in federal law, most commonly known as the 

American Disabilities Act (1990), that states, ―No qualified individual with a disability shall, 

by reason of such disability, be excluded from participation in or be denied the benefits of 

services, programs, or activities of a public entity, or be subjected to discrimination by any 

such entity.‖ 

 As a result of this legislation, 4-H programs are required by law to provide for the 

needs of all youth, including those with special needs.  This does not mean that every activity 

must be accessible to every person with a disability, but it does mean that reasonable efforts 

should be made to accommodate the participation of these individuals in 4-H programs 

(Boone, D. A., Boone, Jr., H. N., Reed, C., Woloshuk, J.M., & Gartin, S. A., 2006).  

Likewise, Dr. Cathann Kress, former Director of Youth Development at 4-H National 

Headquarters truly illustrated this concept when she said:   

 As 4-H faces its second century, we know that it's not just rural children who need 

 these opportunities, but all children, those living in urban and suburban areas, boys 

 and girls of different income levels, ethnicities and religions.  Another unique feature 

 of 4-H, is that  all youth are welcome in 4-H programs (Kress 2004, p. 2).    
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 In order to extend this welcome, 4-H must make a concerted effort to include youth 

with diverse interests, cultural backgrounds, and needs and ability levels in their programs.  

Through inclusive programs, all children—including those with and without disabilities—

have the opportunity to participate in the same activities, lessons, and events.   Youth in such 

programs are considered unique, each with their own strengths and needs.  These programs 

must constantly evolve to make accommodations that ensure benefits for all participants.  In 

4-H, inclusive programs can range from club activities, to contests and events, as well as 

workshops and service projects.   

 Camping is one such 4-H activity in which efforts can be made to develop inclusive 

programming.  Federal law (American Disabilities Act, 1990) mandates physical   

accommodations for camp facilities, but adjustments in several additional component areas at 

camp may be necessary, as well.  These adjustments to component areas may include health 

care, staff training, and programs.  The adjustments depend, of course, on the type and degree 

of special needs that are served through the 4-H camping program.   

 Categories of special needs can range from physical disabilities, to emotional and 

behavior disorders, to chronic illnesses or special health care needs, to any combination of 

the three.  Children with special health care needs are especially unique in their demands at 

camp.  Based on work by the Maternal and Child Health Bureau's Division of Services for 

Children with Special Health Care Needs, McPherson, Arango, and Fox et al. (1998) indicate 

that, 

 Children with special health care needs are those who have or are at an increased risk 

 for a chronic physical, developmental, behavioral, or emotional condition and who 

 also require health and related services of a type or amount beyond that required by 
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 children generally (p. 138).  

 

Specifically of interest to 4-H camps accommodating children with special health care needs 

are four components areas:  health care, staff training, and programs and facilities 

accommodations.  For this reason, research studies regarding these components are necessary 

and useful to the adequate service of youth with special health care needs at 4-H camp.   

Nature of the Problem 

 4-H serves more than seven million youth each year (Join 4-H!, 2006).  It reaches 

both boys and girls, from all different backgrounds, races, ages, and walks of life.  Youth are 

exposed to 4-H programming through club membership, special interest/short-term 

programs, school enrichment programs, mentoring programs, after-school programs, and 

much more.  One of the largest opportunities for youth to participate in 4-H is through its 

camping program.  In fact, more than half a million youth participated in 4-H camping 

programs in 2008 (National 4-H Headquarters).   

 A recent study by the National Survey of Children with Special Health Care Needs 

(NS-CSHCN) and the National Survey of Children’s Health (NSCH) addressed the 

prevalence of children and families with special health care needs.  The study indicated that 

nearly 14 percent of American children ages 0-17 have special health care needs; this means 

that there are about 10.2 million children who fall into this category of special needs (Data 

Resource Center for Child and Adolescent Health, n.d.).  Additionally, statistics show that 1 

in 5 households in the United States have at least one child with special health care needs, 

meaning more than 8.8 million households are faced with this issue (Data Resource Center 

for Child and Adolescent Health, n.d.).   
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 Given the prevalence of children with special health care needs in the United States, it 

would be fair to assume that some of these children participate in camping programs, and 

even further, that some children with special health care needs attend 4-H affiliated camping 

programs.  There is little research, however, regarding youth with special health care needs at 

summer camps, specifically with those camps who are affiliated with 4-H or any other 

organization.  In accordance with an emphasis on diversity in 4-H involvement as well as 

extensive participation in camping programs, an assessment of 4-H camps' accommodations 

for youth with special health care needs is necessary.  

Purpose of the Study 

 Serving youth with special health care needs in a camp program is a daunting task.  In 

addition to federally-mandated accommodations to camp facilities, considerations for health 

services, programmatic adjustments, and staff training are other areas of concern when 

serving these youth.  The purpose of the study is to describe the difference in service to youth 

with special health care needs in 4-H camping programs to those offered by formally 

accredited ACA camping programs.  This was performed through an assessment of 4-H and 

ACA camps' accommodations for youth with special health care needs.  The goal of the study 

was to identify accommodations made by camps for youth with special health care needs, 

and to encourage inclusive camping programs. 

Research Objectives 

 The objectives of this study were as follows:  

1. Determine current practices for accommodating youth with special health 

care needs that attend 4-H and ACA camps. 
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2. Identify strengths and weaknesses of 4-H and ACA camping programs in 

accommodating youth with special health care needs. 

3. Describe the differences in the current practices for accommodating youth 

with special health care needs at 4-H and ACA camps. 

Significance to the Institution 

 Due to the scope of 4-H programming, this study will be significant to 4-H programs 

across the country, especially those with camping programs.  If significant accommodations 

for children with special health care needs are noted at both 4-H affiliated and ACA 

accredited camps, these efforts to serve diverse groups of youth will be validated.  Strengths 

and weaknesses noted from this study will be useful in the strategic planning and 

improvement of camps in either category.   

 Results from this study will also be of interest to parents across the nation.  If 

accommodations for youth with special health care needs are observed at these camps, 

parents of children without special needs youth may gain an increased appreciation for 

disability awareness, and support additional participation for their children, as well as 

encourage their membership in 4-H.   For parents of children with special needs, knowledge 

of camping accommodations for these children may be a welcomed opportunity for 

educational and social experiences.  Finally, other youth camping programs may take heed of 

4-H's attempts to accommodate youth with special health care needs into the camp setting.    

Definition of Terms 

1. Accreditation - credentialing of an academic institution and specific curriculum 

that meets or exceeds prescribed criteria of educational quality with regard to 
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professional preparation curricula (Robertson & Long, 2008, p. 283) 

2. Disability - a physical or mental impairment that substantially limits one or more 

of the individual’s major life activities, such as caring for one’s self, performing 

manual tasks, walking, seeing, hearing, speaking, breathing, learning, and 

working (Americans with Disabilities Act, 1990).  

3. Formal education - institutionalized, chronologically graded and hierarchically 

structured educational system, spanning lower primary school and the upper 

reaches of the university (Coombs & Ahmed, 1974, p. 177).  

4. Health condition - the current health status of a person, regardless of whether a 

disease, disorder, or trauma exists (Robertson & Long, 2008, p. 286) 

5. Holistic - considering all aspects or properties of a given phenomenon, system, 

situation, or problem (Robertson & Long, 2008, p. 286) 

6. Inclusive recreation - recreation opportunities designed so that people with 

disabilities can experience leisure in mainstream society.  Three venues of 

inclusive recreation are community reintegration programs, community 

integration programs, and community development programs (Robertson & Long, 

2008, p. 286) 

7. Normalization principle - a theoretical framework developed by the Scandinavian 

academic Bengt Nirje to help people with disabilities become included in 

mainstream society.  Makes available to persons with disabilities patterns of life 

and conditions of everyday living that are terms of life and conditions of everyday 

living that are as close as possible or indeed the same as the regular circumstances 
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and ways of life of their communities (Robertson & Long, 2008, p. 288) 

8. Professional development - the exchange and transmission of professional 

knowledge through professional associations, conferences, workshops, and 

publications (Robertson & Long, 2008, p. 289) 

9. Therapeutic recreation -  the purposeful enhancement or exercising of leisure as a 

means of maximizing a person's overall health, well-being, and quality of life 

(Robertson & Long, 2008, p. 290) 

10. Special Needs – The unique, out-of-the-ordinary concerns created by a person's 

medical, physical, mental, or developmental condition or disability. Additional 

services are usually needed to help a person with one or more of the following:  

social norms and interaction, cognitive functioning, communication, physical 

adaptation, and self-care (Adapted from the Center for Improvement of Child 

Caring, n.d.). 

Assumptions 

 Given the nature and design of the instrument, it is assumed that the instrument is 

stable in accordance with quality research work.  It is also assumed that State 4-H Program 

Leaders and directors of camps that receive the survey are knowledgeable and capable of 

providing complete, accurate responses to represent the total population of resident youth 

summer camps in the United States.  Assumption of these features is necessary for 

acceptance of this research as comprehensive, quality work.   

 

 



13 

 

Summary 

 Established in the mid-1800s, early youth camping programs were designed to 

compliment academic programs for young boys.  A few decades later, camps for special 

populations began to appear, and were soon followed by institution-based camps such as 

those affiliated with Young Men and Women's Christian Associations and Boy and Girl 

Scouts.  As a means of ensuring the provision of quality camp programs across the country, 

the American Camp Association (ACA) established itself as an accreditation agency in 1910.  

While more than 2,400 camps are now accredited by the ACA, not all camps choose to 

undergo this process.  4-H camps pride themselves on offering quality programs to more than 

half a million youths from a variety of backgrounds and ability levels, yet many of them are 

not accredited by the ACA.  However, based on the emphasis of diversity in 4-H involvement 

as well as extensive participation in camping programs, it is necessary to conduct an 

assessment of 4-H camps' accommodations for youth with special health care needs. 



14 

 

    Chapter 2:  Review of Literature 

Theoretical Foundation  

 The foundation for this study is based on the theory of inclusive education, or 

―inclusion.‖  In 1975, the Individuals with Disabilities Education (IDEA) Act was passed, 

stating that ―children with disabilities have the right to an education in the least restrictive 

environment (LRE)‖ (Villa & Thousand, 2003).  As a result of this legislation, many schools 

have made efforts to educate students with disabilities by including them in general education 

classrooms, rather than in separate, ―special education‖ classrooms.   

 Most commonly known for its implementation in formal educational settings, the 

theory of inclusion evolved from a 1970's ―parent-initiated effort‖ to educate youth with and 

without disabilities in a fair, diverse, inclusive educational environment (Reid, 2010).  More 

recently, inclusion has been defined as the context in which 

 ...all students are educated in general education programs.  Inclusion is when a 

 student with special learning and/or behavioral needs is educated full time in the 

 general education program.  Essentially, inclusion means that the student with special 

 education needs is attending the general school program, enrolled in age-appropriate 

 classes 100%  of the school day (Idol, 1997, p. 384).  

 

This practice of inclusion is different from mainstreaming, which places students with 

disabilities in the general education classroom for one portion of the day, whereas the other 

portion of their educational program is conducted in a special education classroom (Idol, 

1997).   

 It is generally assumed that inclusion in schools applies to students' academic abilities 

or emotional and behavioral needs.  However, cultural and ethnic diversity, socio-economic 

status, and health condition also provide the basis for inclusive educational environments 
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(Parsons & Beauchamp, 1995).  The fact of the matter is that, ―inclusion is inclusion...[and] 

all students are included‖ (Parsons & Beauchamp, 1995, p. 13).  Furthermore, inclusive 

educational environments are generally assumed to benefit all students, especially in 

removing barriers, improving outcomes, and increasing acceptance of diversity (Lindsay, 

2003; Stockhall & Gartin, 2002).  Quality provision of these environments, however, 

depends greatly on educator confidence and skill level (Combs, Elliott, & Whipple, 2010; 

Idol, 2006; Richards, 2010; Salend & Garrick Duhaney, 1999).   

 In formal educational settings, the most common challenge associated with inclusion 

was lack of training for educators (Logan, 1994; Reid, 2010; Wilson-Younger, 2009).  While 

educators who are certified in special education have received extensive training in working 

with diverse student needs, teachers of general education are less likely to have received 

extensive formal training in this area (Logan, 1994). Time and time again, teachers indicated 

a need and desire for professional development programs aimed at equipping educators with 

the skills to educate children of all abilities (Idol, 1997; Logan, 1994; Richards, 2010).  Idol 

(2006) demonstrated the need for training educators to accommodate students with special 

needs in three categories: adaptations of instruction, curricular adaptations, and student 

discipline and classroom management.  In order to improve educators' confidence in 

employing appropriate instructional modifications and classroom management techniques, 

further professional development trainings are suggested (Idol, 2006).   

 As previously indicated, consideration must be given to student health condition in 

inclusive educational environments (Parsons & Beauchamp, 1995).  While there may be 

many ways to categorize varieties of health conditions affecting students in formal 
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educational settings, this is not what matters; instead, the specified needs associated with 

providing a safe environment for all students, in order to ensure a suitable environment for 

learning, is of the utmost importance.  Parsons & Beauchamp (1995) said  

 Schools need to actively discuss health care and emergency medical plans, how 

 educational teams will communicate, how curriculum will be shaped, how to deal 

 with school absences, what student placement considerations should be made, how 

 orientation and technical assistance should be done, how transition into a regular 

 classroom should be accomplished, and how transportation is affected (p. 14-15).   

 

With this prior planning and attention to detail, the process of meeting students' physiological 

and safety needs lays the foundation for their holistic growth and development (Slavin, 2003, 

p. 332).   

Inclusion in Non-formal and Informal Settings 

 In order to provide for the holistic development of youth, formal education is 

complemented by non-formal and informal learning.  Coombs and Ahmed (1974) describe 

non-formal education as ―any organized, systematic, educational activity carried on outside 

the framework of the formal system to provide selected types of learning to particular 

subgroups in the population...‖ (p.177). Similarly, informal learning refers to ―the lifelong 

process by which every person acquires and accumulates knowledge, skills, attitudes, and 

insights from daily experiences and exposure to the environment‖ (Coombs & Ahmed, 1974, 

p.177).  Examples of non-formal and informal learning opportunities for youth include those 

provided though extracurricular, community, and faith-based organizations such as sports 

teams, service groups, and youth agencies.   

 Just as in formal education, inclusion is an important consideration in non-formal and 

informal settings.  Tormoehlen and Field (1994) indicated that, 
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 All youth, regardless of their physical and mental conditions, need and deserve the 

 opportunity to be involved in activities unique to their own special talents and 

 interest.  They also need to be integrated, to the greatest extent possible, with other 

 children with and without disabilities in preparation for adulthood in a world with 

 great diversity (p. 1). 

 

Unfortunately, there is little research concerning the integration of children with special 

needs in youth organizations such as Boys and Girls Clubs of America, the Young Men's 

Christian Association (YMCA), and others.  It may be the result of this lack of research that 

some professionals perceive there to be few non-formal educational opportunities available 

to youth with disabilities (Boone, Boone, Reed, Woloshuk, & Gartin, 2006).  There is, 

however, some literature on the inclusion of youth with special needs in Boy/Girl Scouts and 

4-H programs (Fredericks, 1987; Goble & Eyre, 2008; Stumpf et al, 2002; Tormoehlen & 

Field, 1994).   

 Similar to research in the realm of formal education, the topic of training was most 

frequently discussed in regard to including youth with special needs in 4-H programs.  Even 

those studies which focused on attitudes or perceptions often referenced knowledge, 

understanding, and previous experience as factors associated with the development of such 

traits (Coleman & Booth, 1984; Boone et al., 2006).  Although Extension professionals hold 

generally favorable attitudes and openly support the inclusion of youth with special needs in 

4-H, over two thirds of those surveyed reported inadequate training for working with these 

youth (Boone et al, 2006).  These findings are similar to those reported by Coleman and 

Booth (1984).  

 Coleman (1984) went on to further study the need for specific content within training 

programs designed for Extension professionals and volunteers who work with youth who 
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have special needs.  It was reported that while less than 40% of Extension volunteers in 

Maryland were comfortable working with youth who have any one specific disability, they 

were most comfortable working with youth who have hearing impairments and physical 

disabilities (Coleman, 1984).  From this information, it was concluded that it is important to 

educate leaders about various disabilities, including the mechanisms for handling various 

situations associated with each disability.  In a complementary statement, Coleman (1984) 

indicated the necessity for educating professionals and volunteers on reviewing and revising 

4-H projects and activities in order to make them more accessible to youth with special 

needs.   

 While only 30% of Extension professionals in West Virginia described programs 

designed for youth with special needs, more than 60% reported that there were youth with 

special needs enrolled in 4-H clubs in their county (Boone et al, 2006).  In accordance with 

the need for training and prevalence of youth with special needs in communities across the 

country (Data Resource Center for Child and Adolescent Health, n.d.), several states have 

designed programs to educate Extension professionals and volunteers for better-

understanding specific disabilities and adapting curricula and programs to meet the needs of 

all youth (Goble & Eyre, 2008; Stumpf, Henderson, Luken, Bialeschki, & Casey, 2002; 

Tormoehlen & Field, 1994).  Sensitivity trainings, or disability awareness programs, served 

to educate professionals, volunteers, parents, and youth in North Carolina and Ohio (Stumpf 

et al., 2002; Goble & Eyre, 2008).  Even more holistic was the program developed in Indiana 

that focused on three parts:  materials dissemination, leader training, and exhibits 

(Tormoehlen & Field, 1994).  It is evident that programs and curricula such as these are 
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necessary and important for the provision of quality, inclusive 4-H programs.   

 It may be surmised that opportunities for inclusion are limited outside of the formal 

education system (Fennick & Royle, 2003).  Despite efforts by Boy/Girl Scouts and 4-H to 

provide inclusive programs, parents have expressed discontent with the availability of 

suitable recreation programs for their children with special needs (Jones, 2000 & 2003/2004).  

Of the current programs that do exist for youth with special needs, many of these follow the 

traditional format of what is referred to as ―special recreation,‖ or ―services that are 

specifically for individuals with disabilities and which may involve accommodations for 

these persons‖ (Austin, Lee, & Getz, 2008, p.165).  Special recreation programs are diverse 

in their geographic location and programmatic focus.  Examples include adaptive sports 

leagues, aquatic and hippotherapy programs, and the Special Olympics (Bintzler, 2006; 

Carnahan, 2008; David, 2007; Jones, 2003/2004).  While these segregated, homogeneous 

programs are good opportunities for individuals to develop social and communication skills, 

there is said to be greater benefit that results from integrated recreation services (Schleien & 

Green, 1992).   

 Whereas special recreation involves separate programs for individuals with special 

needs, inclusive recreation refers to programs which incorporate individuals with and without 

disabilities in combined recreation programs (Austin et al., 2008).  Formally, inclusive 

recreation is defined as, ―Recreation opportunities designed so that people with disabilities 

can experience leisure in mainstream society‖ (Robertson & Long, 2008, p. 287). Much of 

the research concerning inclusive recreation programs focus on challenges and barriers for 

providing this type of service.   
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 Awareness, education, and training are common barriers for providing quality 

inclusive recreation programs (Coleman & Booth, 1984; Devine & McGovern, 2001; 

Fennick & Royle, 2003; Goble & Eyre, 2008; Jones, 2003/2004; Magill-Evans, Darrah, & 

Adkins, 2003/2004; Scholl, Smith, & Davison, 2005).  Several studies have pointed toward 

the need for greater knowledge of specific disabilities, the inclusion process, planning and 

development of policies for including diverse individuals, and the recognition of unique 

challenges among participants in recreation programs (Devine & McGovern, 2001; Fennick 

& Royle, 2003; Jones, 2003/2004; Magill-Evans, Darrah, & Adkins, 2003/2004; Wachter & 

McGowan, 2002).  Research also points to a need for strategies for making programmatic 

adjustments and choosing appropriate activities based on individualized needs of participants 

(Devine & King, 2006; Fennick, & Royle, 2003; Jones, 2003/2004; Magill-Evans et al, 

2003/2004; Scholl, Smith, & Davison, 2005; Wachter & McGowan, 2002).  While 

adjustments to facilities are generally governed under federal legislation, research suggests 

better use of existing facilities, the purchase of adaptive equipment, and training for 

providing modifications to current equipment (Devine & King, 2006; Devine & McGovern, 

2001; Jones, 2003/2004; Scholl et al., 2005; Wachter & McGowan, 2002). 

