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ABSTRACT: High levels of self-esteem and positive school, peer, andfamily connections represent protectivefactors against youth
involvement in risky behavior. This paper reportsfindingsfrom year one of the Healthy Kids Mentoring Program, a multidisciplinary
mentoring programforfourth-grade students in a Midwestern public school. In October 2000, 28fourth-grade students were admitted
into the program, based onfindingsfrom a 55-item survey distributed to allfourth-grade students (N = 283) regarding overall self-
esteem, school, peer, andfamily connectedness and involvement in risky behavior. The program, which ranfrom January 2000 to May
2000, consisted offour components: 1) relationship building, 2) self-esteem enhancement, 3) goal setting, 4) academic assistance.
Pretest-Posttest data showed significant improvements at posttest in mentored students' self-esteem levels and positive connections to
school, peers, andfamily. Mentored students also were significantly less likely to be depressed or involved in bullying andfighting at
posttest than at pretest. Compared to nonmentored students, mentored students reported significantly higher school and family
connectedness scores at posttest. Recommendationsfor effective mentoring program design are offered. (a Sch Health.
2002;72(7):294-299)

R esearch indicates high self-esteem serves as a protective
factor to youth involvement in risky health behavior." 3

High self-esteem is associated with high academic achieve-
ment, involvement in sport and physical activity, and devel-
opment of effective coping, and peer pressure resistance
skills.4'- Conversely, low self-esteem is associated with
youth involvement in alcohol, tobacco, and other drug use;
depression; suicide; violence; early sexual activity; teen-
age pregnancy; and poor peer relationships.6"2 In the school
environment, high levels of self-esteem increase the likeli-
hood that youth will connect positively to peers, teachers,
and the school as a whole, important determinants of acade-
mic success."2"3

Similar to self-esteem, a sense of positive school, peer,
and family connectedness (feeling that one "fits in" and
"belongs") protects youth from engaging in negative health
behavior.9'10'3"" Positive social connections decrease risk-
taking behavior by providing youth with prosocial and
empowering opportunities.'4 '" Youth who feel supported
and cared for by parents, teachers, and peers report feeling
more efficacious in making healthy, informed decisions and
displaying features of resiliency to potential life stressors.'6

Students spend a large portion of their time in school, so
school-based health education and prevention programs
have been implemented to increase youth self-esteem and
positive school, peer, and family connections. These
programs focus on getting students involved in interactive,
student-oriented, decision-making, cooperative learning
activities, as well as including aspects of parental involve-
ment, peer counseling, tutoring, and mentoring." '8

The specific aspect of mentoring involves pairing an
adult or youth with a student needing assistance.'9 The over-
arching goal of most mentoring programs is to reduce risky
behavior while connecting the youth in need to an individ-
ual from the school or community.'5 20 The mentor serves as
a positive role model while providing emotional and social
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support and academic assistance. While mentoring
programs can have beneficial effects, unfortunately a
substantial percentage of these programs point solely to
anecdotal evidence to support their overall effectiveness.
Furthermore, preventive interventions often occur in the
middle or high school years, despite the fact that early
interventions may prove more effective in preventing
current and future negative health behavior.2 ' Early inter-
ventions are critical to preventing future health problems.
Nevertheless, few evaluative studies on elementary school
mentoring programs have been published in the profes-
sional literature.

This exploratory study was undertaken to determine
overall effectiveness of the Healthy Kids Mentoring
Program in fostering high levels of self-esteem and positive
school; peer, and family connections. Due to the
exploratory nature of the study, readers are encouraged to
view this paper as an overall program description and
process evaluation with preliminary findings. If successful
program results were found then future youth engagement
in negative health behaviors may be prevented and child
health status may be improved.

I METHODS
Program Description

The Healthy Kids Mentoring Program, designed for
fourth-grade students at a Midwestern suburban public
school, consisted of four components: 1) relationship build-
ing, 2) self-esteem enhancement, 3) goal setting, and 4)
academic assistance (tutoring). Mentors met with students
twice each week for 1'/2 hours each session on school
grounds. During each meeting, mentors devoted time to
each program component.

