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Abstract
This study evaluated the effectiveness of a group mentoring program that included components of
empirically supported mentoring and cognitive behavioral techniques for children served at a
community mental health center. Eighty-six 8- to 12-year-old children were randomly assigned to
either group mentoring or a wait-list control group. Group mentoring significantly increased
children’s reported social problem-solving skills and decreased parent-reported child externalizing
and internalizing behavior problems after controlling for other concurrent mental health services.
Attrition from the group mentoring program was notably low (7%) for children. The integration of
a cognitive behavioral group mentoring program into children’s existing community mental health
services may result in additional reductions in externalizing and internalizing behavior problems.
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The formats and settings of structured child mentoring programs have increased substantially
in recent years. Mentoring programs that provide positive role models and supportive
relationships to children have been developed to serve a wide range of youth (Rhodes, Bogat,
Roffman, Edelman, & Galasso, 2002; Rhodes, Grossman, & Resch, 2000). The implementation
of mentoring in different formats and settings has resulted in the development of a new
generation of programs. Programs are now conducted in dyadic, group, and peer formats and
in community, school, after-school, and workplace settings (Hamilton & Hamilton, 2005;
Hernandez, Hayes, Balcazar, & Keys, 2001; Herrera, Vang, & Gale, 2002; Hirsch & Wong,
2005; Portwood & Ayers, 2005; Rhodes et al., 2000). Further, programs have been developed
to serve special youth populations such as abused and neglected youth, youth with disabilities,
pregnant adolescents, adolescent parents, juvenile offenders, academically at-risk students, and
children with emotional and behavioral disturbances (Blechman, Maurice, Buecker, &
Helberg, 2000; Herrera, Sipe, & McClanahan, 2000; Jent & Niec, 2006; Rhodes, Ebert, &
Fischer, 1992; Rhodes, Haight, & Briggs, 1999; Watkins, Pittman, & Walden, 1998).

While community initiatives to offer more mentoring programs are widespread, mentoring
generally has small to moderate positive effects on youths’ emotional, behavioral, and
academic functioning (e.g., DuBois, Holloway, Valentine, & Cooper, 2002; Grossman &
Tierney, 1998; Jackson, 2002; Jent & Niec, 2006; Rhodes et al., 2000; Rhodes, Reddy, &
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Grossman, 2005). DuBois and colleagues (2002) suggested that at-risk youth are likely to
receive the greatest benefit from mentoring services, but specific special populations of youth
may benefit differently from mentoring programs specifically tailored to meet their needs.

To address the significant gap between implementing new mentoring programs and the
empirical support for their use, the National Research Summit on Mentoring developed a
National Research Agenda for Youth Mentoring to promote effective evidence-based youth
mentoring services (Rhodes & DuBois, 2004). The National Research Agenda described the
need for mentoring research in numerous areas including evaluation of alternate mentoring
formats (e.g., group, peer) and settings (e.g., school, church), development of “Best Practices”
in mentoring, examination of programs that are integrated into other services, and investigation
of mechanisms such as gender, age, ethnicity, and the mentoring relationship on outcomes
(Rhodes & DuBois, 2004).

In response to this call for more focused mentoring research, we evaluated the effectiveness
of a new generation mentoring program (i.e., group) for children with emotional and behavioral
disturbances. That is, we developed a group mentoring program based on best practices for
mentoring and cognitive behavioral intervention principles for children’s behavior problems
(Eyberg, Nelson, & Boggs, 2008; Denham & Almeida, 1987; DuBois et al., 2002;
Sukhodolsky, Kassinove, & Gorman, 2004; see Table 1). Specifically, our group mentoring
program included features of best mentoring practices including ongoing training for group
mentors, structured activities for the children, consistent contact between group mentors and
children, and monitoring of program implementation (DuBois et al., 2002). The program also
includes cognitive behavioral principles that have demonstrated efficacy in reducing childhood
externalizing (e.g., aggression) and internalizing (e.g., withdrawal, depressive symptoms)
behavior problems including components of social problem-solving, social skills training, live
coaching, token economies, and modeling (Filcheck, McNeil, Greco, & Bernard, 2004; Frye
& Goodman, 2000; Reitman, Murphy, Hupp, & O’Callaghan, 2004; Sukhodolsky et al.,
2004; Vostanis, Feehan, Grattan, & Bickerton, 1996). The addition of cognitive behavioral
principles to group mentoring provides the opportunity for mentors to shape children’s positive
social interactions with other children in vivo.