 Inclusive recreation in practice ranges from programs which gradually incorporate 

individuals with special needs into general recreation programs as their skills and abilities 

increase, to full communities accepting the concept of inclusion in all facets of recreation.  

Bintzler (2006) and David (2007), respectively, wrote about aquatic and hippotherapy 

programs designed to mainstream participants into general programs as their skills developed 

with practice.  Described by Roberts (2009), universal access playgrounds in are in use by 
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one Florida county Parks and Recreation program.  Defined by the Center for Universal 

Design at North Carolina State University, universal design is ―the design of products and 

environments to be usable by all people to the greatest extent possible without the need for 

adaptation or specialized design‖ (Roberts, 2009, p. 44).  Likewise, accessible playgrounds 

and sports fields are also available in Virginia and Arizona (Avrasin, 2007; Van Wezel, n.d.).    

 Camping is another avenue for recreation that is enjoyed by youth across the country.  

There are a wealth of resources that describe benefits to youth development through summer 

camp experiences, as well as attitudes among parents and families, and evaluation of specific 

programs (Garst & Bruce, 2003; Henderson, Christopher, Whitaker, Bialeschki, & Scanlin, 

2006).  Just like other forms of recreation, both specialized and inclusive camping programs 

are available to children with special needs.  With regard to this additional avenue for youth 

recreation, it is important to understand the purpose and design of both specialized and 

inclusive camps.   

 Disease-specific, or ―specialized,‖ camps are similar to special recreation programs 

insomuch as they are purposeful in their target audience, usually offering programs to 

children with a specific disability or chronic health condition.  In programs such as these, 

―Camps are dedicated to promoting programs and activities adapted for children's diseases.  

Camp staff members must be knowledgeable about diseases and the potential needs of the 

children‖ (Klee, Greenleaf, & Watkins, 1997, p. 57).  Several national organizations are 

known for offering specialized camping programs for children; the American Diabetes 

Association (ADA), Muscular Dystrophy Association (MDA), and the American Cancer 

Society (ACS) each provide summer camp experiences to youth with diabetes, muscular 
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dystrophy, and cancer, respectively.  Often, the goals of specialized camps include education, 

adjustment to health condition, and practice with dietary and medical compliance 

(Rosenbloom, 2001; Sawin, Lannon, & Austin, 2001; Silvers, Holbreich, Go, Morrison, 

Dennis, Marostica, & Buckley, 1992).  A noted of specialized camping is peer interaction 

resulting in greater self-esteem and self-image, while one reported disadvantage was an 

increased concern for peers' health status (Hvizdala, Miale, & Barnard, 1978; Klee, 

Greenleaf, & Wakins, 1997; Warady, Carr, Hellerstein, & Alon, 1992).  

 It might be assumed that children with special health care needs are too medically 

fragile to attend a typical summer camp (Powars & Brown, 1990; Travis & Schreiner, 1984; 

Warady, Carr, Hellerstein, & Alon, 1992).  However, mainstream, or ―inclusive,‖ camps 

enroll all children and...have facilities and medical staff available to assist with 

medications...in camps or near camps.‖ (Klee et al., 1997, p. 57).   Additionally, some 

children prefer to attend inclusive camps because they offer realistic opportunities for peer 

interaction and allow for the practice of developing friendships with peers who do not have 

special health care needs, which often results in a greater sense of confidence and self esteem 

(Klee et al., 1997).  Despite the prevalence of research pertaining to specialized camping 

programs, there is little research on the structure of inclusive camps, programmatic 

adaptations, staff training content, or health and emergency management practices.  

 A review of the literature resulted in a compilation of several practices that were 

found to be useful in the execution of specialized camping programs (Hvizdala et al., 1978; 

Klee et al., 1997; Powars et al., 1990; Silvers et al., 1992; Smith, Gotlieb, Gurwitch, & 

Blotcky, 1987; Travis & Schreiner, 1984).  A simple list of these include: 



23 

 

 Camp is available at little to no cost for youth, based on agency/organizational 

sponsorships and grant funds. 

 Qualified medical staff are on-site or available for consultation at most times, 

generally 24-hours each day. 

 Daily programs and activities resemble those offered at other summer camps. 

 Camp administration ensures a safe, quality camping program by adhering to 

strict staff-camper ratios.   

 Staff are experienced and sensitive to campers' social, physical, and emotional 

needs. 

 Staff orientation and training includes an overview of camp policies and 

procedures, emergency protocols, and safety measures, as well as basic 

knowledge of camper development and chronic illnesses.   

 Parents are provided with general camp information via mailings that are sent 

with camp registration information.   

 Parents and staff work together to discuss camper needs and issues throughout 

the check-in process.   

 An evaluation of camper growth and development is completed before and 

after the camp session.  

 

It may be suggested that each of these practices are applicable to all youth camping 

programs, regardless of target audience or specialty area.   

 In any case, camping serves as a catalyst for normalization of youth, especially those 

with special needs (Brown, 2005; Sawin et al., 2001; Swenson, 1988; Thomas & Gaslin, 

2001).  Regarding camps that are committed to serving all youth, the American Camp 

Association noted a foundational concept, 

 that these are CAMPS for CHILDREN who have special health care needs, in that 

 order of priorities; thus it should be assured that the children have a positive camp 

 experience.  The emphasis should be that these children can participate in all camp 

 activities.  While they cannot be ignored, special medical conditions or needs should 

 not be the overriding issues for these children.  The camping experience offers the 

 children a vacation away from their parents.  The camping experience assists in 

 teaching children independence and self-discipline in their approach to their condition 

 and their approach to life (Rosenbloom, 2001, p. 513).   

 

The impact of this school of thought can be far-reaching in the broad world that is this 

movement toward inclusive camping.  
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Summary 

 The theory of inclusion serves as the foundation for this study, based on its focus of  

including children with special needs in activities and educational experiences that have been 

designed for all children.  Inclusion is a focus not only of formal education, but also of 

informal and nonformal educational settings.  Ideally, summer camps are designed to serve 

youth of all backgrounds and abilities.  By including and accommodating youth with special 

health care needs in these programs, summer camps are effectively meeting the standards of 

the IDEA Act, and the theory of inclusion.   
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             Chapter 3:  Methodology 

Purpose of the Study 

 Serving youth with special health care needs in a camp program is a daunting task.  In 

addition to federally-mandated accommodations to camp facilities, considerations for health 

services, programmatic adjustments, and staff training are other areas of concern when 

serving these youth.  The purpose of the study is to describe the differences in service to 

youth with special health care needs in 4-H camping programs and those offered by formally 

accredited ACA camping programs.  This was performed through an assessment of 4-H and 

ACA camps' accommodations for youth with special health care needs.  The goal of the study 

was to identify accommodations made by camps for youth with special health care needs, 

and to encourage inclusive camping programs. 

Research Objectives 

 The objectives of this study were as follows:  

1. Determine current practices for accommodating youth with special health 

care needs that attend 4-H and ACA camps. 

2. Identify strengths and weaknesses of 4-H and ACA camping programs in 

accommodating youth with special health care needs. 

3. Describe the differences in the current practices for accommodating youth 

with special health care needs at 4-H and ACA camps. 

Type of Research 

 For this study, descriptive survey research was used.  Fraenkel and Wallen (2009) 

defined descriptive research as, ―Research to describe existing conditions without analyzing 
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relationships among variables‖ (p. G-2).  One type of descriptive research is survey research, 

which is, ―An attempt to obtain data from members of a population (or a sample) to 

determine the current status of that population with respect to one or more variables‖ 

(Fraenkel & Wallen, 2009, p. G-8).  In accordance with the goals of descriptive research, this 

study attempted to describe the ways in which summer camps accommodate children with 

special health care needs.  Bearing in mind the broad population of camps across the nation, 

survey research was found to be the most efficient method of collecting data for this study.  

Population and Sample  

 For the purposes of this study, three distinct groups were recognized:  (1) 4-H 

affiliated camps, (2) ACA-accredited camps primarily serving youth with special health care 

needs, and (3) non-specific ACA-accredited camps. The population for this study 

encompasses directors of all resident summer camps in the United States.  In order to retrieve 

an accurate list of resident summer camps, a directory of camps affiliated by the American 

Camp Association was used.  While this list does not include all resident summer camps in 

the United States, it does include all camps which are accredited by this nationally-

recognized accrediting agency.  Therefore, the ACA directory serves as the most accurate 

representation of resident summer camps in the United States.   

 Due to the state-based structure of the 4-H program, there is no way of obtaining an 

accurate list of all camps affiliated with the 4-H program.  As professionals who provide 

directorship over all state 4-H programs, State 4-H Program Leaders ultimately serve to 

oversee 4-H camping programs in each state.  To solve for the challenge in identifying 4-H 

camping programs in every state, State 4-H Program Leaders were identified and selected to 
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represent the population of 4-H camps across the country.    

 This study focused on two segments of the population.  The first segment of the 

population focused on all camps in the United States that were accredited by the American 

Camp Association, excluding those that were for-profit entities, faith-based, 4-H affiliated, or 

day-camps.  This portion of the population included camps that primarily served children 

with disabilities, as well as those that did not.  For the purposes of this study, ACA camps 

that meet these criteria were asked to self-identify as a non-specific camp (NS), or as a camp 

that primarily served special populations (SP).  The reason for this distinction was the 

assumption that camps in these two groups employed differing practices for serving youth 

with special health care needs.  Of the 617 camps that met these criteria, 242 were selected 

for this study based on Krejcie and Morgan’s (1970) formula.   

The second segment of the overall population focused on all camps in the United 

States that are 4-H affiliated but not accredited by the American Camp Association.   Due to 

the smaller population, a census was conducted on all 4-H State Program Leaders on behalf 

of their respective camping programs.  Based on the structure of 4-H and the nature of its 

camping programs, State 4-H Program Leaders served as the representatives for sampling 

this portion of the population.  Forty-three states and the District of Columbia were included 

in the study; three states were removed from the study following indication by the State 4-H 

Program Leader that all camps in their state were ACA-accredited.  Four states were also 

removed after the State 4-H Program Leader indicated that the state did not offer 4-H 

camping programs.  

 The sample size was determined by using Krejcie and Morgan’s (1970) formula 



28 

 

which assumed an alpha level of .05 with a .05 degree of accuracy.   To select the sample, a 

simple random sampling method was used, with every member of the population having an 

equal chance of being selected.  This sampling method was chosen as a fair way for selecting 

participants of the study, and because of the generalizability of results back to the total 

population.    

Research Instrument 

 The instrument used in this study was researcher designed and web-delivered.  Its 

design was based on the American Camp Association Standards Manual, specifically the 

Health and Wellness, Program Design, and Human Resources sections.  These specific 

sections of the Standards Manual were referenced in the survey design because they included 

accreditation standards related to the purpose and objectives of this study.   A copy of the 

instrument can be found in Appendix A.  

 To determine content validity, a panel of experts performed a careful review of the 

instrument.  The panel consisted of faculty within the Department of Agricultural and 

Extension Education and the Department of Parks, Recreation, and Tourism at North 

Carolina State University, a researcher at the American Camp Association, and a faculty 

member in the Department of Agricultural Leadership, Education, and Communications at 

Texas A & M University (see Appendix B.  Requirements of the Institutional Review Board 

of North Carolina State University were also met (see Appendix C).  

 Given the nature and design of the instrument, reliability tests were not applicable for 

the study.  All of the items included in the questionnaire were based on those featured in the 

ACA standards manual, and reported on current conditions and practices at youth summer 
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camps.  Reliability tests for internal consistency assess variability between items within an 

instrument, which was not necessary in this study because each question was based on 

accepted ACA accreditation standards (Types of Reliability, 2006).   Since each question was 

based on stand-alone items regarding current practices at each individual camp, inter-rater 

reliability tests that assess the degree of consistent responses among participants were not 

appropriate (Types of Reliability, 2006). In addition, since ACA standards serve as the 

foundation for the instrument design, the use of parallel-form tests were not necessary (Types 

of Reliability, 2006).  Finally, reporting on current conditions and practices also negates the 

use of test-retest reliability measures (Types of Reliability, 2006).  

 The instrument was field tested by directors of 4-H camps who are accredited by the 

American Camp Association.  Of the 40 directors that are affiliated with such camping 

programs, 28 completed the questionnaire in its entirety, which resulted in a 70% response 

rate.  Results of the field test were used to assess the web delivery process, as well as 

question clarity and participant response rate.   

Data Collection 

 Data was collected through SurveyMonkey.com, a web-based survey research site.  

The process of data collection followed Dillman's (2000) Tailored Design Method.  A 

prenotice letter was sent to participants, in the form of an e-mail, a few days prior to receipt 

of the original link to the questionnaire.  Next, a message featuring a link to the survey via e-

mail, along with information about the importance of the study, length of time required for 

completion, and appreciation for participation was sent.  One week later, a thank you 

message was sent expressing appreciation for completing the questionnaire, and requesting 
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further consideration for participation in the study if respondents had not yet done so.  A 

replacement questionnaire was sent at two weeks and four weeks following the original e-

mail message, indicating to participants that their response had not yet been received and 

urging participants to consider completing the questionnaire at their earliest convenience.  A 

final contact was made via telephone at five weeks following the original mailing.  After six 

weeks, the questionnaire was no longer accessible to participants. 

 Of the 242 ACA-accredited camp directors and the 44 State 4-H Program Leaders 

who received the questionnaire, a response rate of 40% was obtained.  This rate is higher 

than the 27% response rate typically achieved through e-mail surveys (Fraze, Hardin, 

Brashears, Smith, & Lockaby, 2002).  Lindner, Murphy, and Briers (2001) recommended the 

use of procedures for handling non-response error when less than 85% response rate is 

attained.  For this reason, early and late responses were compared as a method to control for 

non-response error; no differences were found between the responses of the two groups 

(Lindner & Wingenbach, 2002).  Early responses were those received in the first four weeks 

of the study, where as late responses were categorized as all responses received following the 

replacement questionnaire that was sent at week four of the study.  Because late responses are 

assumed to be typical of non-responses, the results of the study are generalizable to the 

sample of the study.   

Data Analysis 

 Data were exported from SurveyMonkey.com to Microsoft Excel and then imported 

into the Statistical Package for the Social Sciences (SPSS) Program 18.0 for Windows.  

Ordinal data were collected, with items listed in a ranked system ranging from 1-4.   
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Descriptive statistics were used to analyze the data collected from the study.  Data were 

summarized using frequencies, percentages, means, and standard deviations.  The Kruskal-

Wallis test was used to indicate differences among responses from each of the three groups, 

based on a significance level of p < .05.   Additionally, a post-hoc analysis using the Mann-

Whitney test was performed to determine where differences existed.  This test was performed 

by using pair-wise comparisons for each of the three groups, and differences were described 

based on mean ranks for each group, given a significance of p < .02.  
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Chapter 4: Findings 

 

Introduction 

 The instrument used in this study consisted of three sections and included questions 

related to health care, staff training, and programs and facilities at summer camps across the 

country.  Participants were asked to indicate current practices for accommodating youth with 

special health care needs in their camp program (Objective 1).  Reports of these practices 

were evaluated to determine strengths and weaknesses for each component area (Objective 

2).  Additionally, responses were grouped for describing the differences among three groups:  

4-H affiliated camps, ACA-accredited camps that primarily serve youth with special needs, 

and non-specific ACA-accredited camps (Objective 3).  To avoid repetition and ensure clarity 

of this information, findings from the study are summarized by component area (Health Care, 

Staff Training, Programs and Facilities) rather than by objective.   

Demographics of ACA and 4-H Affiliated Camps 

 Demographic data provided by respondents indicated that camps from every region of 

the country were represented in this study.  The highest number of responses from any one 

region was thirty seven (33.6% of respondents); these respondents were based out of the 

Midwest region. On the other hand, eight respondents (7.3%) from the West region provided 

the fewest responses from any one region.  These results are represented in Table 1.    
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Table 1 

 

Percentage of Camps Represented, by Region    

 4-H Affiliate ACA- SP ACA-NS Total 

Region N % N % N % N % 

West 3 13.0 2 5.3 3 6.1 8 7.3 

Southwest 3 13.0 8 2.1 6 12.2 17 15.5 

Midwest 7 30.4 12 31.6 18 36.7 37 33.6 

South  7 30.4 7 18.4 10 20.4 24 21.8 

Northeast 3 13.0 9 23.7 12 24.5 24 21.8 

Note:  ACA-SP = ACA-Special Populations, ACA-NS =ACA-Non-specific 

 

 

 Although participants were recruited to represent both 4-H affiliated camps and those 

accredited by the American Camp Association (including those serving special populations, 

and otherwise), no one group represented the majority of respondents.  Twenty-four camp 

professionals (20.9%) represented 4-H affiliated camps in their respective states.  Of those 

camps who were accredited by the American Camp Association, 39 (33.9%) indicated 

primary service to youth with special needs (SP), whereas the remaining 52 (45.2%) camps 

do not serve youth with any specific needs (NS).  This information is included in Table 2. 

 
Table 2 

 

Percentage of Camps Represented, by Camp Affiliation 

Affiliation N % 

4-H Affiliated 24 20.9 

ACA-Special populations (ACA-SP) 39 33.9 

ACA-Non-specific (ACA-NS) 52 45.2 

 

 

 While five camps (5.6%) indicated that all of their staff were volunteers, the 

remaining 101 camps (94.4%) represented in this study did hire summer staff (Table 3).  
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Eighty camps (74.8%) employed 60 or fewer paid staff each summer.  Conversely, only eight 

camps (7.5%) employed more than 100 paid staff.  Additionally, 80 camps (80.8%) enlist the 

assistance of less than 60 volunteers each summer (Table 4).  It was noted that twenty-seven 

respondents (27.3%) did not use volunteers in their camp program.   

 

Table 3 

 

Percentage of Paid Staff at Camp    

 4-H Affiliate ACA- SP ACA-NS Total 

Number of persons N % N % N % N % 

None. 3 13.6 3 7.9 0 0 6 5.6 

1-20 10 45.4 7 18.4 8 17.2 25 23.4 

21-40 5 22.7 12 31.6 17 36.2 34 31.8 

41-60 2 9.1 7 18.4 6 12.8 15 14.0 

61-80 0 0 6 15.8 8 17.2 14 13.1 

81-100 1 4.5 1 2.6 3 6.4 5 4.7 

More than 100 1 4.5 2 5.3 5 10.6 8 7.5 

Note:  ACA-SP = ACA-Special Populations, ACA-NS =ACA-Non-specific 

 

Table 4 

 

Percentage of Volunteers at Camp    

 4-H Affiliate ACA- SP ACA-NS Total 

Number of persons N % N % N % N % 

None. 2 9.5 6 16.2 19 40.4 27 27.3 

1-20 6 29.0 14 37.8 25 53.2 45 45.5 

21-40 2 9.5 2 5.4 1 2.1 5 5.1 

41-60 2 9.5 3 8.1 0 0 5 5.1 

61-80 1 4.8 3 8.1 0 0 4 4.0 

81-100 2 9.5 3 8.1 1 2.1 6 6.1 

More than 100 6 29.0 6 16.2 1 2.1 7 7.1 

Note:  ACA-SP = ACA-Special Populations, ACA-NS =ACA-Non-specific 
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 Respondents reported using several methods by which to train staff with direct 

camper contact.  Overall, the most commonly used strategies for staff training were role 

plays (98.2%), while webinars (56.2%) were least-used.   Videos (72.7%), guest speakers 

(81.8%), and visuals (81.8%) were also used less frequently in training staff.  These methods 

are described in Table 5. 