Relationship Building. To develop a positive relation-
ship with a student, mentors were instructed to use dialogue
joumals and continuous meeting icebreakers. Each week,
mentors read one question (provided by the program coor-
dinator and evaluator) in a dialogue journal, replied by writ-
ing their answers and thoughts in the journal, then passed
the journal on to the student they were mentoring at the
next mentoring session. Examples of dialogue questions
included, "What are you most proud of having accom-
plished?" "What is the bravest thing that you ever did?"
"Who are your heroes and why?" "What is the hardest
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thing about growing up?" Students read the mentors'
responses, answered the question themselves, answered any
questions the mentor posed for them, then posed a question
for the mentor to answer. Mentors and students used the
journal to communicate and leam more about each other.

Mentors also received descriptions of several small
icebreakers to use with the students in the program. At the
beginning of each mentoring session, mentors conducted a
brief icebreaker to foster positive connections between
mentor and student. Examples included "My unique char-
acteristics," "Discussion of your three wishes," and
"Important things about myself."

Self-Esteem Enhancement. Mentors received a guide-
book of self-esteem enhancement activities to use with the
students they were mentoring. The activities were devel-
oped based on the four conditions of self-esteem: sense of
connectedness, sense of power, sense of uniqueness, and
sense of positive role models.~ Mentors were encouraged to
choose activities they believed would prove most suitable
and effective for the child, while ensuring that at least one
activity was chosen from each of the four self-esteem
conditions. Examples included "Developing a Me Poster,"
"Writing a Name Poem," and "Constructing a Happiness is
... Booklet."

Goal Setting. During the first mentoring session of each
week, students worked with mentors to develop a goal they
would try to accomplish that week. Examples of goals
included completing all homework as assigned, answering
a question in class, complimenting a peer, thanking a
teacher or parent for their help, and developing a list of
characteristics of a positive friend. Mentors assisted
students in developing their weekly goals by ensuring the
goals were measurable, realistic, and obtainable. Each
week, a goal agreement form was completed by students
and their mentors. The form included the date the goal was
developed, target completion date, actual goal, why the
student wished to complete this goal, and signatures of the
student, mentor, and parent/guardian.

Academic Assistance. Students in the program often had
difficulty in the specific school subject of reading.
Therefore, mentors were encouraged to spend 15 to 30
minutes each session helping students complete assigned
readings and study assigned vocabulary/spelling words. To
ensure consistency with academic assistance, mentors

received training sessions as well as guides on strategies to
increase reading and academic skills.?23' The program coor-
dinator personally contacted mentors bimonthly to address
goals, strategies, and potential difficulties, and to maintain
consistency and integrity of the program.

Mentor Recruitment and Training
In November 1999, 32 mentors were recruited from the

community where the school was located. Mentors ranged
from high school students to senior citizens. In December
1999, mentors received initial training regarding the
program specifics by the program coordinator, school prin-
cipal, and project evaluator. In this initial training session,
the four program components were delineated clearly,
examples were provided, mentor behavioral expectations
were set, legal issues were discussed, and questions were
taken. Mentors received a program guidebook that provided
them with examples of activities to engage in with students
to enhance self-esteem and foster a positive relationship.
Mentors also were encouraged to use a dialogue journal
with students to help develop the mentoring relationship.

In December 1999, mentors received a second program
training session. An expert in literacy education from a
nearby university provided effective strategies mentors
could use to help students become more interested in read-
ing, as well as to improve their reading skills. A guidebook
of practical reading enhancement strategies was provided to
all mentors and to the school library.25

Program Coordinator Responsibilities
The program coordinator's role was critical in effec-

tively delivering the mentoring program. This individual
had extensive experience in health education and mentoring
of children. The coordinator worked collaboratively with
the program evaluator to develop the program and set
program expectations. Meetings between the coordinator
and evaluator were conducted to ensure consistency among
program leadership, delivery, and desired outcomes. The
coordinator provided ongoing contact and support with
parents by email messages, telephone conversations, and
face-to-face meetings. This individual also served as a liai-
son between parents and school, parents and mentor,
mentors and students, and the school and the evaluator.