In summary, while numerous formats of mentoring programs have been developed to serve
children, the positive effects of mentoring programs on children’s behavioral, emotional, and
academic functioning have generally been small to moderate. Preliminary evidence exists for
the use of dyadic mentoring with children with emotional and behavioral disturbances, but the
effect of group mentoring for children in community mental health center settings has yet to
be examined. We predicted that children who completed a group mentoring program would
be viewed as displaying more positive emotional and behavioral functioning than children who
were assigned to a wait-list control group. Specifically, children who participated in the group
mentoring program would report more adaptive social problem-solving skills and better
parent–child relationships. We predicted that parents of mentored children would report less
parenting-related stress and perceive their children as having more adaptive child social
communication skills and fewer child behavior problems than wait-listed families at
posttreatment. Finally, we predicted that the effects of the group mentoring program would
account for improvement in functioning after controlling for other mental health services
received and psychotropic medication status.

METHOD
Participants

All families with children 8- to 12-years-old referred for mentoring services at a rural
Midwestern community mental health center (n=90) were invited to enroll in this study and
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were assessed for study eligibility (see Figure 1). Informed parental consent and child assent
were obtained from all families prior to enrollment in the study. Exclusion criteria included
(a) parents and children who would not commit to attend a 12-session weekly group mentoring
program; and (b) child Peabody Picture Vocabulary Test-III (PPVT-III; Dunn & Dunn,
1997) score of two standard deviations lower than the mean. Four families were excluded
because they were not willing to commit to the time constraints of the group intervention and
were offered individual mentoring services instead.

Using a computer-generated randomization list, eligible families (n=86) were randomly
assigned to either the intervention condition or a control group wait-list. The details of the
randomized series were contained in a set of appropriately numbered sealed envelopes that
were opened by study personnel once a participant met inclusion criteria for the study. Forty-
five children (27 boys, 18 girls) were assigned to group mentoring and 41 children (30 boys,
12 girls) were assigned to the control group wait-list. Three participants in the intervention
group discontinued treatment and three control group participants withdrew from the study.
The group mentoring attrition rate was 7% and none of the group mentors withdrew from their
matched children during the study.

Initially, five intervention groups were conducted concurrently. Following completion of the
five groups, three more intervention groups were conducted concurrently, for a total of eight
separate intervention groups. Children in the wait-list control group received no contact with
group mentors during data collection, but were offered group mentoring once they completed
the 3-month wait-list.

Procedure
All participating parents completed multiple standardized measures of family functioning at
intake and at posttreatment/end of wait-list. The length of the program was 12 sessions and
measures were completed within 2 weeks prior to the first session and during the last session.
Control group families were administered post-treatment measures within 1 week of the last
session. Participating children completed the PPVT-III, the Inventory of Parent and Peer
Attachment (IPPA; Armsden & Greenberg, 1987), and the Social Problem-Solving Inventory-
Adolescent (SPSI-A; Frauenknecht & Black, 1995). Measures were read to children to prevent
reading difficulties from influencing responses. Maternal caregivers of children participating
in the study completed the Behavior Assessment System for Children–Parent Report Form
(BASC; Reynolds & Kamphaus, 1992), the Parenting Stress Index-Short Form (PSI-SF;
Abidin, 1995), and the Social Skills Rating System (SSRS; Greshham & Elliott, 1990).

Program
Group mentors were employed by a rural community mental health center. Eight group mentors
provided services. Mentor-to-child ratio within sessions ranged from two mentors to eight
children to two mentors to four children. In regard to education, two of the group mentors were
completing graduate coursework in clinical social work or counseling and six were enrolled
in a 4-year college. Group mentors received a minimum of 24 hours of initial training to increase
adherence to the group mentoring protocol. All group mentors received training in positive
reinforcement, live coaching, implementing token economies, maintaining a positive
therapeutic milieu, and the group mentoring protocol (Jent, 2004). In addition, group mentors
received a minimum of a half hour of supervision per week with a master’s level clinician who
had substantial clinical experience in treating children’s externalizing behavior problems in a
group setting.