 
Table 5 

 

Percentage of Camps Employing Specific Training Methods    

 4-H Affiliate ACA- SP ACA-NS Total 

Method N % N % N % N % 

Lecture 22 95.7 37 34.9 47 95.9 106 96.4 

Role Plays 23 100 37 97.4 48 98.0 108 98.2 

Videos 16 69.6 26 68.4 38 77.6 80 72.7 

Guest Speakers 17 73.9 38 84.2 49 83.7 90 81.8 

Handouts 22 95.7 34 89.5 47 95.9 103 93.6 

Games 20 87.0 34 89.5 47 95.9 101 91.8 

Group Activities 22 95.7 35 92.1 47 95.9 104 94.5 

Visuals 21 91.3 30 78.9 39 79.6 90 81.8 

Webinars 8 34.8 4 10.5 5 10.2 59 56.2 

Note:  ACA-SP = ACA-Special Populations, ACA-NS =ACA-Non-specific 

 

 A variety of activities were available to youth in attendance at camps represented in 

this study (Table 6).  Outdoor recreation such as hiking, climbing, and nature activities were 

available at 93.6% of camps, and crafts activities were offered at 96.3% of camps.  

Swimming (89.9%) and general sports (89.0%) activities were commonly available, as well.  

Scuba diving was the activity least likely to be offered, with only 5.5% of the camps 

reporting its availability.  To accommodate such activities, the vast majority (81.3%) of 

camps required youth to navigate a distance of at least 200 yards each day (Table 7).  
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Table 6 

 

Percentage of Camps Providing Specific Activities     

 4-H Affiliate ACA- SP ACA-NS Total 

Method N % N % N % N % 

Archery 19 86.4 23 60.5 40 81.6 82 75.2 

General Sports 19 86.4 36 94.7 42 85.7 97 89.0 

Shooting Sports 10 45.5 5 13.2 6 12.2 21 19.3 

Outdoor Recreation  21 95.5 38 94.7 49 91.8 102 93.6 

Ropes Course 17 77.3 24 63.2 34 69.4 75 68.8 

Fishing  16 72.7 30 78.9 31 63.3 77 70.6 

Boating 17 77.3 29 76.3 40 81.6 86 78.9 

Swimming 19 86.4 36 94.7 43 87.8 98 89.9 

Scuba Diving 1 4.5 3 7.9 2 4.1 6 5.5 

Crafts 21 95.5 36 94.7 48 98.0 105 96.3 

Art/Design 13 59.1 21 55.3 27 55.1 61 56.0 

Music 14 63.6 28 73.7 60 61.2 72 66.1 

Drama 17 77.3 28 76.7 37 75.5 82 75.2 

Spiritual Programs 5 22.7 5 13.2 10 20.4 20 18.3 

Academic Programs 10 45.5 3 7.9 9 18.4 22 20.2 

Health  14 63.6 16 42.1 18 36.7 48 44.0 

Note:  ACA-SP = ACA-Special Populations, ACA-NS =ACA-Non-specific 

 

 
Table 7 

 

Typical Distance (total) Campers Navigate, per Day    

Statement 4-H Affiliate ACA- SP ACA-NS Total 

 N % N % N % N % 

Less than 50 yards 0 0 0 0 0 0 0 0 

50-99 yards 2 9.5 6 15.8 1 2.1 9 8.4 

100-199 yards 3 14.3 4 10.5 4 8.3 11 10.3 

200 yards or more 16 76.2 28 73.7 43 89.6 87 81.3 

Note:  ACA-SP = ACA-Special Populations, ACA-NS =ACA-Non-specific 

  



37 

 

 The total cost of providing the camp experience to each child varied greatly amongst 

those camps represented in this study.  Camps report a range in cost from zero to $4,650 of 

expenses per child, per session.  Of this cost, parents were expected to contribute an average 

of $386.90 in order for their child to attend camp.  However, at least twenty camps reported 

the availability of scholarships or ―camperships,‖ which alleviate some or all of this cost to 

parents.  Tables 8 and 9 describe the cost of camp attendance, per child.  These tables indicate 

the total cost of attendance, as well as the amount (in dollars) parents are asked to contribute.  

 
Table 8 

 

Total Cost of Camp Attendance, per Child    

 4-H Affiliate ACA- SP ACA-NS Total 

Cost (in Dollars) N % N % N % N % 

0-250 13 61.9 3 9.1 2 8.0 18 22.8 

251-500 7 33.3 6 18.2 18 72.0 31 39.2 

501-750 0 0 8 24.2 0 0 8 10.1 

751-1000 0 0 2 6.1 5 20.0 7 8.9 

More than 1000 1 4.8 14 51.5 0 0 15 19.0 

Note:  ACA-SP = ACA-Special Populations, ACA-NS =ACA-Non-specific 

 

 
Table 9 

 

Cost of Parent Contribution to Camp Attendance, per Child    

 4-H Affiliate ACA- SP ACA-NS Total 

Cost (in Dollars) N % N % N % N % 

0-250 17 81.0 15 46.9 11 39.3 69 64.5 

251-500 4 19.0 9 28.1 13 46.4 26 24.3 

501-750 0 0 5 15.6 1 3.6 6 5.6 

751-1000 0 0 1 3.1 2 7.1 3 2.8 

More than 1000 0 0 2 6.3 1 3.6 3 2.8 

Note:  ACA-SP = ACA-Special Populations, ACA-NS =ACA-Non-specific 
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 The number of youth in attendance also varied quite a bit among camps represented 

in this study (Table 10).  The smallest camp represented reported 26 youth in attendance all 

summer, whereas the largest one reported service to 9,000 youth each summer.  Of the 107 

camps represented, 92 (86%) indicated service to at least one youth with special health care 

needs.  Additionally, the average number of youth with special health care needs served by 

any single camp was 162.   

 
Table 10 

 

Total Number of Youth in Attendance at Camp    

 4-H Affiliate ACA- SP ACA-NS Total 

Number of Youth N % N % N % N % 

0-50 1 5.0 2 5.3 1 2.1 4 3.8 

51-100 1 5.0 2 5.3 2 4.3 5 4.8 

101-150 1 5.0 6 15.9 3 6.4 10 9.5 

151-200 0 0 2 5.3 4 8.5 6 5.7 

201-250 0 0 3 8.3 0 0 3 2.9 

More than 250 17 85.0 23 60.7 37 78.7 77 72.0 

Note:  ACA-SP = ACA-Special Populations, ACA-NS =ACA-Non-specific 
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Table 11 

Total Number of Youth with Special Health Care Needs in Attendance at Camp    

 4-H Affiliate ACA- SP ACA-NS Total 

Number of Youth N % N % N % N % 

0-50 8 72.7 8 21.1 45 95.7 61 64.9 

51-100 2 18.2 2 5.3 1 2.1 5 5.3 

101-150 0 0 5 13.2 1 2.1 6 6.4 

151-200 1 9.1 2 5.3 0 0 3 3.2 

201-250 0 0 4 10.5 0 0 4 4.3 

More than 250 0 0 15 39.5 0 0 15 16.0 

Note:  ACA-SP = ACA-Special Populations, ACA-NS =ACA-Non-specific 

 

 When asked whether camps represented by respondents were able to accommodate 

children with special health care needs, all but 11 (90%) indicated the ability to serve youth 

with at least one type of special health care need.  Camps represented in this study were most 

likely to accommodate youth with asthma (86.7%), diabetes (84.8%), and heart conditions 

(71.4%).  Youth with spina bifida (28.6%) or conditions that require the use of dialysis 

(12.4%) machines were least likely to be safely accommodated by camping programs in this 

study.  It was noted that youth with each of the following conditions were able to be served 

by approximately 31% to 57% of camps.  These results are represented in Table 12. 
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Table 12 

 

Percentage of Camps with the Ability to Serve Specific Chronic Conditions     

 4-H Affiliate ACA- SP ACA-NS Total 

Method N % N % N % N % 

Amputee 16 76.2 22 59.5 21 44.7 59 56.2 

Arthritis 16 76.2 23 62.2 21 44.7 60 57.1 

Asthma 21 100 27 73.0 43 91.5 91 86.7 

Cancer 10 47.6 17 45.9 16 34.0 43 41.0 

Celiac's Disease 4 19.0 26 70.3 26 55.3 56 53.3 

Cerebral Palsy 7 33.3 23 62.2 13 27.7 43 41.0 

Diabetes 19 90.5 28 75.7 42 89.4 89 84.8 

Dialysis-dependent 2 9.5 7 18.9 4 8.5 13 12.4 

Down Syndrome 13 61.9 28 75.7 18 38.3 59 56.2 

Heart Conditions 12 57.1 21 56.8 19 40.4 52 44.4 

Hearing-impaired 18 85.7 28 75.7 29 61.7 75 71.4 

HIV/AIDS 10 47.6 21 56.8 12 25.5 43 41.0 

Kidney Disease 6 28.6 17 45.9 10 21.3 32 30.5 

Muscular Dystrophy 5 23.8 21 56.8 7 14.9 32 30.5 

Spina Bifida 3 14.3 20 54.1 7 14.9 30 28.6 

Visually-impaired 10 47.6 25 67.6 17 36.2 52 49.5 

Note:  ACA-SP = ACA-Special Populations, ACA-NS =ACA-Non-specific 

 

 

Health Care 

 Respondents were asked to report on the current policies and practices for providing 

health care to youth who participate in the camp program.  The vast majority of camps 

perform an initial health screening for all participants, immediately upon arrival.  Ninety-two 

camps (80%) use these initial screenings to verify and update health-history information to 

identify any medication, changes in health status, or special needs that may require follow 

up, while 81 camps (73%) take this opportunity to check campers for observable illness, 

injury, or communicable disease.  ACA-accredited camps primarily serving special 
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populations (ACA-SP) reported the highest percentage of respondents who perform these 

screenings at check-in.  Table 13 describes these findings. 

 

Table 13 

 

Percentage of Camps Performing Health History and Status Verification     

 4-H Affiliate ACA- SP ACA-NS Total 

When do you....  N % N % N % N % 

Verify and updating 

health-history     

information? 

Never 0 0 0 0 0 0 0 0 

As Needed 2 8.7 1 2.6 0 0 3 2.6 

Within  24 hours 3 13.0 3 7.7 14 27.0 20 17.4 

At check-in 18 78.3 35 89.7 38 73.1 92 80.0 

          

 Check campers for 

observable illness, 

injury, or 

communicable 

disease? 

Never 0 0 0 0 0 0 0 0 

As Needed 5 22.7 0 0 1 1.9 6 5.4 

Within  24 hours 4 18.2 4 11.1 16 30.8 24 21.6 

At check-in 13 59.1 32 88.9 35 67.3 81 73.0 

Note:  ACA-SP = ACA-Special Populations, ACA-NS =ACA-Non-specific 

 

 While 77 camps (67%) enlist a licensed physician or registered nurse who is on the 

campsite daily as the designated health care provider, only 35 camps (42.2%) indicate that 

this person performs the initial health screening.  The largest discrepancy regarding these 

practices was found with the group of 4-H affiliated camps, where 13 camps (59.1%) enlisted 

a license physician or registered nurse, yet only 7 camps (30.4%) of these camps indicate that 

this person performs the initial health screening.  It was noted that one camp (.9%) did not 

utilize an on-site health care provider, and five camps (6%) did not perform an initial health 

screening.  Tables 14 and 15 depict these results. 
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Table 14 

 

Percentage of Camps’ Specified Training Level for On-Site Health Care Providers    

 4-H Affiliate ACA- SP ACA-NS Total 

Statement N % N % N % N % 

We do not have an on-site health care 

provider. 
1 4.3 0 0 0 0 1 .9 

Our designated health-care provider is in 

consultation with a licensed physician or 

registered nurse who is on the campsite 

daily. 

2 8.7 2 5.1 6 11.5 10 8.7 

Our designated health care provider has 

some health care training (First Aid/CPR, 

First Responder, EMT, etc.). 
7 18.2 2 5.1 18 34.6 27 23.5 

Our designated health care provider is a 

licensed physician or registered nurse who 

is on the campsite daily. 
13 59.1 35 89.7 28 53.9 77 67.0 

Note:  ACA-SP = ACA-Special Populations, ACA-NS =ACA-Non-specific 

 

 
Table 15 

 

Percentage of  Qualifications Held by Person Performing Initial Health Screenings    

 4-H Affiliate ACA- SP ACA-NS Total 

Statement N % N % N % N % 

We do not perform an initial health 

screening. 
4 17.4 0 0 1 2.0 5 6.0 

Any adult staff member or chaperone. 7 30.4 0 0 3 5.9 10 12.0 

Any adult following specific written 

instructions of a licensed physician. 
5 21.7 6 15.4 22 43.1 33 39.8 

A licensed medical provider. 7 30.4 3 84.6 25 49.0 35 42.2 

Note:  ACA-SP = ACA-Special Populations, ACA-NS =ACA-Non-specific 

 

 

 Fifty-eight camps (78.4%) schedule the designated health care provider to be on site 

24-hours each day that campers are present.  Within the 4-H affiliated group, 17 camps 

(79.3%) reported the presence of on-site health care providers for 24 hours each day, which is 

the smallest portion of all three groups.  On the other hand, this practice is in place at 37 
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camps (94.9%) self-identified as ACA-accredited camps who primarily serve special 

populations (ACA-SP).  These results are depicted in Table 16. 

 
Table 16 

 

Percentage of Camps Reporting Health Care Provider Hours, On-site    

 4-H Affiliate ACA- SP ACA-NS Total 

Statement N % N % N % N % 

The camp does not have a designated health 

care provider. 
1 4.5 0 0 2 3.8 3 4.1 

As needed/on-call. 1 4.5 0 0 3 5.8 4 5.4 

Typical daytime OR nighttime hours only. 3 13.6 2 5.1 4 7.7 9 12.2 

24-hours, when campers are present. 17 79.3 37 94.9 4 82.7 58 78.4 

Note:  ACA-SP = ACA-Special Populations, ACA-NS =ACA-Non-specific 

 

 

 All respondents described policies for storing and dispersing camper medication.  

Excluding medications for life-threatening conditions that require immediate dispersal (such 

as inhalers, insulin, or epi-pens), none of the camps allow youth to maintain possession of 

their medications.  More than 100 camps (89.5%) stated that medication is stored in a locked 

cabinet, storage box, or refrigerator at all times except when in controlled possession of the 

person responsible for administering them.  In all but two cases (98.2%), a designated adult 

or health care provider collects and dispenses medicine as designated by a parent and/or 

guardian signed health form.  Of the three groups, non-specific ACA-accredited camps 

(ACA-NS) reported the highest percentage of respondents who employ these practices.  

Tables 17 and 18 depict camp practices for storage and dispersal of camper medication.   
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Table 17 

 

Percentage of Camps Reporting Policies for Storing Camper Medication    

 4-H Affiliate ACA- SP ACA-NS Total 

Statement N % N % N % N % 

Medication is not stored at camp. 0 0 0 0 0 0 0 0 

Campers are in possession of their medication. 0 0 0 0 0 0 0 0 

Medication is stored in a designated area; 

closet, infirmary, health center, etc. 
4 17.4 4 10.3 4 7.7 12 10.5 

Medication is stored in a locked cabinet, 

storage box, or refrigerator at all times except 

when in controlled possession of the person 

responsible for administration. 

19 82.6 35 89.7 48 92.3 102 89.5 

Note:  ACA-SP = ACA-Special Populations, ACA-NS =ACA-Non-specific 

 

 
Table 18 

  

Percentage of Camps Reporting Policies for Dispersing Camper Medication    

 4-H Affiliate ACA- SP ACA-NS Total 

Statement N % N % N % N % 

We do not dispense medication. 0 0 0 0 0 0 0 0 

Campers are responsible for dispensing their 

own medicine, which is kept in their 

possession.   

0 0 1 2.6 0 0 1 .9 

Campers dispense their own medicine under 

the supervision of an adult, which is kept in 

their possession.  

1 4.3 0 0 0 0 1 .9 

A designated adult or health care provider 

collects and dispenses medicine as designated 

by a parent or guardian signed health form.  

22 95.7 38 97.4 50 100 110 98.2 

Note:  ACA-SP = ACA-Special Populations, ACA-NS =ACA-Non-specific 

 

 

 The Kruskal-Wallis test was used to indicate differences among responses from each 

of the three groups regarding current practices related to camper health care.  Additionally, a 

post-hoc analysis using the Mann-Whitney test was performed to determine where 

differences existed.  This test was performed using pair-wise comparisons for each of the 
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three groups, and differences were described based on mean ranks for each group.    

 Based on the Kruskal-Wallis test, significant differences were indicated among the 

three groups in the following categories:  completion of initial health screenings, training 

level for health care providers, and qualifications of personnel performing the initial health 

screening (Table 19).  For all three categories, the Mann-Whitney test (Table 20) indicated 

differences in pair-wise comparisons of Groups 1 and 2, and Groups 2 and 3.  In the category 

of ―Health History – Check for Illness,‖ (completion of initial health screenings), ACA-

Special Populations demonstrated a higher mean rank in the pair-wise comparisons than both 

4-H affiliated camps and ACA-Non-specific camps.  Significant differences were not found 

in the pair-wise comparison of Groups 1 and 3.  This held true in regard to the categories, 

―Level of Training for On-site Health Care Providers,‖ and ―Qualifications of Person 

Performing Initial Health Screenings.‖   
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Table 19 

 

Kruskal-Wallis Analysis of Differences in Camps’ Current Practices for Serving Youth with Special Health Care 

Needs - Health Care Component 

 Mean Rank  

Health Care Item Group 1 Group 2 Group 3 Kruskal-Wallis Significance 

Health History – Verify & 

Update 

55.93 63.01 54.06 .174 

Health History – Check for 

Illness 

45.82 64.72 53.21 .012 

Training for Health Care 

Provider 

51.46 70.27 50.60 .002 

Person Performing Health 

Screenings 

35.33 73.46 54.19 .000 

Health Care Provider Hours, 

On-site 

52.20 62.28 55.07 .103 

Policies for Storing 

Medication 

53.59 57.65 59.12 .453 

Policies for Dispersing 

Medication 

55.09 56.05 57.50 .393 

Note:  Group 1 = 4-H Affiliate, Group 2 = ACA-Special Populations, Group 3 = ACA-Non-specific 

* p < .05. 

 

 
Table 20 

 

Mann-Whitney Analysis of Differences in Camps’ Current Practices for Serving Youth with Special Health Care 

Needs - Health Care Component 

 Groups 1 & 2 Groups 1 & 3 Groups 2 & 3 

Health Care 

Item 

Mean 

Rank 

(4-H) 

Mean 

Rank 

(ACA-

SP) 

Mann-

Whitney 

(U) 

Sig. 

(p) 

Mean 

Rank 

(4-H) 

Mean 

Rank 

(ACA-

NS) 

Mann-

Whitney 

(U) 

Sig. 

(p) 

Mean 

Rank 

(ACA-

SP) 

Mean 

Rank 

(ACA-

NS) 

Mann-

Whitney 

(U) 

Sig. 

(p) 

History – 

Check for 

Illness 

23.68 33.06 268.00 .005 33.64 39.13 487.00 .232 50.17 40.58 732.00 .019 

Training for 

Health Care 

Provider 

25.15 35.24 302.50 .004 38.30 37.87 591.00 .928 55.03 39.23 662.00 .000 

Performer of 

Health 

Screenings 

19.50 38.58 172.50 .000 27.83 41.86 364.00 .005 54.88 38.32 628.50 .000 

Note:  Group 1 = 4-H Affiliate, Group 2 = ACA-Special Populations, Group 3 = ACA-Non-specific 

* p < .02. 
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Staff Training 

 Qualifications of staff with supervisory responsibilities (Camp Director, Program 

Director, Volunteer Coordinator, etc.) were also documented in this study (Table 21).  Eighty 

camps (72.1%) indicated that ―20% or More‖ of staff with supervisory responsibilities hold a 

bachelor's degree in an area relevant to the clientele served.  Similarly, 68 camps (61.8%) 

employ ―20% or More‖ of supervisors who have at least 24 weeks experience working with 

the special populations served.  However, for both supervisor qualification categories, the 

next largest percentages of responses were found on the opposite end of the spectrum.  In 

fact, 15 camps (13.5%) reported the employment of ―Less than 10%‖ of  supervisors who 

have a bachelor's degree in an area relevant to the clientele served, and 24 camps (21.8%) 

reported the employment of ―Less than 10%‖ of supervisors who have at least 24 weeks 

experience working with the special populations served.     