: Table 1
Impact of Healthy Kids Mentoring Program

on Self-Esteem, School, Peer, and Family Connectedness

Number Potential Actual
of Items Range Range' Pretest" Posttestb t-value Significance

Self-Esteem 5 5-20 15-20 13.9 18.2 7.03 .000
School Connectedness 5 5-20 9-20 10.2 15.9 6.50 .000
Peer Connectedness 5 5-20 7-20 10.2 14.5 9.55 .000
Family-Connectedness 5 5-20 13-20 14.2 17.6 5.67 .000

N = 28 students
a - Actual ranges based on posttest scores
b - Mean scores based on a four-point Likert-type scale (1 = strongly disagree, 2 = disagree, 3 = agree, 4 = strongly agree)
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Instrument
A four-page, 55-item survey instrument was developed

based on a review of the literature to measure students'
overall self-esteem: school, peer, and family connectedness;
and involvement in unhealthy behavior. Four subscales
(self-esteem, school connectedness, peer connectedness,
family connectedness) were assessed using a modified
version of the Hare Abbreviated Self-Esteem scale." Each
subscale consisted of five self-esteem items and required
students to respond by using a four-point Likert-type scale
(1 = strongly disagree,2 = disagree, 3 = agree,4 = strongly
agree).

Students' involvement in unhealthy behavior was
assessed by 35 items that addressed a variety of health
behaviors including nutrition (n = 9); physical activity (n =
2); hygiene (n = 3); safety (n = 5); violence (n = 5); depres-
sion (n = 2); alcohol, tobacco, marijuana, and inhalant use
(n = 6); and communication with adult role models (n = 3).
Health behavior items were formatted similarly to the Youth
Risk Behavior Survey." Nutrition, physical activity,
hygiene, and safety items were not used for student entry
into the program but to gain overall information about
student behavior for use later by the school.

Violence, depression, and substance use items were used
as criteria for program admission. Students were required
to indicate their recent involvement in weapon carrying,
weapon carrying on school grounds, bullying, being
bullied, physical fighting, and depression by circling the
appropriate number of days they engaged in such behavior
the past 30 days. Substance use items measured lifetime use
of alcohol, tobacco, marijuana, and inhalants (yes or no)
and recent use (use in the past 30 days). Students also were
required to state how frequently they talked to a
parent/legal guardian, adult at school, and/or friend when
they had a problem by using a five-point Likert-type scale
(1 = never,5 = always).

Stability reliability (test-retest reliability) of the instru-
ment was assessed by distributing the survey to a sample of

fourth-grade students (N = 32) on two occasions one week
apart, yielding Pearson r correlation coefficients of .70 for
health behaviors, .85 for self-esteem, .81 for school
connectedness, .73 for peer connectedness, and .73 for
family connectedness. Intemal reliability of the instrument
was assessed by computing Cronbach alphas for each of the
subscales: .66 (health behaviors), .81 (self-esteem), .80
(school connectedness), .72 (peer connectedness), and .76
(family connectedness).

Student Admission into Program
In October 1999, the survey was distributed to all fourth-

grade students (N = 283) at a midwestern suburban public
school. Recent letter grades also were obtained for each
student. Data then were analyzed to identify students in
need and eligible for the mentoring program. Students in
need met one of the following conditions: 1) had self-
esteem scores at least one standard deviation below the
group mean, 2) had engaged in two or more risky health
behaviors, 3) had been sad or depressed for two consecutive
weeks in the past month, 4) had abused alcohol, tobacco, or
other drugs in the past 30 days, 5) had failed two or more
classes in the first academic quarter of 1999. Based on
these criteria, 32 students were selected for the program.
These students met with the school counselor to validate
their survey responses. All 32 students reported honestly
answering the survey items. Parents of the students then
were contacted to gain consent for student admission into
the mentoring program. Parents of four students declined to
grant consent. The remaining 28 students (11 girls and 17
boys) received parental consent and were admitted into the
program.