One of the goals of the group mentoring program was to reduce treatment barriers to families.
Thus, all children were transported to sessions by their group mentors. Group mentors met
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with the children weekly for a period of 4 hours for 12 weeks. During each session, children
participated in group discussion and received didactics related to social problem-solving and
social interaction skills (see Table 2 for session topics and activities). Didactics and discussion
were followed by child-determined activities based on the specific group’s interest (e.g.,
billiards, sports, arts and crafts). This activity time was conceptualized as a period when
appropriate interaction skills could be shaped, rehearsed, and reinforced. Beyond activities
within the community center, children were also provided the opportunity to engage in similar
activities to traditional mentoring programs (e.g., going to restaurants, going to the park,
playing putt–putt golf, watching movies, going to the library, going swimming). During all
components of the sessions, group mentors positively reinforced children’s appropriate use of
problem-solving skills through praise and a token economy. Specifically, children were
awarded bonus points every time they were observed engaging in a positive behavior (e.g.,
contributing to group discussion, remaining calm during a conflict, helping another child). In
addition, group mentors used live coaching to encourage children to use appropriate social
communication and problem-solving skills during all aspects of sessions. During child-
determined activities and transportation, group mentors also engaged in goal-directed and
supportive conversations with children, similar to individual mentor relationships. At the end
of each session, group mentors briefly spoke with parents, discussing the completed activities,
how the children behaved, and the extent of goal progress. While several mentoring and
cognitive behavioral studies have noted the importance of parental involvement in treatment
outcome, group mentoring limited parent involvement as many of the families served were
already engaged in other types of mental health services or had previously demonstrated
resistance to participation in services.

Child Measures
Peabody picture vocabulary test-third edition—The PPVT-III is a picture vocabulary
test designed to assess children’s receptive vocabulary (Dunn & Dunn, 1997). The internal
consistency of the PPVT-III for children ages 8–12 on Form IIIA ranges from α=.92 for age
8 years to .94 for age 12 years. Test-retest reliability was high for Form IIIA when examinees
(ages 6–17) were retested 1 month later (r=.93 for ages 6–11 and .91 for ages 12–17). The
PPVT-III Form IIIA correlated highly with the Verbal Scale of the WISC-III (r=.91) supporting
concurrent validity.

Inventory of parent and peer attachment—The Inventory of Parent and Peer
Attachment is a 53-item self-report scale containing questions related to a child’s relationship
with his or her primary caregiver and peers. The IPPA consists of a Parent Scale and a Peer
Scale with each containing three subscales: Communication (i.e., Talking over my problems
with my mother makes me feel ashamed or foolish), Trust (i.e., My mother trusts my judgment),
and Alienation (i.e., My mother has her own problems so I do not bother her with mine). Internal
consistency on the Parent Scale, which was the only scale administered for the current study,
ranged from α=.86 (Alienation and Trust) to α=.91 (Communication). In pre-adolescent
children, the IPPA Parent Scale scores possess adequate internal consistency (α=.78) and test-
retest reliability over 1 year (r=.63; Abela, Adams, & Hankin, 2005). The Parent Scale has
been significantly correlated with family and social self-concept, family cohesion,
expressiveness, and utilization of family resources (Armsden & Greenberg, 1987).

Social problem-solving inventory-adolescent: short form—The SPSI-A Short Form
is a 30-item, self-report inventory used to assess dispositions in problem solving (Frauenknecht
& Black, 1995). Items are rated on a 5-point Likert-type scale with scores ranging from Not
true at all of me to Extremely true of me and reflect positive and negative attitudes and beliefs
about problem solving. Test-retest reliability over a 2-week period was stable (SPSI-A Total
Score r=.83; Frauenknecht & Black, 1995). Construct validity was assessed by correlating the

JENT and NIEC Page 4

Child Fam Behav Ther. Author manuscript; available in PMC 2010 June 25.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



SPSI-A with the Problem-Solving Inventory, a measure for adults (Heppner & Peterson,
1982). The SPSI-A Total Score correlated with the Total Scale on the Problem-Solving
Inventory at r=.82, p<.001. In addition, the SPSI-A negatively correlates with the Brief
Symptom Inventory Global Severity Index, r = −.27, p<.001 (Frauenknecht & Black, 1995).
The internal consistency for the SPSI-A total scale for the current sample at pretreatment was
adequate (α=.88).