 

Table 21 

 

Percentage of Qualifications of Staff with Supervisory Responsibilities     

 4-H Affiliate ACA- SP ACA-NS Total 

Percentage of Supervisory Staff N % N % N % N % 

With bachelor's 

degree in an area 

relevant to the 

clientele served 

< 10 % 3 13.6 1 2.6 11 22.0 15 13.5 

10-14% 0 0 2 5.3 6 12.0 8 7.2 

15-19% 1 4.5 3 7.9 4 8.0 8 7.2 

> 20% 18 81.8 32 84.2 29 58.0 80 72.1 

          

With least 24 weeks of 

experience working 

with the special 

populations served 

< 10 % 8 36.4 0 0 16 32.7 24 21.8 

10-14% 5 22.7 2 5.3 5 10.2 12 10.9 

15-19% 0 0 2 5.3 4 8.2 6 5.5 

> 20% 9 40.9 34 89.5 24 49.0 68 61.8 

Note:  ACA-SP = ACA-Special Populations, ACA-NS =ACA-Non-specific 
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  Respondents were also asked to report on the current practices for providing pre- and 

in-service training to staff with direct camper contact.  Seventy-six camps (71.7%) provide 

pre-camp training over the course of five days or more.  The highest percentage of 

respondents who provide pre-camp training at least 5 days in length was reported by non-

specific ACA-accredited camps (ACA-NS) (92.3%).  Conversely, only 34.8% of 4-H 

affiliated camps provided pre-camp training over this length of time.  Table 22 describes this 

information. 

 

Table 22 

 

Percentage of Camps Reporting Length of Pre-Camp Training    

 4-H Affiliate ACA- SP ACA-NS Total 

Statement N % N % N % N % 

½ day or less 1 4.3 0 0 0 0 1 .9 

1-2 days 5 21.7 7 24.1 0 0 12 11.3 

3-5 days 9 39.1 4 10.3 4 8.3 17 16.0 

5 days or more 8 34.8 28 71.8 48 92.3 76 71.7 

Note:  ACA-SP = ACA-Special Populations, ACA-NS =ACA-Non-specific 

 

 Most camps spent ―Up to 1 Hour‖ or more on each of the training topics required by 

the American Camp Association.  At most, 7 camps (6.3%) did not cover any single topic 

featured in the ACA standards; this occurred in regard to the topic of structural differences 

based on developmental needs of campers.  Only one topic, ―The developmental needs of 

campers to be served,‖ was covered by more than half (55.3%) of respondents for at least 

three hours.  Coverage of the remaining six topics generally varied from ―Up to 1 Hour‖ to 

―3 Hours or More‖ of pre-camp training time.  These findings are depicted in Table 23. 
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Table 23 

 

Percentage of Camps Reporting Provision of Pre-Camp Training Topics     

 4-H Affiliate ACA- SP ACA-NS Total 

Topic N % N % N % N % 

The acceptance, 

respect, and response 

to the multicultural 

diversity of our 

society. 

None 1 4.5 1 2.6 1 1.9 3 2.6 

< 1 Hour 10 45.5 17 43.6 12 23.1 39 34.2 

2 Hours 9 40.9 8 20.5 17 32.7 34 29.8 

> 3 Hours 2 9.1 13 33.3 22 42.3 38 33.3 

          

The developmental 

needs of campers to 

be served.  

None 0 0 0 0 1 .9 1 .0 

< 1 Hour 7 31.8 6 15.4 16 14.2 16 14.0 

2 Hours 8 36.4 7 17.9 34 30.1 34 29.8 

> 3 Hours 7 31.8 26 66.7 62 54.9 63 55.3 

          

Program differences 

based on 

developmental needs 

of campers.  

None 0 0 3 7.7 1 1.9 4 3.5 

< 1 Hour 11 50.0 6 15.4 9 17.3 26 22.8 

2 Hours 8 36.3 12 30.8 23 44.2 43 37.7 

> 3 Hours 3 12.6 18 46.2 19 36.5 41 36.0 

          

Structural differences 

based on 

developmental needs 

of campers.  

None 2 9.5 2 5.3 3 5.8 7 6.3 

< 1 Hour 13 61.9 12 31.6 19 36.5 44 39.3 

2 Hours 4 19.0 8 21.1 21 40.4 34 30.4 

> 3 Hours 2 9.5 16 42.1 9 17.3 27 24.1 

          

Techniques for 

behavior management 

based on 

developmental needs 

of campers 

None 0 0 1 2.6 2 3.8 3 2.6 

< 1 Hour 8 36.4 7 18.0 6 11.5 21 18.4 

2 Hours 8 36.4 11 28.2 22 42.3 41 36.0 

> 3 Hours 6 27.2 20 51.3 22 42.3 49 43.0 

(continued)   
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Table 23 (continued)     

 4-H Affiliate ACA- SP ACA-NS Total 

Topic N % N % N % N % 

Behavior management 

and supervision 

techniques to create a 

physically safe 

environment.  

None 0 0 0 0 1 2.0 1 .9 

< 1 Hour 9 40.9 10 25.6 6 11.8 25 22.1 

2 Hours 6 27.3 9 23.1 17 33.3 32 28.3 

> 3 Hours 7 31.8 20 51.3 27 52.9 55 48.7 

          

Behavior management 

and supervision 

techniques to create an 

emotionally safe 

environment.  

None 0 0 0 0 1 1.9 1 .9 

< 1 Hour 8 36.4 11 28.2 6 11.5 25 22.9 

2 Hours 8 36.4 10 25.6 17 32.7 35 30.7 

> 3 Hours 6 27.3 18 46.2 28 53.8 53 46.5 

Note:  ACA-SP = ACA-Special Populations, ACA-NS =ACA-Non-specific 

 

 Participants were also asked about the frequency of training staff on appropriate 

interaction with campers.  At least 78 respondents (more than 70%) receive training in eight 

of the nine areas of ―camper interactions‖ at the beginning of each camp season.  Of the nine 

areas of ―camper interactions,‖ every camp provides training in all but three of them; these 

are:  (1) Communication with respect to different backgrounds; (2) Communication with 

respect to different abilities; and (3) Carrying out activities based on developmental needs of 

campers.  Except for the topics of ―attention to camper needs and interests‖ and ―creating an 

environment of emotional safety,‖ ACA-accredited camps primarily serving special 

populations (ACA-SP) reported the lowest percentages of camps that provide annual training 

on appropriate interactions with campers.  Table 24 describes this information. 
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Table 24 

 

Percentage of Camps Reporting Provision of Staff Training in Camper Interactions  

 4-H Affiliate ACA- SP ACA-NS Total 

Frequency of Training, by topic N % N % N % N % 

Attention to camper 

needs and interests  

Never 0 0 0 0 0 0 0 0 

As needed 4 19.4 7 18.4 7 13.5 18 16.2 

Upon first hire only 1 4.8 1 2.6 1 1.9 3 2.7 

Annually 16 76.2 30 78.9 44 84.6 90 81.1 

          

Communication 

with respect to 

different 

backgrounds 

Never 1 4.8 0 0 0 0 1 .9 

As needed 2 9.5 11 28.9 8 15.4 21 18.9 

Upon first hire only 1 4.8 0 0 1 1.9 2 1.8 

Annually 17 81.01 27 71.1 43 82.7 87 78.4 

          

Communication 

with respect to 

different abilities 

Never 0 0 1 2.6 0 0 1 .9 

As needed 4 20.0 12 31.6 8 15.4 24 21.8 

Upon first hire only 2 10.0 1 2.6 0 0 3 2.7 

Annually 14 70.0 24 63.2 44 84.6 82 74.5 

          

Attention to camper 

needs and interests  

Never 0 0 0 0 0 0 0 0 

As needed 4 19.4 7 18.4 7 13.5 18 16.2 

Upon first hire only 1 4.8 1 2.6 1 1.9 3 2.7 

Annually 16 76.2 30 78.9 44 84.6 90 81.1 

          

Communication 

with respect to 

different 

backgrounds 

Never 1 4.8 0 0 0 0 1 .9 

As needed 2 9.5 11 28.9 8 15.4 21 18.9 

Upon first hire only 1 4.8 0 0 1 1.9 2 1.8 

Annually 17 81.01 27 71.1 43 82.7 87 78.4 

           (continued) 
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Table 24 (continued)     

 4-H Affiliate ACA- SP ACA-NS Total 

Frequency of Training, by topic N % N % N % N % 

Communication 

with respect to 

different abilities 

Never 0 0 1 2.6 0 0 1 .9 

As needed 4 20.0 12 31.6 8 15.4 24 21.8 

Upon first hire only 2 10.0 1 2.6 0 0 3 2.7 

Annually 14 70.0 24 63.2 44 84.6 82 74.5 

Creation of an 

environment of 

emotional safety 

 

 

Never 0 0 0 0 0 0 0 0 

As needed 5 23.8 9 23.7 5 9.6 19 17.1 

Upon first hire only 1 4.8 1 2.6 1 1.9 3 2.7 

Annually 15 71.4 28 73.7 46 88.5 89 80.1 

         

Guide group 

behavior in a 

developmentally 

appropriate manner 

Never 0 0 0 0 0 0 0 0 

As needed 3 14.3 8 21.6 10 19.2 21 19.1 

Upon first hire only 1 4.8 3 8.1 2 3.8 6 5.4 

Annually 17 81.0 26 70.3 40 76.9 83 75.5 

Never 0 0 0 0 0 0 0 0 

          

Use of techniques to 

avoid ridicule of 

campers 

Never 0 0 0 0 0 0 0 0 

As needed 1 5.0 7 18.0 7 13.5 15 13.8 

Upon first hire only 2 10.0 2 5.4 2 3.9 6 5.5 

Annually 17 85.0 28 71.8 43 82.7 88 80.7 

          

 Discouragement of 

behaviors such as 

teasing & 

intimidation 

Never 0 0 0 0 0 0 0 0 

As needed 2 9.5 9 24.3 8 15.4 19 17.1 

Upon first hire only 2 9.5 0 0 1 1.9 3 2.7 

Annually 17 81.0 28 75.7 43 82.7 89 80.2 

          

Correction of 

behaviors such as 

teasing & 

intimidation 

Never 0 0 0 0 0 0 0 0 

As needed 4 19.0 12 32.4 10 19.2 26 23.6 

Upon first hire only 2 9.5 0 0 1 1.9 3 2.7 

Annually 15 71.4 25 64.6 41 78.8 81 73.6 

 

           (continued) 
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Table 24 (continued)     

 4-H Affiliate ACA- SP ACA-NS Total 

Frequency of Training, by topic N % N % N % N % 

Carry out activities 

based on 

developmental needs 

of campers 

Never 0 0 2 5.4 0 0 2 1.8 

As needed 5 23.8 11 29.7 11 21.2 27 24.5 

Upon first hire only 1 4.8 2 5.4 0 0 3 2.7 

Annually 15 71.4 22 59.4 41 78.8 78 70.9 

Note:  ACA-SP = ACA-Special Populations, ACA-NS =ACA-Non-specific 

 

 

 Additionally, participants were asked about the frequency of training staff on the 

programmatic functions of camp.  At least 83 respondents (75%) receive training in eight of 

the nine programmatic functions at the beginning of each camp season.  Only the care of 

orthodontic, orthopedic, or prosthetic devices and persons who use wheelchairs received 

mixed marks, with 41 camps (37.6%) training on the topic ―Annually,‖ four (3.7%) ―Upon 

First Hire Only,‖ 50 (45.9%) ―As Needed,‖ and 14 (12.8%) ―Never.‖  Of the nine required 

functions, every camp provides training in only three of them; these are:  (1) Equipment, 

safety/emergency procedures, risk; (2) Emergency procedures and staff role in 

implementation; and (3) Staff roles and responsibilities in camp health care.  Similar to 

practices for training in ―camper interactions,‖ ACA-accredited camps primarily serving 

special populations (ACA-SP) reported the lowest percentages of camps that provide annual 

training on the programmatic functions of camp.  Table 25 describes this information. 
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Table 25 

 

Percentage of Camps Reporting Staff Training in Programmatic Functions     

 4-H Affiliate ACA- SP ACA-NS Total 

Frequency of Training, by topic N % N % N % N % 

Equipment, 

safety/emergency 

procedures, risk 

management 

Never 0 0 0 0 0 0 0 0 

As needed 1 4.5 5 13.5 6 11.5 12 10.8 

Upon first hire only 2 9.1 3 8.1 3 5.8 8 7.2 

Annually 19 86.4 29 78.3 43 82.7 91 82.0 

          

Objectives, 

procedures, & safety 

of program activities 

Never 1 4.5 0 0 1 1.9 2 1.8 

As needed 2 9.1 9 24.3 6 11.5 17 15.3 

Upon first hire only 2 9.1 3 8.1 4 7.7 9 8.1 

Annually 17 77.2 25 67.6 41 78.8 83 74.8 

          

Emergency 

procedures & staff 

role in implementation 

Never 0 0 0 0 0 0 0 0 

As needed 1 4.5 5 13.5 7 13.5 13 11.7 

Upon first hire only 2 9.1 4 10.8 1 1.9 7 6.3 

Annually 19 86.4 28 75.7 44 85.6 91 82.0 

          

Staff roles and 

responsibilities in 

camp health care 

Never 0 0 0 0 0 0 0 0 

As needed 2 9.1 6 16.2 3 5.8 11 9.9 

Upon first hire only 2 9.1 4 10.8 3 5.8 9 8.1 

Annually 18 81.8 27 73.0 46 88.5 91 82.0 

          

Preparation for use of 

health care supplies & 

equipment 

Never 1 4.5 1 2.7 0 0 2 1.8 

As needed 1 4.5 7 19.4 8 15.4 16 14.5 

Upon first hire only 2 9.1 4 11.1 1 1.9 7 6.3 

Annually 18 81.8 24 66.7 43 82.7 85 77.3 

(continued) 
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Table 25 (continued)     

 4-H Affiliate ACA- SP ACA-NS Total 

Frequency of Training, by topic N % N % N % N % 

Situations for which 

care providers should 

attend 

Never 0 0 1 2.7 1 1.9 2 1.8 

As needed 1 4.5 6 16.2 3 5.8 10 9.0 

Upon first hire only 2 9.1 4 10.8 3 5.8 9 8.1 

Annually 19 86.4 26 70.3 45 86.5 90 81.8 

          

Sanitary procedures 

for waste & bodily 

fluids 

Never 1 4.5 0 0 0 0 1 .9 

As needed 2 9.1 6 16.2 5 9.6 13 11.7 

Upon first hire only 2 9.1 3 8.1 1 1.9 6 5.4 

Annually 17 77.2 28 75.7 46 88.5 91 82.0 

          

Care of persons w/ 

bedwetting & 

homesickness. 

Never 1 4.8 1 2.8 0 0 2 1.8 

As needed 1 4.8 6 16.7 10 19.2 17 15.6 

Upon first hire only 1 4.8 4 11.1 1 1.9 6 5.5 

Annually 18 85.7 25 69.4 41 78.8 84 77.1 

          

Care of persons who 

use devices & 

wheelchairs  

Never 4 18.2 5 42.3 5 9.6 14 12.8 

As needed 10 45.4 9 25.7 31 59.6 50 45.9 

Upon first hire only 0 0 2 5.7 2 3.8 4 3.7 

Annually 8 36.4 19 54.3 14 26.9 41 37.6 

Note:  ACA-SP = ACA-Special Populations, ACA-NS =ACA-Non-specific 

 

 When asked about the frequency (Table 26) and length of time spent on in-service 

training (Table 27) for staff with direct camper contact, categories of majority did not 

emerge.  The largest percentage of respondents indicated the provision of pre-service training 

―At Least Weekly‖ (36.4%).  Additionally, the largest portion of respondents claimed to 

spend ―Up to One Hour‖ (48.6%) on in-service training.  Regarding both frequency and 

length of staff training, 4-H affiliated camps reported the highest percentage of ―Never‖ or 

―None,‖ of all three groups. 
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Table 26 

 

Percentage of Camps Reporting Frequency of In-service Training    

 4-H Affiliate ACA- SP ACA-NS Total 

Statement N % N % N % N % 

Never 6 30.0 5 12.8 4 7.8 15 13.6 

Mid-summer only 6 30.0 10 25.6 12 23.5 28 25.4 

Every other week 2 10.0 9 23.1 12 23.5 23 20.9 

At least weekly 6 30.0 15 38.5 23 45.1 44 36.4 

Note:  ACA-SP = ACA-Special Populations, ACA-NS =ACA-Non-specific 

 
 

Table 27 

 
Percentage of Camps Reporting Length of In-service Training, by Session 

 4-H Affiliate ACA- SP ACA-NS Total 

Statement N % N % N % N % 

None 6 27.2 5 12.8 3 6.0 14 12.6 

Up to 1 Hour 9 40.9 16 41.0 29 58.0 54 48.6 

2 Hours 3 13.6 8 20.5 10 20.0 21 18.9 

3 Hours or More 4 18.1 10 25.6 8 16.0 22 19.8 

Note:  ACA-SP = ACA-Special Populations, ACA-NS =ACA-Non-specific 

 

 

 As previously stated, the majority of respondents spent ―Up to 1 Hour‖ on each of the 

seven in-service training topics required by the American Camp Association.  For each of 

these, approximately 14 to 27% of all respondents did not spend any in-service training time 

one or more of the required topics.  It was noted that approximately 6 to 15% of respondents 

spent ―3 Hours or More‖ on one or more of the listed in-service training topics.  Except in the 

topic of ―program differences…‖ 4-H affiliated camps reported both the lowest percentages 

of camps providing at least 3 hours of training on any particular topic, and the highest 

percentages of camps providing no training on any particular topic.  These findings are 
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depicted in Table 28.  

 

Table 28 

 

Percentage of Camps Reporting Provision of In-service Training, by Topic     

 4-H Affiliate ACA- SP ACA-NS Total 

Frequency of Training, by topic N % N % N % N % 

The acceptance, 

respect, and response 

to the multicultural 

diversity of our 

society. 

None 7 35.0 8 22.0 22 21.4 22 22.1 

< 1 Hour 11 55.0 22 61.1 63 61.2 63 60.6 

2 Hours 1 5.0 4 11.1 9 8.7 9 8.7 

> 3 Hours 1 5.0 2 5.6 9 8.7 10 9.6 

          

The developmental 

needs of campers to 

be served.  

None 7 35.0 6 16.2 4 8.0 17 15.7 

< 1 Hour 11 55.0 22 59.5 35 70.0 68 63.0 

2 Hours 0 0 5 13.5 5 10.0 10 9.3 

> 3 Hours 2 10.0 4 10.8 6 12.0 13 12.0 

          

Program differences 

based on 

developmental needs 

of campers.  

None 8 40.0 7 20.0 8 16.7 23 22.1 

< 1 Hour 11 55.0 21 60.0 30 6.25 62 59.6 

2 Hours 0 0 5 14.3 8 16.7 13 12.5 

> 3 Hours 1 5.0 2 5.7 2 4.2 6 5.8 

          

Structural differences 

based on 

developmental needs 

of campers.  