Evaluation Procedures
All fourth-grade students completed the 55-item survey

instrument in October 1999 in their homerooms. The
survey items and instructions were read verbatim to
students to increase intemal validity of the evaluation by

Table 2
Comparison Between Mentoring Group and Control Group

on Self-Esteem Levels, and School, Peer, and Family Connectedness

Pretest Posttest F-value Significance

Self-Esteem
Mentor Group 13.9 18.2 0.48 NS
Control Group 18.1 18.5

School Connectedness
Mentor Group 10.2 15.9 33.45 .000
Control Group 12.3 12.2

Peer Connectedness
Mentor Group 10.2 14.5 0.85 NS
Control Group 13.6 13.9

Family Connectedness
Mentor Group 14.2 17.6 39.53 .000
Control Group 14.0 14.2

N = 28 students
Mean scores based on a four-point Likert-type scale (1 = strongly disagree, 2= disagree, 3 = agree, 4= strongly agree)
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minimizing potential difficulties from student reading abili-
ties. Students completed the survey as the proctor read each
question and possible scale responses. Students meeting
these criteria, and having parental consent, were admitted
into the program.

The program began the first week of January 2000 and
ended the last week of May 2000. In June 2000, all fourth-
grade students (N = 283) completed another survey (the
same instrument as the pretest) according to the same
pretest administration procedures. An end-of-the-year cele-
bration banquet was held at the school for students and
parents in the program. Qualitative data regarding program
effectiveness was obtained from parents and students at the
banquet (parents of two students did not attend) and by
post-program telephone conversations conducted by the
program coordinator.

Data Analysis
Descriptive statistics, including frequencies, means, and

standard deviations, were used to examine demographic
and background characteristics of respondents. Paired
sample t-tests were conducted to assess program impact on
mentored students' self-esteem, connectedness, and engage-
ment in risky health behavior. Analyses of variance
(ANOVAs) examined parametric subscale data. All data
analyses were performed by the Statistical Software

Package for the Social Sciences (SPSS). Alpha level of
significance was set at .05 to reduce the likelihood of
committing a Type I error.

RESULTS
Impact of Program on Self-Esteem and
Connectedness Scores

Paired sample t-tests were conducted to assess program
impact on mentored students' self-esteem and connected-
ness scores from pretest to posttest. Results indicated
students' overall self-esteem, school connectedness, peer
connectedness, and family connectedness were signifi-
cantly higher at posttest than at pretest (Table 1). A more
specific item-by-item display of pretest-posttest scores for
mentored students is presented in Table 2.

To assess potential differences between the experimental
group (mentored students) and the control group (nonmen-
tored students) a series of F-tests was conducted. Compared
to nonmentored students, mentored students achieved
significantly higher school connectedness and family
connectedness scores at posttest (Table 3). While mentored
students improved statistically from pretest to posttest in
their overall self-esteem and peer connectedness scores,
posttest scores in these two areas did not differ significantly
from nonmentored students' scores.

Table 3
Mentoring Students' Self-Esteem, Peer, School, and Family Connectedness Scores

Pretest Posttest
Subscale Item M (SD) M (SD)

Self-Esteem
I like myself 2.80 (.96) 3.70 (.47)
I feel there are many good things about me. 3.13 (.94) 3.67 (.48)
I feel proud of myself. 2.83 (.79) 3.73 (.45)
I feel confident. 2.87 (.97) 3.63 (.49)
l like the way I am.