Parent Measures
Behavior assessment system for children—The BASC-Parent Report Form is a broad-
band rating scale of child and adolescent behavior as perceived by the parent (Reynolds &
Kamphaus, 1992). It is a 138-item scale that assesses the frequency with which children portray
specific behaviors (i.e., Never, Sometimes, Often, and Almost Always). The BASC assesses
three domains of behavior including the Externalizing Problems Composite (e.g., Threatened
to hurt others), the Internalizing Problems Composite (e.g., Is sad), and the Adaptive Skills
Composite (e.g., Attends after school activities) for children 2- to 18-years-old. Test-retest
reliability coefficients are also high for the composites ranging from r=.62 to .94 over 2 months
for ages 6–18 (Reynolds & Kamphaus, 1992). The BASC-PRS highly correlates with similar
scales on the Child Behavior Checklist (CBCL) demonstrating convergent validity.

Social skills rating system—The Social Skills Rating System-Parent Report Form is a
broad-band assessment of child and adolescent social skills and problem behaviors as perceived
by the parent (Gresham & Elliott, 1990). It is a 55-item parent report form that assesses the
frequency that a child portrays appropriate social skills and behavior (i.e., Never, Sometimes,
and Very Often) and parent perception of the importance of the behavior for the child’s social
development (i.e., Not Important, Important, and Critical). The SSRS assesses two domains
including the Social Skills Scale (e.g., Answers the phone appropriately) and Problem
Behaviors Scale (e.g., Disobeys rules or requests). Test-retest reliability is high for the Social
Skills Scale at r=.87 over 1 month for elementary school aged students (Gresham & Elliott,
1990). The SSRS Social Skills Scale correlates r=.58 with the corresponding scale on the
CBCL.

Parenting stress index-short form—The Parenting Stress Index-Short Form (PSI-SF) is
a 36-item parent-report measure that assesses the level of stress a parent is experiencing in
relation to their parenting and the sources of that stress (Abidin, 1995). The Total Stress Scale
of the PSI assesses parents’ stress in the areas of personal parental distress, parent-child
interactions, and child behavioral characteristics (Abidin). The test-retest reliability for the
Total Stress Scale was r=.84 over a 6-month period for ages 2–12 with an internal consistency
of α=.91 (Abidin).

RESULTS
Participants (n=80) who completed pre-treatment and post-treatment measures were included
in analyses. Intervention and control group families did not differ in age, gender, receptive
language ability, the number of hours of mental health services (i.e., hours of outpatient therapy,
home-based therapy, school-based therapy, medication management, and case management)
received in the last year, the number of hours of mental health services received during the
data collection period, or the number of children prescribed psychotropic medication (Table
3). Participants’ race and ethnicity significantly differed between groups. However, when race/
ethnicity was entered as a covariate into all treatment analyses, the results did not change.
Therefore, race was removed as a covariate from final outcome analyses.
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Group Mentoring Fidelity
To assess group mentoring protocol fidelity, one group mentor completed a log at the end of
each session. Logs tracked the activities and discussions completed, the data administered and
collected, and the explanations if the group mentoring protocol was not followed. Group
mentors reported that activities related to the mentoring protocol were completed 92% of the
time. However, deviations from the protocol were always corrected during the next session.
Ongoing weekly supervision of group mentors maintained fidelity and reduced drift.