None 7 35.0 9 25.7 12 25.0 28 26.9 

< 1 Hour 12 60.0 19 54.3 29 60.4 60 57.7 

2 Hours 0 0 3 8.6 5 10.4 9 8.7 

> 3 Hours 1 5.0 4 11.4 2 4.2 7 6.7 

          

Techniques for 

behavior management 

based on 

developmental needs 

of campers 

None 6 30.0 6 16.2 4 8.0 16 15.0 

< 1 Hour 12 60.0 23 62.1 32 64.0 67 62.0 

2 Hours 1 5.0 4 10.8 9 18.0 14 13.0 

> 3 Hours 1 5.0 4 10.8 5 10.0 11 10.0 

(continued) 
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Table 28 (continued)     

 4-H Affiliate ACA- SP ACA-NS Total 

Frequency of Training, by topic N % N % N % N % 

Behavior management 

and supervision 

techniques to create a 

physically safe 

environment.  

None 6 27.3 6 16.2 3 6.1 16 14.0 

< 1 Hour 12 54.5 23 66.2 31 63.3 66 61.7 

2 Hours 0 0 4 10.8 6 12.2 10 9.3 

> 3 Hours 2 9.1 5 10.8 8 18.4 16 15.0 

          

Behavior management 

and supervision 

techniques to create an 

emotionally safe 

environment.  

None 6 31.6 6 16.2 3 6.1 15 14.2 

< 1 Hour 11 57.9 22 59.5 31 63.3 64 60.4 

2 Hours 0 0 5 13.5 6 12.2 11 10.4 

> 3 Hours 2 10.5 4 10.8 9 18.4 16 15.1 

Note:  ACA-SP = ACA-Special Populations, ACA-NS =ACA-Non-specific 

 

 

 The Kruskal-Wallis test was used to indicate differences among responses from each 

of the three groups regarding current practices related to staff training.  Additionally, a post-

hoc analysis using the Mann-Whitney test was performed to determine where differences 

existed.  This test was performed using pair-wise comparisons for each of the three groups, 

and differences were described based on mean ranks for each group.   

 Based on the Kruskal-Wallis test, significant differences were indicated among the 

three groups' practices for hiring supervisory staff with a bachelor's degree in a field relevant 

to the clientele served.  The Mann-Whitney test (Table 30) indicated difference in pair-wise 

comparisons of Groups 2 and 3, such that ACA-Special Populations reported a higher mean 

rank (51.78) for this item than ACA-Non-specific camps (38.97).  Differences were also 

indicated among Groups 1 and 2, and Groups 2 and 3, in regard to practices for hiring 

supervisory staff with at least 24 weeks (6 months) experience.  In this case, ACA-Special 

Populations demonstrated a higher man rank in the pair-wise comparisons than both 4-H 
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affiliated camps and ACA-Non-specific camps.   

 According to the Kruskal-Wallis test, length of pre-camp training administered to 

staff with direct camper contact differed among the three groups, as well.  The Mann-

Whitney test indicated that both groups of ACA-accredited camps reported mean ranks that 

were higher than those of 4-H affiliated camps.  Using the pair-wise comparison of Groups 1 

and 2, ACA-Special Populations reported a mean rank of 32.81, while the mean rank of 4-H 

affiliated camps was 27.80.  The comparison of Groups 1 (4-H Affiliate) and 3 (ACA-NS) 

resulted in mean ranks of 22.53 and 44.85, respectively.   

 As indicated by the Kruskal-Wallis test, differences were also found in the categories 

of four pre-camp training topics:  (1) the acceptance, respect, and response to the 

multicultural diversity of our society; (2) the developmental needs of campers to be served; 

(3) program differences based on developmental needs of campers; and (4) structural 

differences based on developmental needs of campers.  For the topic of ―acceptance, respect, 

and response to multicultural diversity of our society,‖ the Mann-Whitney test indicated a 

mean rank for 4-H affiliated camps (27.23) that was lower than that of ACA-Non-specific 

camps (41.85), based on the pair-wise comparisons of Groups 1 and 3.  Regarding ―the 

developmental needs of campers to be served,‖ and ―program differences based on 

developmental needs of campers,‖ pair-wise comparisons of Groups 1 and 2 and Groups 1 

and 3 indicated that 4-H affiliated camps reported mean ranks that were lower than both 

groups of ACA-accredited camps.  Pertaining to the topic of ―structural differences based on 

developmental needs of campers,‖ the mean rank of 4-H affiliated camps (22.33) was lower 

than that of ACA-Special Populations (34.24), based on the pair-wise comparisons of Groups 
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1 and 2.   

 The Kruskal-Wallis test also indicated significant differences in the categories of two 

in-service training topics:  behavior management and supervision techniques to create a (1) 

physically and (2) emotionally safe environment.  Regarding both categories, the Mann-

Whitney test indicated difference in pair-wise comparisons of Groups 1 and 3, such that 

ACA-Non-specific camps demonstrated a higher mean rank than 4-H affiliated camps.   

 

Table 29 

 

Kruskal-Wallis Analysis of Differences in Camps’ Current Practices for Serving Youth with Special Health Care 

Needs – Staff Training Component 

 Mean Rank  

Staff Training Item Group 1 Group 2 Group 3 Kruskal-Wallis Significance 

Supervisor Qualifications  -  

Relevant Bachelor's Degree 
60.43 63.20 47.48 .009 

Supervisor Qualifications - 24 

weeks (6 months) experience 
42.57 71.68 47.64 .000 

Length of Pre-Camp Training 35.50 55.65 68.62 .000 

Pre-Camp Training:  

Acceptance, respect… 
43.52 53.95 64.99 .019 

Pre-Camp Training:  

Developmental needs… 
41.82 62.65 59.18 .022 

Pre-Camp Training:  

Program differences… 
40.41 62.04 60.24 .019 

Pre-Camp Training:  

Structural differences… 
40.93 65.11 55.43 .014 

Pre-Camp Training:   

Tech. for behavior mgmt… 
45.86 61.15 58.60 .151 

Pre-Camp Training:   

Tech. for…physically safe.. 
44.52 57.24 61.10 .094 

Pre-Camp Training:   

Tech. for…emotional safety 
44.95 55.62 63.13 .059 

  (continued) 
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Table 29 (continued) 

 Mean Rank  

Staff Training Item Group 1 Group 2 Group 3 Kruskal-Wallis Significance 

Staff/Camper Interactions:  

Attention to camper needs… 
53.43 54.78 57.93 .666 

Staff/Camper Interactions:  

…Respect for…backgrounds 
57.36 51.79 58.53 .373 

Staff/Camper Interactions: 

…Respect for diff. abilities 
54.05 48.89 60.88 .065 

Staff/Camper Interactions:  

Create an environment… 
51.24 52.29 60.63 .119 

Staff/Camper Interactions:  

Guide group behavior… 
58.60 52.85 56.13 .657 

Staff/Camper Interactions:  

…Avoid ridicule of campers 
57.93 52.08 55.95 .567 

Staff/Camper Interactions:  

Discourage…teasing… 
56.79 52.76 56.93 .652 

Programmatic Functions:  

Equipment, safety procedures. 
58.80 53.95 56.28 .699 

Programmatic Functions:  

Objectives, procedures… 
57.34 51.92 58.34 .456 

Programmatic Functions:  

Emergency procedures… 
58.86 52.73 57.12 .501 

Programmatic Functions:  

Staff roles & responsibility… 
56.00 50.86 59.65 .165 

Programmatic Functions:   

Use of health care supplies… 
58.18 49.86 58.27 .210 

Programmatic Functions:  

Situations for which… 
59.32 49.82 58.99 .111 

Programmatic Functions:  

Sanitary procedures… 
53.36 52.66 59.49 .274 

Programmatic Functions:   

…Bed wetting/homesickness 
59.52 51.25 55.77 .407 

Programmatic Functions:  

…Persons who use devices… 
51.68 63.34 50.79 .120 

Frequency of in-service… 43.30 55.32 60.42 .102 

Length of in-service training 48.07 55.32 60.42 .328 

In-service Training:  

Acceptance, respect… 
43.18 51.06 56.48 .155 

  (continued) 
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Table 29 (continued) 

 Mean Rank  

Staff Training Item Group 1 Group 2 Group 3 Kruskal-Wallis Significance 

In-service Training:  

Developmental needs… 
41.63 55.28 58.00 .063 

In-service Training:   

Program differences… 
39.83 54.01 55.60 .066 

In-service Training:   

Structural differences… 
45.18 54.84 52.77 .410 

In-service Training:   

Tech. for behavior mgmt… 
42.20 53.32 59.22 .056 

In-service Training:   

Tech. for…physically safe… 
41.40 51.50 59.95 .027 

In-Service Training:   

Tech. for…emotional safety 
40.34 51.62 58.95 .033 

Note:  Group 1 = 4-H Affiliate, Group 2 = ACA-Special Populations, Group 3 = ACA-Non-Specific 

* p > .05. 

 

 
Table 30 

 

Mann-Whitney Analysis of Differences in Camps’ Current Practices for Serving Youth with Special Health Care 

Needs – Staff Training Component 

 Groups 1 & 2 Groups 1 & 3 Groups 2 & 3 

Staff 

Training 

Item 

Mean 

Rank 

(4-H) 

Mean 

Rank 

(ACA-

SP) 

Mann-

Whitney 

(U) 

Sig. 

(p) 

Mean 

Rank 

(4-H) 

Mean 

Rank 

(ACA-

NS) 

Mann-

Whitney 

(U) 

Sig. 

(p) 

Mean 

Rank 

(ACA-

SP) 

Mean 

Rank 

(ACA-

NS) 

Mann-

Whitney 

(U) 

Sig. 

(p) 

Supervisor 

Qual. -   

Bachelor's 

Degree 

29.77 30.92 402.000 .705 42.16 34.01 425.500 .072 51.78 38.97 673.500 .004 

Supervisor 

Qual. - 24 

weeks 

experience 

20.32 36.39 194.000 .000 33.75 37.01 489.500 .506 54.79 35.63 521.000 .000 

Length of 

Pre-Camp 

Training 

24.98 35.35 298.500 .014 22.52 44.85 242.000 .000 40.31 50.27 792.000 .107 

(continued) 
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Table 30 (continued) 

 Groups 1 & 2 Groups 1 & 3 Groups 2 & 3 

Staff 

Training 

Item 

Mean 

Rank 

(4-H) 

Mean 

Rank 

(ACA-

SP) 

Mann-

Whitney 

(U) 

Sig. 

(p) 

Mean 

Rank 

(4-H) 

Mean 

Rank 

(ACA-

NS) 

Mann-

Whitney 

(U) 

Sig. 

(p) 

Mean 

Rank 

(ACA-

SP) 

Mean 

Rank 

(ACA-

NS) 

Mann-

Whitney 

(U) 

Sig. 

(p) 

Pre-Camp 

Training:  

Acceptance, 

respect… 

27.80 32.81 358.500 .258 27.23 41.85 346.000 .005 41.14 49.64 824.500 .107 

Pre-Camp 

Training:  

Dev. needs 

24.18 34.85 279.00 .013 29.14 41.04 388.000 .017 47.81 44.64 943.500 .515 

Pre-Camp 

Training: 

Program 

differences  

24.05 34.92 276.00 .016 27.86 41.58 360.000 .008 47.12 45.16 970.500 .709 

Pre-Camp 

Training: 

Structural 

differences  

22.33 34.24 238.000 .007 29.60 39.99 390.500 .042 50.37 41.94 803.000 .112 

In-service 

Training:  

Tech. for 

physically 

safe…  

25.40 30.95 298.000 .167 26.50 38.47 320.000 .009 39.55 46.48 760.500 .140 

In-service 

Training:  

Tech. for 

emotional 

safety 

24.47 30.57 275.000 .135 25.87 37.85 301.000 .010 40.05 46.10 779.000 .202 

Note:  Group 1 = 4-H Affiliate, Group 2 = ACA-Special Populations, Group 3 = ACA-Non-Specific 

* p > .02. 

 

 

Programs and Facilities  

 Respondents were questioned about current programs, policies, facilities, and 

equipment, as well as staff requirements and supervision ratios.  Overall, there were mixed 

beliefs about camps' ability to meet special health care needs of youth (Table 31).  The 

category of ―Excellent, able to sufficiently care for most youth with special health care 

needs,‖ received the highest response, with 38 camps (35.5%) indicating such, and leading 
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the category of ―Good, meets the needs of most youth with special health care needs‖ by only 

two responses.  Furthermore, non-specific ACA-accredited camps (ACA-NS) reported both 

the lowest percentage of camps (12.2%) with ―Excellent‖ perceived ability to meet special 

health care needs, and the highest percentage of camps (8.2%) with a perceived ability of 

―Poor.‖   

 

Table 31 

 
Percentage of Camps Reporting Camps' Ability to Meet Special Health Care Needs 

 4-H Affiliate ACA- SP ACA-NS Total 

Ability N % N % N % N % 

Poor, policies and practices need serious 

improvements. 
1 5.0 0 0 4 8.2 5 4.7 

Adequate, meets youth needs, but 

improvements could be made. 
6 30.0 5 13.2 17 34.7 28 26.2 

Good, meets the needs of most youth with 

special health care needs. 
9 45.0 5 13.2 22 44.9 36 33.6 

Excellent, able to sufficiently care for most 

youth with special health care needs. 
4 20.0 28 73.7 6 12.2 38 35.5 

Note:  ACA-SP = ACA-Special Populations, ACA-NS =ACA-Non-specific 

 

 

 Ten camps (9.7%) reported that at least one paid staff member was the same age or 

younger than campers in attendance.  On the other hand, 73 camps (70.9%) chose to employ 

only those individuals who were at least two years older than campers (Table 32).  The 

highest percentage of camps (90%) reporting a minimum staff/camper age difference of two 

years was reported by 4-H affiliated camps, where as the highest percentage of camps 

(14.7%) with at least one paid staff member who is younger than campers was reported by 

ACA-accredited camps primarily serving special populations (ACA-SP).  Additionally, it was 

noted that 87 camps (79.8%) that employed 75-100% of staff with direct camper contact who 
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are 18 years of age or older (Table 33).   

 

Table 32 

 

Percentage of Camps Reporting Minimum Staff/Camper Age Difference    

 4-H Affiliate ACA- SP ACA-NS Total 

Statement N % N % N % N % 

At least one paid staff member is younger than 

campers. 
0 0 5 14.7 1 2.1 6 5.9 

0 years minimum age difference.  

(If any paid staff are the same age as campers.) 
0 0 3 8.8 1 2.1 4 3.9 

1 year minimum age difference.  

(If any paid staff are a minimum of one year 

older than campers.) 

2 10.0 8 23.5 10 20.8 20 19.6 

2 year minimum age difference.  

(If all paid staff are at least two years older 

than campers.) 

18 90.0 18 52.9 36 75.0 72 70.6 

Note:  ACA-SP = ACA-Special Populations, ACA-NS =ACA-Non-specific 

 

 
Table 33 

 

Percentage of Camps Reporting Percentage of Staff, Age 18 Years or Older    

 4-H Affiliate ACA- SP ACA-NS Total 

Percentage N % N % N % N % 

Less than 25% 2 9.1 1 2.6 4 8.3 7 6.4 

25-50% 3 13.6 2 5.3 0 0 5 4.6 

51-75% 3 13.6 2 5.3 5 10.4 10 9.2 

75-100% 14 63.6 33 86.8 39 81.3 87 79.8 

Note:  ACA-SP = ACA-Special Populations, ACA-NS =ACA-Non-specific 

 

 The vast majority of respondents (71.2%) indicated policies for sharing health 

management practices with parents and participants ―prior to enrollment so they can identify 

the camp's approach to medical concerns.‖  However, a few camps (9.9%) did not have a 

formal health management practice in place, or did not have a system for sharing its policies 
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with parents or participants.  ACA-accredited camps primarily serving special populations 

(ACA-SP) was the only group in which all respondents reported some policy for sharing its 

health management practices with parents and participants.  Table 34 describes these 

findings. 

 

Table 34 

 

Percentage of Camps Reporting Notification of Health Management Practices    

 4-H Affiliate ACA- SP ACA-NS Total 

Statement N % N % N % N % 

The camp does not have a system for sharing 

its health management practice with parents 

and participants. Medical concerns are 

addressed as the need arises. 

1 4.3 0 0 1 2.0 2 1.8 

The camp shares its health management 

practice with parents and participants prior to 

enrollment so they can identify the camp's 

approach to medical concerns. 

4 17.4 1 2.6 4 8.2 9 8.1 

The camp shares its health management 

practice with parents and participants prior to 

enrollment so they can identify the camp's 

approach to medical concerns. 

4 17.4 7 18.4 10 20.4 21 18.9 

The camp does not have a system for sharing 

its health management practice with parents 

and participants. Medical concerns are 

addressed as the need arises. 

14 60.9 30 78.9 34 69.4 79 71.2 

Note:  ACA-SP = ACA-Special Populations, ACA-NS =ACA-Non-specific 

 
 

 As the most basic of health management practices, every camp reported some 

willingness to make adjustments for special dietary needs.  While some camps make dietary 

accommodations for allergies only (9.3%), and others disperse meals provided by camper 

parents (8.3%), the vast majority of respondents (82.4%) said, ―The camp will accommodate 

special dietary needs (low carbohydrate, high fiber, gluten-free, etc.).‖  More than 90% of 

respondents in both 4-H affiliated and ACA-accredited camps primarily serving special 
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populations indicated this practice (ACA-SP).  Table 35 describes the findings regarding 

these items. 

 

Table 35 

 

Percentage of Camps Reporting Accommodations for Special Dietary Needs    

 4-H Affiliate ACA- SP ACA-NS Total 

To what extent does the camp make 

accommodations for special dietary needs? 

N % N % N % N % 

The camp does not make accommodations for 

special dietary needs. 
0 0 0 0 0 0 0 0.0 

The camp makes dietary accommodations for 

allergies only. 
2 9.5 1 2.7 7 14.3 10 9.3 

The camp disperses meals that have been 

provided by camper parents, in cases of special 

dietary needs. 

0 0 1 2.7 7 14.3 9 8.3 

The camp will accommodate special dietary 

needs (low carb., high fiber, gluten-free, etc.). 
19 90.5 35 94.6 35 71.4 89 82.4 

Note:  ACA-SP = ACA-Special Populations, ACA-NS =ACA-Non-specific 

 

 Respondents were also asked about practices for assessing the need for an automated 

external defibrillator (AED) at the camp location.  Most respondents (70.9%) indicated the 

use of ―internal assessment process to determine the need for an AED at the camp location.   

A few camps (6.4%) did not assess the need for an AED; in fact, the largest percentage of 

respondents who indicated this practice was reported by the group of 4-H affiliated camps 

(22.7%).  These findings are described in Table 36. 
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Table 36 

 

Percentage of Camps Reporting Assessment of the Need for an AED     

 4-H Affiliate ACA- SP ACA-NS Total 

Statement N % N % N % N % 

Our camp has not assessed the need for an 

AED at the camp. 
5 22.7 0 0 2 4.1 7 6.4 

Our camp used an internal assessment process 

to determine the need for an AED at the camp. 
12 54.5 28 73.7 37 75.5 78 70.9 

The camp commissioned an external candidate 

who provided expertise in determining the need 

for an AED at the camp. 

4 18.2 4 10.5 6 12.2 14 12.7 

The camp commissioned an external panel of 

experts who provided expertise in determining 

the need for an AED at the camp. 

1 4.5 6 15.8 4 8.2 11 10.0 

Note:  ACA-SP = ACA-Special Populations, ACA-NS =ACA-Non-specific 

 

 

 The American Camp Association lists seven required components for a camp's health 

care shelter or center for providing first aid and emergency situations.  Ninety camps (80%) 

reported the provision of all seven components in the health care center (Table 37).  Only one 

camp (.9%) provides less than three of the seven components at their health care center.  