Peer Connectedness
I have as many friends as others my age. 2.37 (1.1) 2.63 (1.1)
I am as popular as others my age. 3.10 (.76) 3.47 (.94)
Other my age think I am fun to be with. 2.63 (1.3) 3.10 (.99)
Other my age wish there were like me. 1.97 (1.1) 1.90 (.80)
I am a person others turn to for help. 1.57 (.50) 3.40 (.72)

School Connectedness
My teachers are fair with what they expect from me. 2.96 (1.1) 3.50 (.63)
I am usually proud of my report card. 2.60 (1.3) 3.07 (1.0)
School is as hard for me as it is for most others. 2.82 (.92) 3.23 (.94)
My teachers are happy with the kind of work I do. 2.40 (1.0) 3.27 (.58)
Most of my teachers understand me. 2.50 (.90) 2.83 (1.2)

Family Connectedness
My parents are proud of the kind of person I am. 3.73 (.64) 3.80 (.55)
My family pays attention to me at home. 3.00 (.85) 3.40 (.77)
My parents try to understand me. 2.97 (1.1) 3.67 (.61)
I am an important person to my family. 3.50 (.82) 3.44 (.94)
I feel wanted at home 2.17 (1.3) 3.27 (.83)

N = 28 students
Mean scores based on a four-point Likert-type scale (1 = strongly disagree, 2 = disagree, 3 = agree, 4 = strongly agree)
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Involvement in Health Behaviors
Paired sample t-tests were conducted to assess program

impact on mentored students' involvement in risky behav-
ior. Health behaviors assessed included current involvement
(within the past 30 days) in weapon carrying; fighting;
bullying; depression; and alcohol, tobacco, marijuana, and
inhalant use. At posttest, mentored students were signifi-
cantly less likely to have bullied a peer in the past 30 days,
t(27) = 3.47, p = .002, to have physically fought with a peer
in the past 30 days, t(27) = 3.48, p = .000, and to have felt
depressed, t(27) = 2.97, p = .006.

Students also indicated how safe they felt at school by
using a four-point Likert-type scale (1 = extremely unsafe,
2 = unsafe, 3 = safe, 4 = extremely safe). Mentored
students were significantly more likely at posttest than at
pretest to report feeling safer at school, t(27) = 3.47, p =
.002. Students also were asked to report how often they talk
to their parent/guardian when they have a problem (1 =
never, 2 = rarely, 3 = sometimes, 4 = most of the time, 5 =
always). Data revealed that mentored students were signifi-
cantly more likely at posttest than at pretest to report talk-
ing more frequently with their parent/guardian when they
had a problem, t(27) = 2.43, p = .021.

Academic Achievement
Academic grades for mentored students were evaluated

before and after program implementation. One criterion for
entry into the program was to have failed two or more
classes in the first academic quarter of 1999. The mentoring
program began in the middle of the second quarter (January
2000). Fourth-quarter grades were compared against first-
quarter grades to assess potential program effects. Of 28
students in the program, 20 students (71%) showed acade-
mic letter grade improvements from the first quarter. Of
these 20 students, 18 improved their letter grades in read-
ing. Seven students improved their grades in one to two
subject areas, while 13 students improved their grades in
three or more subject areas.

DISCUSSION
Research in school-based intervention indicates

programs offering safe environments, encouragement and
support, empowering activities, and specific guidelines for
appropriate behavior contribute to increased self-esteem.2

Mentoring programs that successfully incorporate such
aspects are associated with improved student attitude
toward school, healthier behavior, and fewer absences,
detentions, and suspensions."5 -`- School-based programs
can enhance student self-esteem by focusing on academic
achievement, and school, peer, and family connected-
ness. '7 1

8

This exploratory study was conducted to assess the
effectiveness of the Healthy Kids Mentoring Program. The
following limitations affect evaluation of the program.
First, the program was delivered to elementary students at
one suburban school district in southwestem Ohio. Results
may not generalize to other grades, schools, or programs.
Future years of the program will focus on fourth- and fifth-
grade students. Second, the control group may have
included randomly assigned students who were part of the
mentoring program after follow-up data collection took
place. However, a "delayed" control group as such still

would lend itself to limitations of equivalence, because the
control group would not completely parallel the experimen-
tal group. Third, the control group may have been obtained
through random-assignment of students from a matched
school. However, concerns of school-by-school compar-
isons restricted this type of sampling method. Finally,
outcomes from this study may result from potential threats
such as testing, maturation, and history. Thus, exercise
caution when attempting to generalize results from this
study.