Effectiveness of Group Mentoring
Table 4 presents group means and standard deviations on the primary measures at pretreatment
and posttreatment for the mentored and control group children. Primary outcome measures for
the study are the BASC Externalizing Problems Composite, BASC Internalizing Problems
Composite, PSI-SF Total Raw Score, SPSI-A Total Raw Score, IPPA Parent Scale, and the
SSRS Social Skills Standard Score. The statistical model for the primary outcome measures
was a linear mixed model that included fixed effect terms for intervention group, time, group
by time interaction; covariate terms for the number of hours of mental health services received
during the data collection period (i.e., total number of hours child received medication
management services, case management, school-based therapy, outpatient therapy, and/or
home-based therapy) and the child’s prescribed psychiatric medication status (i.e., 1=child
prescribed psychiatric medication during data collection period; 0=child not prescribed
psychiatric medication during data collection period); and a random effect term for different
intervention groups (n=8), in order to control for the lack of independence among ratings
collected within the same mentoring groups (Norusis, 2005).

Primary outcome hypotheses were supported in that children who received mentoring
demonstrated positive changes in self-reported social problem-solving and parent-reported
externalizing and internalizing behavior problems. The intervention group reported a
statistically significant group by time interaction on social-problem solving scores, F(1, 154)
= 5.91, p<.05. Follow-up t tests of parameter estimates showed that children who received
mentoring reported significant increases in social problem-solving skills, t(154) = 2.43, p<.05.
There was a significant group by time interaction in children’s externalizing behaviors from
pretreatment to posttreatment, F(1, 154) = 7.42, p<.01. That is, parents of group-mentored
children viewed their children as displaying significantly greater reductions in externalizing
behaviors, t(154) = −2.72, p<.01, than the wait-list controls. Specifically, 11(26%) mentored
children who were reported as having at-risk or clinically significant externalizing behaviors
at pretreatment were reported as having externalizing behaviors within normal limits at
posttreatment. An additional 22(52%) mentored children who were viewed as having clinically
significant externalizing behaviors at pretreatment were reported as having at-risk
externalizing behaviors at posttreatment. A significant group by time interaction was also found
for parents’ reports of children’s internalizing behavior problems, F(1, 154) = 5.24, p<.05.
Parents of group-mentored children reported significant decreases in internalizing behaviors
from pretreatment to posttreatment, t(154)=−2.29, p<.05. Clinically significant changes in
reported internalizing problems were found for 5 (12%) mentored children from pretreatment
to posttreatment. Families in the intervention and the control group condition did not change
differently over time on measures of parent stress, children’s social communication skills, or
parent–child relationship quality.

DISCUSSION
The purpose of this study is to examine the effectiveness of a cognitive behavioral group
mentoring program on child functioning when administered in a community mental health
center setting. Results reveal that group mentoring significantly increased children’s self-
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reported social problem-solving skills and decreased parent-reported child externalizing and
internalizing behavior problems after controlling for other concurrent mental health services
(e.g., hours of other mental health services received, psychiatric medication status).

Improving Child Functioning
As expected, children who participated in cognitive behavioral group mentoring reported
significant increases in their use of social problemsolving skills. That is, children who
participated in mentoring reported a significant increase in their ability to successfully utilize
the steps of social problem-solving process when presented with a conflict. Further, mentored
children perceived significant increases in their problem-solving self-efficacy and their ability
to apply problem-solving strategies automatically. Perhaps one of the largest benefits of
increased social problem-solving skills in children is that the skills can be generalized across
a number of conditions and domains.

Children who completed the group mentoring program were also viewed as experiencing
significant reductions in externalizing and internalizing behavior problems from pre- to
posttreatment. Parents of children who completed the mentoring program reported statistically
significant decreases in children’s disruptive behavior and internalizing problems following
completion of group mentoring, after controlling for other mental health services received.
Over one quarter of parents of mentored children viewed their children’s externalizing
behaviors as being within normal limits at posttreatment. Overall, the results of the study are
consistent with previous mentoring and social problem-solving studies, providing preliminary
support for the small to moderate effect of a cognitive behavioral group mentoring approach
on reducing children’s behavior problems within a community mental health setting.

Reducing Barriers to Participation
The group mentoring program had a notably low attrition rate for children (7%). The low
attrition rate may be the result of reducing a number of identified barriers to service. The limited
parent participation required meant that parents did not have to take time from work or other
activities to attend. Group mentors provided all transportation and meals for the children, thus
reducing transportation and financial barriers. Mentors were compensated for all training,
supervision, and time spent with mentored children, likely increasing their commitment to the
program. It is promising that this program made significant changes in children’s behavior and
that a high proportion of children completed the program, which was implemented in a
community mental health setting.