Respondents in the 4-H affiliated group reported the smallest percentage of camps (47.6%) 

that provide all components in a camp health care center; this group also reported the largest 

percentage of camps (4.8%) that provide less than three components in the health care center.   
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Table 37 

 

Number of Components Provided in Camp Health Care Center    

 4-H Affiliate ACA- SP ACA-NS Total 

Components N % N % N % N % 

Less than 3 components 1 4.8 0 0 0 0 1 .9 

3 of 7 components 3 14.3 0 0 1 2.1 4 3.7 

5 of 7 components 7 33.3 1 2.6 4 8.3 13 11.9 

All components provided 10 47.6 37 97.4 43 89.6 90 82.6 

Note:  ACA-SP = ACA-Special Populations, ACA-NS =ACA-Non-specific 

 

 

 In regard to serving youth within specified age groups, most camps indicated service 

to youth age 6-18 years old.  Across all age categories, the majority of camps adhered to 

ratios provided by the American Camp Association Standards Manual.  Only three camps 

reported practices that exceed the maximum listed staff/camper ratios; this occurred in the 

age categories of 9-14 and 15-18.  Respondents in the ACA-SP group reported the largest 

percentage of camps that adhere to these ratios.  Tables 38, 39, 40, and 41 summarize the 

findings regarding minimum ratios for camper/staff ratios with campers age 4-18 years. 

 

Table 38 

 

Percentage of Camps Reporting Camper/Staff Ratios, Campers Age 4-5 Yrs.    

 4-H Affiliate ACA- SP ACA-NS Total 

Ratio N % N % N % N % 

1 staff: 12 or more campers 0 0 0 0 0 0 0 0.0 

1 staff: 9-11 campers 1 4.5 0 0 0 0 1 .9 

1 staff: 6-8 campers 2 9.1 1 2.9 1 2.1 5 4.7 

1 staff: 5 or fewer campers 2 9.1 7 20.0 5 10.4 14 13.2 

Our camp does not serve this age group. 17 77.3 27 77.1 42 87.5 86 81.1 

Note:  ACA-SP = ACA-Special Populations, ACA-NS =ACA-Non-specific 
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Table 39 

 

Percentage of Camps Reporting Camper/Staff Ratios, Campers Age 6-8 Yrs.    

 4-H Affiliate ACA- SP ACA-NS Total 

Ratio N % N % N % N % 

1 staff:  13 or more campers 0 0 0 0 0 0 0 0.0 

1 staff: 10-12 campers 2 9.1 0 0 1 2.1 3 2.8 

1 staff: 7-9 campers 5 22.7 2 5.4 7 14.6 15 13.9 

1 staff: 6 or fewer campers 4 18.2 33 89.2 32 66.7 69 63.9 

Our camp does not serve this age group. 11 50.0 2 5.4 8 16.7 21 19.4 

Note:  ACA-SP = ACA-Special Populations, ACA-NS =ACA-Non-specific 

 

 
Table 40 

 

Percentage of Camps Reporting Camper/Staff Ratios, Campers Age 9-14 Yrs.    

 4-H Affiliate ACA- SP ACA-NS Total 

Ratio N % N % N % N % 

1 staff: 15 or more campers 1 4.5 0 0 0 0 1 1.0 

1 staff: 12-14 campers 0 0 1 2.9 4 8.3 5 4.8 

1 staff: 9-11 campers 9 40.9 2 5.9 10 20.8 22 21.0 

1 staff: 8 or fewer campers 12 54.5 30 88.2 34 70.8 76 72.4 

Our camp does not serve this age group. 0 0 1 2.9 0 0 1 1.0 

Note:  ACA-SP = ACA-Special Populations, ACA-NS =ACA-Non-specific 

 

 

Table 41 

 

Percentage of Camps Reporting Camper/Staff Ratios, Campers Age 15-18 Yrs.    

 4-H Affiliate ACA- SP ACA-NS Total 

Ratio N % N % N % N % 

1 staff: 16 or more campers 0 0 1 2.7 1 2.1 2 1.9 

1 staff: 14-16 campers 1 4.8 0 0 3 6.3 4 3.7 

1 staff: 11-13 campers 4 19.0 2 5.4 4 8.3 11 10.3 

1 staff: 10 or fewer campers 14 66.7 21 86.5 36 75.0 82 76.6 

Our camp does not serve this age group 2 9.5 2 5.4 4 8.2 8 7.5 

Note:  ACA-SP = ACA-Special Populations, ACA-NS =ACA-Non-specific 
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 When asked about camps' systems for evaluating their ability to meet participants' 

special medical needs in programmatic activities (Table 42), two thirds of respondents 

(66.7%) said, ―Parents and/or medical staff evaluate campers' ability level for each camp 

activity. This form is submitted to the camp before or with application/registration 

information.‖  In regard to the evaluation of camper growth and development (Table 43), no 

categorical majority emerged.  The response, ―Camper growth and development is evaluated 

at the beginning or end of the camp session…‖ was indicated most frequently, with more 

than one third of camps (36.1%) reporting this practice.   It was noted that six camps (5.4%) 

did not evaluate their ability to meet participants' special medical needs in programmatic 

activities, and eleven camps (10.2%) elected not to evaluate camper growth and development 

during the camp session.   

 

Table 42 

 

Percentage of Camps Reporting Evaluation of Camps' Ability to Meet Camper Needs  

at Programmatic Activities 

 4-H Affiliate ACA- SP ACA-NS Total 

Statement N % N % N % N % 

The camp does not have a system for 

evaluating participants' special medical needs. 
1 4.3 0 0 5 10.2 6 5.4 

Staff evaluates campers' ability level at each 

camp activity, as necessary. 
7 30.4 3 7.9 7 14.3 18 16.2 

Parents and/or medical staff evaluate campers' 

ability level for each camp activity.  This 

process is completed on-site at camp check-in. 

5 21.1 5 13.2 3 6.1 13 11.7 

Parents and/or medical staff evaluate campers' 

ability level for each camp activity.  This form 

is submitted to the camp before or with 

application/registration information. 

10 43.5 30 78.9 34 69.4 74 66.7 

Note:  ACA-SP = ACA-Special Populations, ACA-NS =ACA-Non-specific 
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Table 43 

 

Percentage of Camps Reporting Evaluation of Camper Growth and Development  

 4-H Affiliate ACA- SP ACA-NS Total 

Statement N % N % N % N % 

Camper growth and development during the 

camp session is not evaluated. 
3 14.3 3 7.9 5 10.4 11 10.2 

Camper growth and development during the 

camp session is evaluated informally through 

subjective and unwritten observations, 

questions, or word-of-mouth, etc. 

7 33.3 9 23.7 17 35.4 34 31.5 

Camper growth and development is evaluated 

at the beginning OR end of the camp session, 

through written, specific, observable behavioral 

outcomes that are identified based on campers' 

developmental needs. 

7 33.3 14 36.8 18 37.5 79 36.1 

Camper growth and development is evaluated 

at the beginning AND end of the camp session, 

through written, specific, observable behavioral 

outcomes that are identified based on campers' 

developmental needs. 

4 19.0 12 31.6 8 16.7 24 22.2 

Note:  ACA-SP = ACA-Special Populations, ACA-NS =ACA-Non-specific 

  

 Use of program equipment based on the needs of campers was demonstrated by 89% 

of camps who reported, ―Program equipment is available in assorted styles...‖  Respondents 

in the 4-H affiliated group reported the smallest percentage of camps (77.3%) that employ 

this practice.  A total of ten camps (9.2%) reported the use of equipment by all campers 

regardless of size and ability level (―one-size-fits-all‖), or the availability of assorted styles 

with camper responsibility for choosing the appropriate fit.  Conversely, two camps (1.8%) 

asserted that, ―Camp administration is not responsible for providing equipment;‖ both of 

these camps self-identified with the category of ―non-specific ACA-accredited camps.‖  

Table 44 presents these findings.   
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Table 44 

 

Percentage of Camps Reporting Use of Equipment Appropriate for Campers' Size and Ability Level 

 4-H Affiliate ACA- SP ACA-NS Total 

Statement N % N % N % N % 

Camp administration is not responsible for 

providing equipment; this is under the direction 

of an outside agency. 

0 0 0 0 2 4.1 2 1.8 

Program equipment is used with all campers, 

regardless of their size and ability level (one-

size fits-all). 

5 22.7 1 2.7 0 0 6 5.5 

Program equipment is available in assorted 

styles; it is campers' responsibility to choose 

equipment that is appropriate for their size and 

ability. 

0 0 2 5.4 2 4.1 4 3.7 

Program equipment is available in assorted 

styles; staff are responsible for assigning 

equipment based on campers' size and ability. 

17 77.3 34 91.9 45 91.8 96 89.0 

Note:  ACA-SP = ACA-Special Populations, ACA-NS =ACA-Non-specific 

 

 Assistive devices for eating and communication were also a concern in this study.  

When asked about the availability of special eating equipment, no categorical majority 

emerged (Table 45).  The largest response category demonstrated the use of special eating 

equipment that was provided by parents only, with 52 camps (48.6%) indicating this 

response.  On the other hand, only 17 camps (15.8%) indicated some ability to provide 

assistive eating devices.  In fact, four respondents (10.8%) from the group of ACA-accredited 

camps who primarily serve special needs (ACA-SP) were the only ones who indicated the 

provision of special eating equipment at all times. 
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Table 45 

 

Percentage of Camps Reporting Availability of Special Eating Equipment    

 4-H Affiliate ACA- SP ACA-NS Total 

Statement N % N % N % N % 

Our camp does not allow for special eating 

equipment. 
9 40.9 7 18.9 22 46.8 38 35.5 

Our camp uses special eating equipment that 

has been provided by parents only. 
12 54.5 17 45.9 22 46.8 52 48.6 

Our camp provides special eating equipment 

when necessary. 
1 4.5 9 24.3 3 6.4 13 12.1 

Our camp provides special eating equipment at 

all times. 
0 0 4 10.8 0 0 4 3.7 

Note:  ACA-SP = ACA-Special Populations, ACA-NS =ACA-Non-specific 

 

 

 When asked about the availability of communication devices, 54 camps (50.9%) 

indicated, ―Our camp uses assistive communication devices that have been provided by 

camper parents only.‖  Similar to that of special eating equipment, 40 camps (37.7%) 

indicated that their camp does not allow for specialized communication devices.  Only 12 

camps (11.3%) reported some ability to provide communication devices; 8 of these camps 

(7.5%) and four of these camps (8.7%) self-identified with the ACA-SP and ACA-NS groups, 

respectively.  Table 46 describes this information.   
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Table 46 

 

Availability of Communication Devices    

Statement 4-H Affiliate ACA- SP ACA-NS Total 

 N % N % N % N % 

Our camp does not allow for the availability of 

assistive communication devices. 
9 42.9 6 15.8 25 54.3 40 37.7 

Our camp uses assistive communication 

devices that have been provided by parents 

only. 

12 57.1 24 63.2 17 37.0 54 50.9 

Our camp provides assistive communication 

devices when necessary. 
0 0 6 15.8 4 8.7 10 9.4 

Our camp provides assistive communication 

devices at all times. 
0 0 2 5.3 0 0 2 1.9 

Note:  ACA-SP = ACA-Special Populations, ACA-NS =ACA-Non-specific 

  

 The Kruskal-Wallis test was used to indicate differences among responses from each 

of the three groups regarding current practices related to camp programs and facilities.  

Additionally, a post-hoc analysis using the Mann-Whitney test was performed to determine 

where differences existed.  This test was performed using pair-wise comparisons for each of 

the three groups, and differences were described based on mean ranks for each group.  The 

results from these tests are found in Tables 47 and 48. 

 According to the Kruskal-Wallis test, significant difference were indicated regarding 

the groups’ perceived ability to meet the special health care needs of youth.   The Mann-

Whitney test identified differences in pair-wise comparisons of Groups 1 and 2, and Groups 2 

and 3.  Based on this test, the ACA-Special Populations group reported higher mean ranks 

than both 4-H affiliated camps and ACA-Non-specific camps.  Significant differences were 

not found in the pair-wise comparisons of Groups 1 and 3.   

 Based on the Kruskal-Wallis test, there was a difference noted among the three 
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groups of camps in the employment of staff with a minimum staff/camper age difference.  

Results from the Mann-Whitney test revealed lower mean ranks for the ACA-Special 

Populations group when compared with those of both 4-H affiliated camps and ACA-Non-

specific camps.  Using the pair-wise comparison of Groups 1 and 2, ACA-Special 

Populations reported a mean rank of 23.56, while the mean rank of 4-H affiliated camps was 

34.20.  The comparison of Groups 2 (ACA-SP) and 3 (ACA-NS) resulted in mean ranks of 

35.24 and 45.94, respectively.   

 The Kruskal-Wallis test indicated differences in camps’ willingness to make 

adjustments for special dietary needs.  The Mann-Whitney test revealed differences in pair-

wise comparisons of Groups 2 and 3, such that ACA-Special Populations reported a higher 

mean rank (49.18) for this item than ACA-Non-specific camps (39.21).  For this item, 

however, no differences were found between 4-H affiliated camps and both groups of ACA-

accredited camps.   

 According to the Kruskal-Wallis test, the number of components provided in a camp’s 

health care shelter or center differed among the three groups, as well.  The Mann-Whitney 

test demonstrated that both groups of ACA-accredited camps reported mean ranks that were 

higher than those of 4-H affiliated camps.  Using pair-wise comparisons of Groups 1 and 2, 

ACA-Special Populations reported a mean rank of 35.28 while the mean rank of 4-H 

affiliated camps was 20.45.  The comparison of Groups 1 (4-H Affiliate) and 3 (ACA-NS) 

resulted in mean ranks of 24.69 and 40.13, respectively.   

 Based on the Kruskal-Wallis test, practices for adhering to specific staff/camper ratios 

varied in only one category—campers age 15-18 years old.  The Mann-Whitney test 



77 

 

identified differences in pair-wise comparisons of Groups 1 and 2, and Groups 2 and 3.  

Based on this test, the ACA-Special Populations group reported higher mean ranks than both 

4-H affiliated camps and ACA-Non-specific camps.  Significant differences were not found 

in the pair-wise comparisons of Groups 1 and 3.   

 The Kruskal-Wallis test revealed differences among the three groups of camps 

regarding the process for evaluating their ability to meet participants’ special medical needs 

in programmatic activities.  The Mann-Whitney test revealed differences in pair-wise 

comparisons of Groups 1 and 2, such that ACA-Special Populations reported a higher mean 

rank (34.35) for this item than 4-H affiliated camps (22.68).  For this item, however, no 

differences were found between the groups of ACA-accredited camps. 

 The Kruskal-Wallis test also indicated significant differences in the availability of 

special eating and assistive communication devices at each of the three groups of camps.  For 

both categories, the Mann-Whitney test revealed differences in pair-wise comparisons of 

Groups 1 and 2, and Groups 2 and 3.  Based on this test, the ACA-Special Populations group 

reported higher mean ranks than both 4-H affiliated camps and ACA-Non-specific camps.  

These findings were consistent across both categories related to the availability of assistive 

devices.   
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Table 47 

 

Kruskal-Wallis Analysis of Differences in Camps’ Current Practices for Serving Youth with Special Health Care 

Needs – Programs and Facilities Component 

 Mean Rank  

Programs & Facilities Item Group 1 Group 2 Group 3 Kruskal-Wallis Significance 

Ability to meet special health 

care needs 
46.88 74.55 40.97 .000 

Minimum staff/camper age 

difference 
61.90 41.29 54.40 .004 

Percentage of staff age 18 or 

older 
45.80 58.43 55.38 .094 

Notification of health 

management practices 
48.63 60.68 54.70 .192 

Accom. for dietary needs 57.52 60.14 47.86 .014 

Assessment of need for AED 47.36 59.95 54.59 .178 

Components provided in 

health center 
34.14 61.16 58.06 .000 

Minimum Camper/Staff Ratio 

for Campers age 4-5 Years 
48.80 50.81 56.06 .094 

Minimum Camper/Staff Ratio 

for Campers age 6-8 Years 
49.80 50.81 56.06 .363 

Minimum Camper/Staff Ratio 

for Campers age 9-14 Years 
60.52 52.19 52.41 .428 

Minimum Camper/Staff Ratio 

for Campers age 15-18 Years 
42.73 61.97 50.27 .007 

Evaluation of ability to meet 

campers' needs at 

programmatic activities 

43.20 63.16 55.34 .017 

Evaluation of camper growth 

and development 
49.71 60.84 47.86 .206 

Use of equipment appropriate 

for campers' size and ability  
48.00 56.31 56.05 .135 

Availability of special eating 

equipment 
47.25 67.74 45.21 .001 

Availability of 

communication devices 
47.07 66.61 44.47 .001 

Note:  Group 1 = 4-H Affiliate, Group 2 = ACA-Special Populations, Group 3 = ACA-Non-Specific 

* p > .05. 
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Table 48 

 

Mann-Whitney Analysis of Differences in Camps’ Current Practices for Serving Youth with Special Health Care 

Needs – Programs and Facilities Component 

 Groups 1 & 2 Groups 1 & 3 Groups 2 & 3 

Programs & 

Facilities 

Item 

Mean 

Rank 

(4-H) 

Mean 

Rank 

(ACA-

SP) 

Mann-

Whitney 

(U) 

Sig. 

(p) 

Mean 

Rank 

(4-H) 

Mean 

Rank 

(ACA-

NS) 

Mann-

Whitney 

(U) 

Sig. 

(p) 

Mean 

Rank 

(ACA-

SP) 

Mean 

Rank 

(ACA-

NS) 

Mann-

Whitney 

(U) 

Sig. 

(p) 

Health care 

needs 
19.43 34.80 178.500 .000 37.95 33.80 431.000 .403 59.25 32.17 351.500 .000 

Staff/camper 

age diff. 
34.20 23.56 206.000 .004 38.20 32.96 406.000 .156 35.24 45.94 603.000 .017 

Dietary 

needs 
28.69 29.96 371.500 .531 31.54 38.83 423.500 .112 49.18 39.21 696.500 .007 

Components 

provided in 

health center 

20.45 35.28 198.500 .000 24.69 40.13 287.500 .000 45.38 42.93 878.500 .341 

Ratio for 

Campers 

age 15-18 s 

22.14 32.62 234.000 .002 32.09 37.06 453.000 .255 46.85 37.71 634.000 .018 

Needs at 

activities 
23.65 35.45 268.000 .003 31.54 38.83 449.500 .115 47.21 41.51 809.000 .178 

Availability 

of Eating 

equipment 

22.68 34.35 246.000 .006 36.07 34.50 493.500 .733 52.39 34.71 503.500 .000 

Note:  Group 1 = 4-H Affiliate, Group 2 = ACA-Special Populations, Group 3 = ACA-Non-Specific 

* p > .02. 

 

 

Summary 

 The goal of the study was to identify accommodations made by camps for youth with 

special health care needs, and to encourage inclusive camping programs.  Findings from this 

study were indicative of the current practices for accommodating youth with special health 

care needs in summer camp programs across the country.  They served to identify the 

strengths and weaknesses of 4-H and ACA camping programs in accommodating youth with 

special health care needs, and allowed for the comparison of such practices among the three 

groups of camps featured in this study. 
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Chapter 5:  Summaries, Conclusions, and Recommendations 

 

Introduction 

 The purpose of the study is to describe the differences in the current practices for 

serving youth with special health care needs in 4-H camping programs and those offered by 

formally accredited American Camping Association (ACA) camping programs.  To do this, 

an assessment of 4-H and ACA camps' accommodations for youth with special health care 

needs was performed.  The goal of the study was to identify accommodations made by camps 

for youth with special health care needs, and to encourage inclusive camping programs.  

Findings from this study were indicative of the current practices for accommodating youth 

with special health care needs in summer camp programs across the country.  They served to 

identify the strengths and weaknesses of 4-H and ACA camping programs in accommodating 

youth with special health care needs, and allowed for the comparison of such practices 

among the three groups of camps featured in this study. 

Summary of Literature 

 The foundation for this study is based on the theory of inclusive education, or 

―inclusion.‖  Inclusion evolved from a 1970's ―parent-initiated effort‖ to educate youth with 

and without disabilities in a fair, diverse, inclusive educational environment (Reid, 2010).  