The IHealthy Kids Mentoring Program produced signifi-
cant increases in student self-esteem, academic achieve-
ment, and positive school, peer, and family connectedness.
The program placed emphasis on building a relationship
between student and mentor, employing various icebreakers
and self-esteem enhancement activities. Previous mentoring
programs often relied solely on the nature of the relation-
ship to increase self-esteem.20 Healthy Kids is a unique
mentoring program that specifically addressed these two
components on a weekly basis.

Results from the Healthy Kids Mentoring Program
revealed that the program significantly affected students'
sense of school and peer connections. The National
Longitudinal Study of Adolescent Health cited school
connectedness as the leading protective factor against
violence, suicide, depression, substance abuse, early sexual
involvement, and teen pregnancy.9 Positive school connec-
tions prove critical to student engagement in healthy behav-
ior. As noted, time and emphasis were devoted to building
positive school and peer connections among mentored
students. Mentors received an arsenal of icebreaker and
relationship-building activities to use with students.
Offering mentoring sessions only on school grounds may
help students to direct positive feelings about the program
toward the school, thus improving their overall school atti-
tudes.'5 Continued support, care, and encouragement from
adults also helps produce more favorable attitudes.29

Interestingly, while the Healthy Kids program did not
possess a specific component facilitating peer relationships,
mentored students reported higher levels of peer connected-
ness after the program. Positive peer relationships are
important to the development and continued maintenance
of social, emotional, and mental well-being.'" Within the
goal-setting component of the Healthy Kids program, a
common long-term goal was to "make a lot of friends." To
accomplish this long-term goal, mentors worked with
students on communication skills, characteristics of quality
friendships, and what it means to be a "good friend." In
addition, short-term goals such as "complimenting at least
one peer today," "thanking one peer each day for his or her
help'" and "helping a peer to accomplish a task" may have
contributed to improved peer connectedness at the end of
the year.

Mentored students' sense of family connectedness
improved after program completion, perhaps due to a carry-
over effect from students spending four months conversing
and developing a positive relationship with an adult mentor.
In addition, mentors encouraged students to talk with their
parents about the program and about any problems they
were experiencing. The need to regularly communicate
with parents was a message continually delivered to
students. Positive parental involvement represents an essen-
tial ingredient to healthy child growth and development3'
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and, therefore, should become part of any mentoring
program. Posttest data from this study revealed mentored
students as significantly more likely at posttest than at
pretest to report talking more frequently with their
parent/guardian when they had a problem.

The academic assistance component of the Healthy Kids
Mentoring Program associated positively with significant
gains in student achievement during the fourth quarter.
Approximately 71% of students improved their grades.
These effects most likely occurred due to academic assis-
tance and attention to students' feelings of connectedness
and overall self-esteem. Positive student connections with
school and family are associated with improved academic
achievement and school performance.32 Mentors in the
program set high but attainable academic expectations with
students, characteristics of authoritative teaching/parenting
styles that enhance student learning and display of appro-
priate behavior.33 Improved self-esteem scores that occurred
have been associated with improvements in reading and
academic performance. 3

CONCLUSIONS
Based on findings from this study, the following recom-

mendations are offered to individuals interested in develop-
ing effective school-based mentoring programs.

1) Obtain and maintain administrative support.
2) Devote resources toward creation of a mentor project

coordinator. Advocate for a school health coordinator.
3) Develop a multidimensional mentoring program that

includes such components as relationship building, self-
esteem enhancement, goal setting, and academic assistance.

4) Recruit mentors from the community around the
school.

5) Provide ongoing training sessions for mentors, and
remain available for ongoing technical assistance.

6) Obtain parental and community support.
7) Keep parents informed about program events and

progress.
8) During the planning phase, contact a program evalua-

tor to help determine students eligible for the program, and
to plan pretest-posttest analyses. U1
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