The positive effect on parenting stress and parent–child relationship quality observed in some
individual and group mentoring programs did not generalize to the group mentoring program.
It may be that the differences between traditional mentoring services and group mentoring
explain the variation in parents’ outcomes. The group mentoring program examined in the
current study was a 12-week program, whereas traditional mentoring is not time-limited, with
many mentoring relationships lasting well over 1 year. It is possible that mentoring takes longer
than 12 weeks to demonstrate a significant impact on families’ relationship quality. It is also
possible that group mentoring did not impact parent functioning because peer relationships
were a more intense focus of the program than adult–child corrective relationships.

In evaluating the results of this study, it should be noted that changes in medication regimen
(e.g., changes in dosage or type of medication) during data collection were not tracked. Further,
the types of mental health services (e.g., case management, outpatient therapy) and treatment
approaches (e.g., cognitive behavioral therapy, psychodynamic therapy) received by children
were not controlled. However, children’s status of being prescribed psychiatric medication and
the number of hours of mental health services received during data collection were statistically
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controlled. Measurements in the current study were limited to parent and self-report measures.
Third-party ratings of children’s behavior (e.g., objective teacher and mentor ratings, behavior
observations) should be included in future studies to further assess actual changes in children’s
behaviors and social problem-solving skills. Also, the maintenance of mentoring effects could
not be evaluated because follow-up assessments of family functioning were not collected.

Conclusion
The National Research Agenda for Youth Mentoring called for methodologically sound
research into the new generation of mentoring programs (Rhodes & DuBois, 2004). This study
is the first to examine the effects of group mentoring on families with children being served at
a community mental health center. The study provides a foundation for future research on
group mentoring in that it utilized a randomized controlled design and a multi-source
assessment of child functioning with standardized measures within a community mental health
setting.

Given the vast amount of monetary and human resources that are currently allocated to the
development and implementation of mentoring programs, further research in this area is
warranted. Next steps for group mentoring effectiveness research include: a randomized
controlled trial in which children are randomly assigned to either group mentoring, individual
mentoring, or a placebo attention control group to examine the relative effectiveness of
different mentoring programs over similar periods of time; the exploration of youth-mentor
relationship quality as a mechanism of change within group mentoring; a cost-effectiveness
evaluation of a group mentoring program that includes paid mentors and funded transportation;
and an evaluation of maintenance of mentoring effects over time.
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FIGURE 1.
Flow of participants through a randomized trial of a cognitive behavioral group mentoring
program for children.

JENT and NIEC Page 11

Child Fam Behav Ther. Author manuscript; available in PMC 2010 June 25.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