The Individuals with Disabilities Education (IDEA) Act (1975) was enacted to ensure that 

―children with disabilities have the right to an education in the least restrictive environment 

(LRE) (Villa & Thousand, 2003).  As a result of this legislation, many schools have made 

efforts to educate students with disabilities by including them in general education 

classrooms, rather than in separate, ―special education‖ classrooms (Combs, Elliott, Whipple, 
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2010; Idol, 1997 & 2006; Logan, 1994; Salend & Garrick Duhaney, 1999).  This practice is 

echoed in other types of educational settings, as well (Boone, Boone, Reed, Woloshuk, & 

Gartin, 2006; Devine & McGovern, 2001; Fennick & Royle, 2003; Goble & Eyre, 2008; 

Jones, 2000 & 2003/2004; Roberts, 2009; Scholl, Smith, Davison, 2005; Wachter & 

McGowan, 2002).     

 In order to provide for the holistic development of youth, formal education is 

complemented by non-formal and informal learning.  Just as in formal education, inclusion is 

an important consideration in non-formal and informal settings.  Camping is one type of non-

formal learning that is enjoyed by youth across the country.  In disease-specific, or 

―specialized‖ programs such as these, ―Camps are dedicated to promoting programs and 

activities adapted for children's diseases.  Camp staff members must be knowledgeable about 

diseases and the potential needs of the children‖ (Klee, Greenleaf, & Watkins, 1997, p. 57).    

 Literature suggests several practices found to be useful in the execution of specialized 

camping programs (Hvizdala et al., 1978; Klee et al., 1997; Powars et al., 1990; Silvers et al., 

1992; Smith, Gotlieb, Gurwitch, & Blotcky, 1987; Travis & Schreiner, 1984).  It may be 

suggested that each of these practices are applicable to all youth camping programs, 

regardless of target audience or specialty area.  Camping serves as a catalyst for 

normalization of youth, especially those with special needs (Brown, 2005; Sawin et al., 2001; 

Swenson, 1988; Thomas & Gaslin, 2001).  The impact of this school of thought can be far-

reaching in the movement toward inclusive camping.  Despite the availability of publications 

regarding specialized camping programs, there is little research on the structure of inclusive 

camps, programmatic adaptations, staff training content, or health and emergency 
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management practices. 

Summary of Methodology 

 Descriptive survey research was used to determine the ways in which summer camps 

accommodate youth with special health care needs.  The instrument used in this study was 

researcher designed and web-delivered via Surveymonkey.com.  For the purposes of this 

study, three distinct groups were recognized:  (1) 4-H affiliated camps, (2) ACA-accredited 

camps primarily serving youth with special health care needs, and (3) non-specific ACA-

accredited camps. The sampling frame was the American Camp Association Directory of 

Camps (n=617).  Sample size was determined by using Krejcie and Morgan’s (1970) 

formula, resulting in a sample size of 242 camps (n= 242).  4-H camping programs in forty-

three states and the District of Columbia were included in the study (n=44).   

 Following Dillman's (2000) Tailored Design Method, several contacts were made 

with participants over the course of six weeks. A response rate of 40% was obtained; this rate 

is higher than the 27% response rate typically achieved through e-mail surveys (Fraze, 

Hardin, Brashears, Smith, & Lockaby, 2002).  Lindner, Murphy, and Briers (2001) 

recommended the use of procedures for handling non-response error when less than 85% 

response rate is attained.  For this reason, early and late responses were compared as a 

method to control for non-response error; no differences were found between the responses 

of the two groups (Lindner & Wingenbach, 2002).  Data were analyzed utilizing the 

Statistical Package for the Social Sciences (SPSS) Program 18.0 for Windows.  The Analysis 

of Variance (ANOVA) test was used to indicate differences among responses from each of 

the three groups.  Additionally, a post-hoc analysis using Fisher's LSD was performed, and 
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differences were described using mean scores for each item.  

Conclusions 

 The instrument used in this study consisted of three sections and included questions 

related to health care, staff training, and programs and facilities.  Participants were asked to 

indicate current practices for accommodating youth with special health care needs in their 

camp program.  Responses were grouped for comparison among the three groups. 

Conclusions from the study are summarized by objective and component area.   

Research Objective One:  “Determine current practices for accommodating 

youth with special health care needs that attend 4-H and other ACA camps.”     

 Health care. 

 Based on data gathered in this study, a majority of camps verify and update health-

history information immediately upon camper arrival and check-in.  An initial health 

screening is also performed at this time.  In most cases, these initial health screenings are 

performed by a licensed medical provider who is also the designated on-site health care 

provider for the camp.  Designated health care providers are generally on-site at all times, 

whenever campers are present.   

 All camps employ practices for the collection and dispersal of camper medication.  

Most camps adhere to specific policies for storage of medication in a locked cabinet or 

otherwise restricted container, except for when in controlled possession of the person 

responsible for its distribution.  In almost every case, medication is collected and dispensed 

by designated health care providers, based on health forms signed by camper parents and/or 

guardians.   
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 Staff training. 

 A majority of camps employ staff with supervisory responsibilities (Camp Director, 

Program Director, Volunteer Coordinator, etc.) that have a bachelor's degree in relevant 

subjects and at least six months experience working with special populations served by the 

camp.  Although the literature did not describe qualifications of supervisory staff in non-

formal and informal educational settings, there was some discussion of the specialized 

knowledge held by persons who hold certifications in special education.  It was noted in the 

literature that general education teachers are less likely to receive extensive formal training in 

working with diverse student needs (Logan, 2004).    This demonstrates the relevancy of 

specialized knowledge held by professionals who work with youth who have special health 

care needs. 

 Awareness, education, and training are, by far, the most common barriers for 

providing quality inclusive recreation programs (Devine & McGovern, 2001; Fennick & 

Royle, 2003; Jones, 2003/2004; Magill-Evans, Darrah, & Adkins, 2003/2004; Wachter & 

McGowan, 2002).  To combat these barriers, most camps provide educational and practical 

programs for staff before campers arrive (specified ―training week(s)‖ or pre-season training 

sessions, etc.) that are at least five days in length.  In addition to the length of training 

sessions, content featured in these sessions is an important feature of camp standards 

designed to serve youth with special health care needs.  For this reason, data were obtained to 

identify the need for specific content within these training programs.   

 The topics of these trainings include the specific encouragement of staff to interact 

with and manage camper behaviors in a healthy, appropriate, and well-defined manner.  
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Likewise, behavior management techniques and skills for recognizing unique challenges 

experienced by youth with special health care needs were also incorporated into trainings, as 

supported by the literature (Devine & McGovern, 2001; Jones, 2003/2004; Wachter & 

McGowan, 2002).  While more than one-third of camps provide annual training relevant to 

the care of orthodontic, orthopedic, or prosthetic devices and persons who use wheelchairs, 

almost half of camps provide this training only as-needed.  

 The amount of time camps spend on each of the ACA-suggested pre-camp training 

topics varies.  The ―developmental needs of campers to be served‖ is the pre-camp training 

topic that receives the largest portion of training time and focus.  This finding complements a 

statement made by Klee, Greenleaf, and Wakins (1997), ―Camp staff members must be 

knowledgeable about diseases and the potential needs of the children‖ (p. 57).  Those topics 

related to camp policies and procedures, emergency protocols, and safety measures were 

commonly included in these sessions (Silvers et al, 1992; Thomas & Gaslin, 2001).  

However, basic knowledge of childhood health conditions and staff experience with 

sensitivity to campers' social, physical, and emotional needs were not deemed critical to the 

provision of staff training in this study, which is contradictory to practices at many 

specialized recreation programs (Austin, Lee, & Getz, 2008; Fenninck & Royle, 2003; 

Hvizdala et al, 1978; Sawin et al, 2001, Travis & Schreiner, 1984).  

 In general, camps are divided in their current practices for the provision of in-service 

staff training sessions, as well as the topics covered by these sessions.  Though practices 

regarding the frequency of in-service training sessions for staff with direct camper contact 

may vary, the largest group of camps report the provision of in-service training at least 
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weekly.  Similarly, camps are divided in the length of in-service training sessions, yet almost 

half provide only one hour of training once the camp season has begun.  Most camps provide 

up to one hour of training relevant to one or more of the specified in-service training topics.   

Programs and facilities.    

 Although camps are divided in their perceived ability to meet campers' special health 

care needs, the most frequently indicated response was, ―Excellent, able to sufficiently care 

for most youth with special health care needs.‖  Provision of quality care for youth with 

special health care needs may be related to maturity level and experience of staff (Fennick & 

Royle, 2003; Jones, 2003/2004; Travis & Schreiner, 1984).  Data indicated most staff with 

direct camper contact are 18 years of age or older and at least two years older than campers.     

 Based on data gathered in this study, the majority of camps share health management 

practices with parents and participants prior to enrollment, a process which is supported by 

related literature (Travis & Schreiner, 1984; Wachter & McGowan, 2002).  The most basic of 

these, practices for addressing special dietary needs, are provided by all camps in this study.  

While some camps encourage parents to supply alternative meal options, the vast majority of 

camps do provide low-carbohydrate, high-fiber, and gluten-free meals.  The majority of 

camps also assessed another health management consideration, the need for an AED 

(automated external defibrillator), through an internal review process.   

 The American Camp Association lists seven required components for a camp's health 

care shelter or center for providing first aid and addressing emergency situations.  These 

include (1) protection from the elements, (2) space for treatment of injury and illness, (3) a 

lockable medication storage system, (4) available toilet(s), (5) available water for drinking, 
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(6), one bed per 50 campers and staff, and (7) isolation, quiet and privacy.  Most camps do, 

indeed, provide all seven of these components in their health care shelter or center.  The 

availability of these facilities is comparable with those provided by inclusive camps (Klee et 

al., 1997). 

 Research indicates that camps ensure safe, quality programs by adhering to strict 

staff-camper ratios (Travis & Schreiner, 1984).  The majority of camps do not serve youth 

ages 4-5 years old; rather, the typical age of youth in attendance at camp range from 6-18 

years of age.  For the most part, camps serving youth in all age groups adhere to specified 

staff/camper ratios.  As such, the reported ratios are as follows:  1 staff: 6 or fewer campers,  

age 6-8 years; 1 staff: 8 or fewer campers, age 9-14 years; and 1 staff: 10 or fewer campers, 

age 15-18 years.   

 Partnerships with parents are found to be useful in the execution of specialized 

camping programs (Magill-Evans, Darrah, & Adkins, 2003/2004; Travis & Schreiner, 1984; 

Wachter & McGowan, 2002; Silvers et al, 1992).  In general, parents and/or medical staff 

evaluate campers ability level for each camp activity; this is completed prior to the start of 

the camp session.  Camps report differing practices for the evaluation of camper growth and 

development during the camp session.  While some camps use informal evaluation systems, 

others conduct formal evaluations before OR after the camp session, and still others conduct 

formal evaluations before AND after the camp session.  However, the literature implies ―best 

practice‖ as the completion of formal evaluations of camper growth and development both 

before and after the camp session (Klee, Greenleaf, & Watkins, 1997; Sawin et al, 2001; 

Smith et al, 1987; Travis & Schreiner, 1984).  
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 Camps do tend to recognize the importance of providing staff with strategies for 

making programmatic adjustments to meet the needs of youth with special health care needs 

(Austin, Lee, & Getz, 2008; Devine & McGovern, 2001; Jones, 2003/2004).  Overall, 

program equipment provided by camps is available in a variety of sizes and styles.  It is 

typically the responsibility of staff to assign equipment based on campers' size and ability 

level; these judgments are generally based on formal assessments completed ahead of time, 

which is consistent with the literature and the findings from this study (Devine & McGovern, 

2001).  Additionally, assistive devices used in eating and communication are generally 

available only when provided by camper parents.   In support of these practices, the literature 

suggests efficient use of existing facilities and the purchase of adaptive equipment by all 

camps, as well as the provision of training on providing these adjustments (Austin, Lee, & 

Getz, 2008; Devine & McGovern, 2001; Jones, 2003/2004).   

Research Objective Two: “Identify strengths and weaknesses of 4-H and ACA 

camping programs in accommodating youth with special health care needs.”    

 Health care.  

 Based on ACA's Accreditation Standards for Camp Programs and Services (2007) 

and ―best practices‖ described in related literature, there are several strengths in camps' 

current policies and practices for providing health care services to youth with special health 

care needs.  Verification and updates to campers' health-history information, and initial health 

screenings performed by licensed medical providers immediately upon arrival are in line with 

American Camp Association standards.  The presence of a designated health care provider 

on-site at all times campers are present is suggested by both the ACA and related literature 
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(Silvers et al, 1992; Travis & Schreiner, 1984).  Policies and practices for the storage and 

dispersal of camper medication are a testament to camps' commitment to safety for all youth, 

especially those with special health care needs.   

 There are two topics of concern regarding health care management practices in the 

camp setting:  (1) level of training for on-site health care providers, and (2) qualifications of 

person performing initial health screenings.  A large portion of designated health care 

providers have some health training, but are not licensed physicians or registered nurses.  

Additionally, many initial health screenings are performed by any adult following specific 

written instructions of a licensed physician, rather than an actual licensed physician or 

registered nurse.  In order to ensure a suitable environment for learning, consideration must 

be given for health care and emergency protocols such as these (Beauchamp, 1995).   

 Staff training.  

 A review of ACA's Accreditation Standards for Camp Programs and Services (2007) 

and ―best practices‖ described in related literature indicated many robust practices for 

employing and training staff with direct camper contact.  Camps are applauded for the 

employment of staff with supervisory responsibilities (Camp Director, Program Director, 

Volunteer Coordinator, etc.) who have a relevant bachelor's degree and at least six months 

experiences working with special populations served by the camp.  These qualifications go 

hand in hand with staff experience and sensitivity to campers' social, physical, and emotional 

needs as suggested in the literature (Austin, Lee, & Getz, 2008; Fenninck & Royle, 2003; 

Hvizdala et al, 1978; Sawin et al, 2001, Travis & Schreiner, 1984).   

 The provision of educational and practical programs for staff before campers arrive 
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(specified ―training week(s)‖ or pre-season training sessions, etc.) that are at least five days 

in length is in line with standards set by the American Camp Association.  Consistent with 

literature suggesting the provision of basic training on camper development and chronic 

illnesses (Hvizdala et al, 1978; Jones, 2003/2004; Sawin et al, 2001; Travis & Schreiner, 

1984), praise is given to the amount of time spent in pre-camp training that covers the 

developmental needs of campers to be served.  It is also noted that most camps spend at least 

some portion of pre-camp training time covering each of the topics suggested by ACA.  

These camps are further commended for their commitment to provide annual training on the 

programmatic functions of camp and skills for appropriate staff/camper interactions, which is 

supported by the literature (Jones, 2003/2004; Travis & Schreiner, 1984).  

 In-service training generally spans up to one hour of time for any given session.  On 

the surface, this does not appear to be an extensive length of time.  However, keeping in 

mind the camp structure and schedule, one hour of in-service training may be appropriate, 

especially if provided on a weekly basis (Schirick, 2001).  This practice is consistent with 

reports that indicate a majority of camps spend up to one hour of time on each of the in-

service training topics suggested by ACA.   

 A few weaknesses emerged in relation to camp policies and practices for staff 

training.  It is concerning that less than half of camps provide in-service training at least 

weekly, while the remainder of camps provide trainings every other week, mid-summer only, 

or never.  About a quarter of camps never provide in-service training on one or more of the 

following topics:  (1) The acceptance, respect, and response to the multicultural diversity of 

our society, (2) Program differences based on developmental needs of campers, and (3) 
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Structural differences based on developmental needs of campers.   Even more concerning, 

about half of camps provide training relevant to ―The care of orthodontic, orthopedic, or 

prosthetic devices; persons who use wheelchairs,‖ only on an as-needed basis.  However, 

literature indicates the importance of staff experience and training for each of these topics in 

providing quality inclusive recreation programs (Devine & McGovern, 2001). 

 Programs and facilities.  

 Based on both ACA's Accreditation Standards for Camp Programs and Services 

(2007) and ―best practices‖ described in related literature, there are several strengths in 

camps' current policies for addressing the special health care needs of youth in camp 

programs.  All camps are praised for their commitment to share health management practices 

with parents and participants prior to enrollment. This practice is typical of many camps that 

serve special populations (Travis & Schreiner, 1984; Wachter & McGowan, 2002).  The most 

basic of these, practices for addressing special dietary needs, are provided by all camps in 

this study.  Additionally, health care shelters or centers at all types of camps are typically up 

to par with what is expected by the American Camp Association.   

 Adherence to specified staff/camper ratios for all age groups is commended in the 

literature (Travis & Schreiner, 1984).  Likewise, camps recognize the importance of 

involving parents and medical staff with the prior evaluation of campers' ability level for 

each camp activity (Devine & McGovern, 2001).  Paid staff are appropriate in age and 

maturity level as most are 18 years of age or older and at least two years older than campers 

(Accreditation Standards for Camp Programs and Services, 2007).  Based on standards 

supplied by the American Camp Association, these staff responsible for the assignment of 
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program equipment based on campers' size and ability level.  

 There are a few concerns regarding the policies and practices for camp programs and 

facilities.  In general, camp representatives are not confident in their ability to meet special 

health care needs as indicated by one third of respondents choosing the ―poor‖ or ―adequate‖ 

categories.  This is similar to the perspectives of professionals in other formal, non-formal, 

and informal educational settings (Boone et al., 2006; Coleman & Booth, 1984; Devine & 

King, 2006; Devine & McGovern, 2001; Fennick & Royle, 2003; Idol, 1997; Idol, 2006; 

Jones, 2003/2004; Logan, 1994; Magill-Evans, Darrah, & Adkins, 2003/2004; Richards, 

2010; Scholl et al., 2005; Wachter & McGowan, 2002).  The vast majority of camps utilized 

only an internal assessment process to determine the need for an AED (automated external 

defibrillator) at the camp location.  Contrary to ―best practices‖ suggested by the literature, 

only about a quarter of camps performed an evaluation of camper growth and development 

both before and after the camp session (Klee, Greenleaf, & Watkins, 1997; Sawin et al, 2001; 

Smith et al, 1987; Travis & Schreiner, 1984).  Additionally, less than one fifth of camps 

provide assistive eating or communication devices, which demonstrates the necessity for 

parent-camp partnerships in providing inclusive programs.   

Research Objective Three:  “Describe the differences in the current practices for 

accommodating youth with special health care needs at 4-H and ACA camps.”   

 Health care. 

 Regarding the current practices for health care at 4-H and ACA camps, results were 

consistent for all three items in which differences were indicated among the three groups.  

Based on the Kruskal-Wallis and Mann-Whitney tests, camps that identify with the ―ACA-
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Special Populations‖ group employed practices that were significantly different from those at 

4-H affiliated camps and ACA-Non-specific camps.  These differences include camps’ 

practices for (1) verifying and updating campers’ health history information, (2) the level of 

training for on-site health care providers, and (3) the level of training held by the person 

performing initial health screenings.   There was no difference, however, in practices 

employed by 4-H affiliated and ACA-Non-specific camps.   

 Staff training.  

 Reports on the qualifications of supervisory staff, as well as the practices for 

implementation and design of staff training were different, depending on respondents’ group 

affiliation.  Camps that identify with the ―ACA-Special Populations‖ group employed 

practices for hiring qualified supervisors that were significantly different from those at 4-H 

affiliated camps and ACA-Non-specific camps.  When compared with ACA-Non-specific 

camps, this group placed a greater emphasis on the hire of supervisors with a bachelor’s 

degree relevant to the clientele served.  Camps in the ―ACA-Special Populations‖ group were 

also more likely to hire supervisors with at least 24 weeks (6 months) experience, in 

comparison to 4-H affiliated and ACA-Non-specific camps.  These practices coincide with 

ACA standards and literature regarding useful practices for executing specialized camps, 

which indicate the importance of staff experience and sensitivity to campers' social, physical, 

and emotional needs (Accreditation Standards for Camp Programs and Services, 2007; 

Austin, Lee, & Getz, 2008; Fenninck & Royle, 2003; Hvizdala et al, 1978; Sawin et al, 2001, 

Travis & Schreiner, 1984). 

 Both groups of ACA-accredited camps were more likely to provide pre-camp training 
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sessions that were in greater length than those provided by 4-H affiliated camps.  As 

indicated by the amount of time spent in pre-camp training, ACA-Non-specific camps place 

greater value on the topic of ―acceptance, respect, and response to the multicultural diversity 

of our society,‖ in comparison to 4-H affiliated camps.  A greater emphasis is placed on ―the 

developmental needs of campers to be served‖ and ―program differences‖ based on these 

needs, in pre-camp training sessions provided by both groups of ACA-accredited camps.  

Furthermore, camps in the ―ACA-Special Populations‖ group have also noted the importance 

of provided training on the ―structural differences based on developmental needs of 

campers.‖   

 When compared with non-specific ACA-accredited camps, 4-H affiliated camps were 

less concerned with the provision of in-service training on the topics of behavior 

management and supervision techniques to create a (1) physically and (2) emotionally safe 

environment.  No differences were observed in regard to the provision of in-service trainings 

given by camps in the ACA-Special populations group.  Paired with the provision of pre-

camp training sessions, coverage of these topics as part of in-service training addresses the 

importance of educating leaders about various disabilities, including the mechanisms for 

handling various situations associated with each disability (Coleman, 1984).  Additionally, 

these practices further defend the need for greater knowledge of specific disabilities, the 

inclusion process, and the recognition of unique challenges among participants in recreation 

programs (Devine & McGovern, 2001; Fennick & Royle, 2003; Jones, 2003/2004; Magill-

Evans, Darrah, & Adkins, 2003/2004; Wachter & McGowan, 2002).   
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 Programs and facilities.  

 Differences in the current practices for providing safe, age- and developmentally-

appropriate camp programs and facility components were described in this study.  Of all 

three groups, camps in the ACA-Special Populations group maintained the highest perception 

of their ability to meet the special health care needs of youth.  This group also demonstrated 

the greatest commitment to the employment of staff who were at least two years older than 

campers.   

 When compared with non-specific ACA-accredited camps, those in the ACA-Special 

Populations group were most committed to accommodating special dietary needs such as low 

carbohydrate, high fiber, and gluten-free diets.  On a similar note, camps in this group 

provided health care centers that were more equipped than those at 4-H affiliated camps.  

Likewise, camps in the ACA-Special Populations group placed a greater value on the 

―evaluation of the camp’s ability to met camper need at programmatic activities,‖ in 

comparison to 4-H affiliated camps.  This practice of involving parents and medical staff 

with the evaluation of campers' abilities to participate in programmatic activities before the 

camp session begins was supported by the literature (Devine & McGovern, 2001).   

 Of all three groups, those camps the ACA-Special Populations group placed the 

greatest emphasis on adhering to strict camper/staff ratios for campers age 15-18 years.  This 

group also demonstrated the greatest commitment to permitting the use of assistive eating 

and communication devices.  Adherence to small staff/camper ratios, coupled with the 

provision of these devices is supported by literature that reported on common or suggested 

practices for specialized camping programs (Devine & McGovern, 2001; Scholl, Smith, & 
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Davison, 2005; Wachter &McGowan, 2002).  Overall, camps in the ACA-Special 

Populations group were most likely to employ practices suggested by the ACA and related 

literature regarding the use of existing facilities, the purchase of adaptive equipment, and 

training for providing modifications to current equipment, which are all essential for the 

provision of quality inclusive programs (Accreditation Standards for Camp Programs and 

Services, 2007; Devine & King, 2006; Devine & McGovern, 2001; Jones, 2003/2004; Scholl 

et al., 2005; Wachter & McGowan, 2002). 

Recommendations for Practice 

1. Designated health care providers should be licensed physicians or registered nurses. 

While some camps enlist designated health care providers who have some health care 

training, it is wise to utilize individuals who have appropriate credentials.  It is predicted that 

parents will be assured of the quality of health management practices and safety protocol 

provided by camps who enlist health care providers with these qualifications.  This standard 

of practice affects parents' willingness to entrust the care of their child to compliant camping 

programs (Austin, Lee, & Getz, 2008; Magill-Evans, Darrah, & Adkins, 2003/2004; Smith et 

al, 1987; Travis & Schreiner, 1984; Warady et al, 1992).   

2. Persons performing initial health screenings should be licensed physicians or 

registered nurses.   

Individuals with the knowledge and skills for assessing the health status of youth are 

best suited for performing initial health screenings upon camper check-in and registration.  

These individuals are most qualified to detect and note health challenges for youth at camp.   

3. In-service training should be provided weekly. 
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A majority of camps do not provide weekly in-service training opportunities at this 

time.  In order to maintain up-to-date information for staff ―on specific needs of campers for 

whom they are responsible,‖ regular in-service training should be provided (Accreditation 

Standards for Camp Programs and Services, 2007, p. 104). Weekly trainings in simple 

formats such as brief staff meetings or sessions that include the update, assessment, and 

evaluation of camper status or information would suffice (Schirick, 2001).   

4. As directed by the ACA, all camps should provide in-service training on each of the 

following topics:  (1) The acceptance, respect, and response to multicultural diversity 

of our society, (2) Program differences based on developmental needs of campers, 

and (3) structural differences based on developmental needs of campers. 

Of the training topics included in ACA's Accreditation Standards for Camp Programs 

and Services (2007), about a quarter of camps never provide in-service training on each of 

these topics.  For youth with special health care needs, it is important that staff understand 

their differences and develop skills to adapt program and structural components of camp to 

meet these individualized needs (Devine & McGovern, 2001; Scholl, Smith, & Davison, 

2005).  

5. All camps should provide annual training relevant to the care of orthodontic, 

orthopedic, or prosthetic devices and persons who use wheelchairs.   

Though many camps may not typically serve youth who use these devices, regular 

review of techniques for the care of such devices are essential to the provision of quality 

inclusive programs (Devine & McGovern, 2001).  It is predicted that parents will be assured 

of the quality of inclusive programs provided by camps that incorporate annual training in 
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these topics.  

6. Camps should work to develop a greater confidence in their ability to meet special 

health care needs of youth. 

Ideally, the provision of quality training and the procurement of appropriate tools and 

resources would increase camps' confidence in the ability to meet special health care needs of 

youth (Devine & McGovern, 2001).   

7. Camps should utilize a regular review process in order to determine the need for an 

AED at the camp location. 

It is recommended that camps conduct at least one annual internal review, 

complemented with an external review elicited by a panel of experts, every 3-5 years; this is 

supported by literature that suggests a regular review for determining the need for an AED at 

the camp location (Erceg, 2006).   

8. All camps should evaluate camper growth and development before and after the camp 

session. 

Less than a quarter of camps evaluate camper growth and development both before 

and after the camp session.  Based on the literature, assessments conducted at 

registration/check-in and following the last full-day of camp are suggested as means for 

evaluating camper growth and development resulting from the camp experience (Klee, 

Greenleaf, & Watkins, 1997; Sawin et al, 2001; Smith et al, 1987; Travis & Schreiner, 1984).   

9. Camps should work with a local occupational therapist (or other health care 

professional) to provide assistive eating and communication devices.   

Camps are encouraged to build professional relationships with individuals who 
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possess skills and resources that are useful for consultation in the provision of quality 

inclusive programs (Austin, Lee, & Getz, 2008; Devine & McGovern, 2001; Travis & 

Schreiner, 1984). The importance of professional networking cannot be emphasized enough; 

networking encourages a holistic approach to serving youth with special health care needs.   

10. ACA-accredited camps primarily serving youth with special health care needs should 

continuously evaluate and assess the provision of quality camping programs for 

youth. 

While camps grouped into this category received high marks, it is imperative to 

continuously evaluate policies and procedures in accordance with strategic planning and 

improvement efforts.   

11. Non-specific ACA-accredited camps should implement policies that require the 

provision of an on-site health care provider at all times, and the employment of 

supervisors who have a bachelor's degree relevant to the clientele served. 

Staff with relevant qualifications are essential to the provision of quality inclusive 

summer camp programs (Austin, Lee, & Getz, 2008; Fenninck & Royle, 2003; Hvizdala et 

al, 1978; Sawin et al, 2001, Travis & Schreiner, 1984).   Additionally, the presence of a 

skilled health care provider at all times ensures the health and safety of campers (Silvers et 

al, 1992; Travis & Schreiner, 1984).     

12. 4-H accredited camps should evaluate and implement new policies and procedures for 

the provision of inclusive camping programs for youth, starting with a foundation of 

ACA-accreditation.   

Seeking ACA-accreditation is the first step toward evaluating and implementing new 
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policies and procedures for the provision of quality camping programs for youth.  Through 

this process, 4-H camps should assess their current practices for noted areas of concern.  

Recommendations for the Field 

1. Parents are encouraged to conduct a thorough review of camp programs available to 

their children. 

Through an extensive review of camp policies and procedures, parents can assess the 

quality of camp programs for youth.  Parents should perform this research as part of the 

process for choosing an appropriate program for their child(ren).   

2. Camps are encouraged to utilize the results from this study in strategic planning and 

improvement efforts. 

This study was founded on previous research completed in similar fields of study, and 

based on an assessment of items featured in ACA's Accreditation Standards for Camp 

Programs and Services (2007).  Findings from this study are important for improving the 

quality of camping programs across the country.   

3. The American Camp Association is urged to update and maintain a complete, 

accurate, directory of camps. 

Currently, the American Camp Association maintains a directory of camps accredited 

by the organization.  In order to provide access to these programs, it is imperative that the 

directory remains complete, accurate, and up-to-date.   

4. A census of 4-H camping programs should be completed; a directory of resulting 

information should be compiled.   

While Cooperative Extension maintains a tie to its national partner, the United States 
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Department of Agriculture, its state-based structure varies greatly.  This variability results in 

great challenges for identifying and evaluating 4-H camping programs across the country. 

5. Standards for inclusive summer camp programs should be developed and 

implemented.   

Much like the evolution of national standards for camping, a growing interest in the 

provision of inclusive camping programs has resulted in the need for a centralized inclusive 

camping model and standard of practice.   

6. A non-profit organization committed to the implementation and maintenance of 

standards for inclusive summer camps should be established.   

Similar to the function of other accreditation organizations, it is suggested that there 

be an organization established with the mission of overseeing the implementation of and 

maintenance of inclusive camping standards.   

Recommendations for Further Research 

1. Investigate the information, skills, and resources needed to increase camp confidence 

in serving youth with special health care needs. 

2. Analyze the attitudes and perceptions of camp leadership toward the provision of 

inclusive summer camping programs. 

3. Determine what factors contribute to the selection of specific camping programs by 

parents of and youth with special health care needs.  
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Appendix B:  Panel of Reviewers for Instrument 

 

North Carolina State University, Department of Agricultural and Extension Education  

Dr. Jacklyn Bruce, Assistant Professor 

Dr. Mark Kistler, Assistant Professor  

Dr. Beth Wilson, Associate Professor  

 

North Carolina State University, Department of Parks, Recreation, and Tourism 

Management  

Dr. Aram Attarian, Associate Professor  

Dr. Karla Henderson, Professor  

 

Texas A & M University, Department of Agricultural Leadership, Education, and 

Communication  

Dr. Billy McKim, Project Specialist  

 

American Camp Association, Inc. 

Dr. M. Deborah Bialeschki, Director of Research  
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Appendix D:  Initial Contact with Participants 

 
  
Delivery completed on November 2, 2010 3:21 PM.   

To: [Email]                                                            

From: lnmouton@ncsu.edu 

Subj:   Accommodating Youth with Special Health Care Needs in the Camp Setting  

Body: Good morning!  
 
We need your input! In an effort to better understand the accommodations that are 
currently being made for children with special health care needs in the camp setting, 
the Department of Agricultural and Extension Education at North Carolina State 
University would like to involve you in a research study.  
 
The purpose of this study is to assess service to youth with special health care needs 
in 4-H and ACA camping programs.  This survey addresses three specific areas of 
camping programs:  health-care, staff training, and programs and facilities.  If you 
choose to participate in this study then please consider providing responses to all of 
the sections.  Participation in this survey is entirely voluntary.   Your input will help 
researchers to better understand the accommodations that are currently being made 
for children with special health care needs in the camp setting. The study should take 
approximately 15 minutes to complete.  Any and all of your feedback is valuable to the 
future of this study.    
 
Please follow the link provided which will take you to the Informed Consent Form and 
the survey.   Here is a link to the survey:   http://www.surveymonkey.com/s.aspx  
 
Note:  If you provide leadership for more than one camp, please answer on behalf of 
ONE camp program/facility.      
 
Thank you so much for your help!  
 
Lauren Mouton, Graduate Student                       Jackie Bruce, Faculty Sponsor 
North Carolina State University                           North Carolina State University  
 
PS: Remember, at the completion of the questionnaire, you will have an opportunity to 
enter into a drawing for a $25 VISA Gift Card as a way of saying thanks for taking the 
time to participate in the study.  
 
http://www.surveymonkey.com/optout.aspx 
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Appendix E:  First Follow-up E-Mail to Participants 

 

 

  
Delivery completed on November 9, 2010 9:39 AM.   

To: [Email] 

From: lnmouton@ncsu.edu 

Subj: Thanks for Your Participation -- N. C. State Study 

Body: Good morning!  
 
Last week, an e-mail containing the link to a questionnaire regarding service to youth 
with special health care needs in 4-H and ACA camping programs was sent to you.  
 
If you have already completed the questionnaire, please accept our sincere thanks.  If 
not, please do so today.  We are especially grateful for your help because it is only by 
asking people like you to share your experiences that we can understand the 
accommodations that are currently being made for children with special health care 
needs in the camp setting.    
 
If you did not receive this e-mail, or if it was misplaced,  please follow the link below 
which will take you directly to the Informed Consent Form and the survey.  
 
Survey Link:  

http://www.surveymonkey.com/s.aspx  

 
Note:  If you provide leadership for more than one camp, please answer on behalf of 
ONE camp program/facility.      
 
Thanks again!  
 
Lauren Mouton, Graduate Student                            Jackie Bruce, Faculty Sponsor 
North Carolina State University                                North Carolina State University 
 

http://www.surveymonkey.com/optout.aspx 
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Appendix F:  Second Follow-up E-Mail to Participants 

 

  
Delivery completed on November 16, 2010 9:55 AM.   

To: [Email] 

From: lnmouton@ncsu.edu 

Subj: Reminder--Youth with Special Health Care Needs in the Camp Setting 

Body: Good morning!  
 
About two weeks ago, a questionnaire was sent to you that asked about service to 
youth with special needs in the camp setting.  As of today, your response has not yet 
been received.    
 
We are writing again because of the importance that your questionnaire has for 
helping to get accurate results.  Although we sent questionnaires to camp directors in 
every state, it is only by hearing from nearly everyone in the sample that we can be 
sure the results are truly representative.  
 
A few recipients of the questionnaire have had some concern over whether the study 
applies to their camp program.  If this is a concern for you, please respond to this e-
mail so that we may address your questions specifically.    
 
A comment on our survey procedures.  The list of camps and directors will be 
destroyed at the completion of this study, so individual  names can never be 
connected to the results in any way.  Protecting the confidentiality of your answers is 
very important to us, as well as the University.  
 
Please follow the link provided which will take you to the Informed Consent Form and 
the survey:  

http://www.surveymonkey.com/s.aspx  

 
We hope that you will fill out the questionnaire soon, but if for any reason you prefer 
not to answer it, please let us know by responding to this e-mail and indicating such.    
 
Thank you,  
 
Lauren Mouton, Graduate Student                      Jackie Bruce, Faculty Sponsor 
North Carolina State University                           North Carolina State University 
  

http://www.surveymonkey.com/optout.aspx 
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Appendix G:  Third Follow-up E-Mail to Participants 

 

  
Delivery completed on November 30, 2010 9:07 AM.   

To: [Email] 

From: lnmouton@ncsu.edu 

Subj: Reminder--Youth with Special Health Care Needs in the Camp Setting 

Body: Good morning!  
 
About four weeks ago, a questionnaire was sent to you that asked about service to 
youth with special needs in the camp setting.  As of today, your response has not 
yet been received.    
 
We are writing again because of the importance that your questionnaire has for 
helping to get accurate results.  Although we sent questionnaires to camp directors 
in every state, it is only by hearing from nearly everyone in the sample that we can 
be sure the results are truly representative.  
 
A few recipients of the questionnaire have had some concern over whether the 
study applies to their camp program.  If this is a concern for you, please respond to 
this e-mail so that we may address your questions specifically.    
 
A comment on our survey procedures.  The list of camps and directors will be 
destroyed at the completion of this study, so individual  names can never be 
connected to the results in any way.  Protecting the confidentiality of your answers 
is very important to us, as well as the University.  
 
Please follow the link provided which will take you to the Informed Consent Form 
and the survey:   http://www.surveymonkey.com/s.aspx  
 
We hope that you will fill out the questionnaire soon, but if for any reason you 
prefer not to answer it, please let us know by responding to this e-mail and 
indicating such.    
 
Thank you,  
 
Lauren Mouton, Graduate Student              Jackie Bruce, Faculty Sponsor 
North Carolina State University                   North Carolina State University 
 
http://www.surveymonkey.com/optout.aspx 
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Appendix H:  Fourth Follow-up E-Mail to Participants 

 

  
Delivery completed on December 8, 2010 11:45 AM.   

To: [Email] 

From: lnmouton@ncsu.edu 

Subj: Last Chance -- Youth with Special Health Care Needs in the Camp Setting 

Body: Good morning!  
 
During the last month and a half, we have sent you several messages about an 
important research study we are conducting through North Carolina State University.    
 
Its purpose is to is to assess service to youth with special health care needs in 4-H 
and ACA camping programs.    
 
The study is drawing to a close, and this is the last contact that will be made with you. 
 We are sending this last contact because of our concern that people who have not 
responded may have different experiences than those who have.  Hearing from 
everyone in this nationwide sample helps to assure that the survey results are as 
accurate as possible.  
 
We want to assure that your response to this study is voluntary, and if you prefer not 
to respond that's fine.  If you as though we have made a mistake including you in this 
study, please let us know by responding to this e-mail.  This would be very helpful.    
 
Finally, we appreciate your willingness to consider our request as we conclude this 
effort to better understand service to youth with special health care needs in 4-H and 
ACA camping programs.    
 
If you choose to provide a response to the survey, please follow this link to do so:  
 

http://www.surveymonkey.com/s.aspx  

 
Thank you,  
 
Lauren Mouton, Graduate Student                            Jackie Bruce, Faculty Sponsor 
North Carolina State University                                North Carolina State University 
 

http://www.surveymonkey.com/optout.aspx  
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Appendix I:  Final Contact with Participants 

 
Delivery completed on February 10, 2011 10:39 PM.   

To: [Email] 

From: lnmouton@ncsu.edu 

Subj: A Note of Appreciation 

Body: Hi again!  
 
I am writing this message to express my sincere gratitude for your willingness to 
participate in the research study, "Accommodating Youth with Special Health Care 
Needs in the Camp Setting."  Each and every one of your responses contributed to 
the accuracy of information collected in this study.  Currently, we are in the final 
stages of compiling the data and preparing the manuscript to report the results 
from this study.  We expect to publish our findings over the next few months.  
 
I would also like to announce the winner of the drawing for a gift card.  (Remember, 
only those participants who completed at least 95% of the questionnaire and 
provided their contact information were eligible for the drawing.)  Of more than 100 
participants, Garth Altenburg of Chewonki Camp for Boys in Cape Elizabeth, ME 
was selected as the winner of this drawing.  Congratulations, Garth!  
 
Once again, thank you for all your time and effort in completing the questionnaire. 
 I appreciate all of your help, and please let me know if you have additional 
questions regarding this study.  
 
Thanks,  
Lauren Mouton, Graduate Student                             Jackie Bruce, Faculty Sponsor 
North Carolina State University                                 North Carolina State University 
 
 
 
Please disregard the following links.  
http://www.surveymonkey.com/s.aspx  
http://www.surveymonkey.com/optout.aspx 
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