JENT and NIEC Page 12

TA
B

LE
 1

A
n 

Ex
am

in
at

io
n 

of
 M

en
to

rin
g 

an
d 

C
og

ni
tiv

e 
B

eh
av

io
ra

l C
om

po
ne

nt
s i

n 
a 

G
ro

up
 M

en
to

rin
g 

Pr
og

ra
m

Pr
og

ra
m

 fe
at

ur
e

M
en

to
ri

ng
C

og
ni

tiv
e 

be
ha

vi
or

al
 th

er
ap

y
G

ro
up

 m
en

to
ri

ng
 w

ith
 c

og
ni

tiv
e 

be
ha

vi
or

al
pr

in
ci

pl
es

Ti
m

e
R

el
at

io
ns

hi
ps

 a
re

 v
ar

ia
bl

e 
in

 le
ng

th
Th

er
ap

y 
is

 ty
pi

ca
lly

 ti
m

e-
lim

ite
d

Ex
pe

ct
at

io
ns

 a
bo

ut
 th

e 
le

ng
th

 o
f t

he
 p

ro
gr

am
 is

gi
ve

n 
to

 ch
ild

re
n 

pr
io

r t
o 

th
e s

ta
rt 

of
 th

e p
ro

gr
am

A
ct

iv
iti

es
C

hi
ld

-d
et

er
m

in
ed

 a
ct

iv
iti

es
Tr

ea
tm

en
t p

ro
to

co
ls

 ty
pi

ca
lly

 d
ire

ct
 a

ll 
ac

tiv
iti

es
C

om
bi

na
tio

n 
of

 sk
ill

s t
ra

in
in

g 
an

d 
ch

ild
-

de
te

rm
in

ed
 a

ct
iv

iti
es

Le
ng

th
 o

f m
ee

tin
g

C
hi

ld
re

n 
ty

pi
ca

lly
 m

ee
t a

t l
ea

st
 3

 h
ou

rs
 w

ee
kl

y
Se

ss
io

ns
 a

re
 ty

pi
ca

lly
 1

 to
 2

 h
ou

rs
 in

 le
ng

th
Se

ss
io

ns
 a

re
 4

 h
ou

rs
 lo

ng
 a

llo
w

in
g 

tim
e 

fo
r

di
da

ct
ic

, c
oa

ch
in

g,
 c

hi
ld

-d
et

er
m

in
ed

 a
ct

iv
iti

es
,

an
d 

su
pp

or
tiv

e 
co

nv
er

sa
tio

ns
 w

ith
 m

en
to

rs

Pa
re

nt
 in

vo
lv

em
en

t
Pa

re
nt

 in
vo

lv
em

en
t v

ar
ie

s s
ig

ni
fic

an
tly

 (e
.g

., 
pa

rti
ci

pa
te

 in
ac

tiv
iti

es
 w

ith
 m

en
to

r, 
ch

ild
, i

nf
or

m
ed

 o
f w

ha
t m

en
to

r a
nd

ch
ild

 a
re

 d
oi

ng
)

Pa
re

nt
 in

vo
lv

em
en

t v
ar

ie
s (

e.
g.

, b
eh

av
io

ra
l p

ar
en

t t
ra

in
in

g,
co

gn
iti

ve
 b

eh
av

io
ra

l s
oc

ia
l s

ki
lls

 tr
ai

ni
ng

 g
ro

up
s)

Pa
re

nt
s a

re
 p

ro
vi

de
d 

su
m

m
ar

ie
s o

f w
ha

t t
he

ir
ch

ild
re

n 
ar

e 
le

ar
ni

ng
, b

ut
 a

re
 n

ot
 d

ire
ct

ly
in

vo
lv

ed
 in

 se
rv

ic
es

R
el

at
io

ns
hi

p
M

en
to

rs
 m

od
el

 a
pp

ro
pr

ia
te

 b
eh

av
io

r f
or

 c
hi

ld
re

n
Th

er
ap

is
ts

 te
ac

h 
an

d 
m

od
el

 sp
ec

ifi
c 

co
pi

ng
 sk

ill
s t

o 
ch

ild
re

n 
an

d
pa

re
nt

s
C

hi
ld

re
n 

le
ar

n 
sp

ec
ifi

c 
st

ra
te

gi
es

 to
 p

ro
bl

em
so

lv
e,

 b
ut

 a
ls

o 
en

ga
ge

 in
 n

at
ur

al
 in

te
ra

ct
io

ns
w

ith
 g

ro
up

 m
en

to
rs

 a
nd

 p
ee

rs
 in

 w
hi

ch
 m

en
to

rs
m

od
el

 a
pp

ro
pr

ia
te

 b
eh

av
io

r a
nd

 re
in

fo
rc

e
ch

ild
re

n 
fo

r a
pp

ro
pr

ia
te

 b
eh

av
io

r

Le
ve

l o
f t

ra
in

in
g

M
en

to
rs

 ar
e g

en
er

al
ly

 v
ol

un
te

er
s t

ha
t a

re
 in

te
re

st
ed

 in
 h

el
pi

ng
ch

ild
re

n
Th

er
ap

is
ts

 a
re

 tr
ai

ne
d 

pr
of

es
si

on
al

s t
ha

t h
av

e 
a 

ba
ck

gr
ou

nd
 in

pr
ov

id
in

g 
se

rv
ic

es
 to

 c
hi

ld
re

n 
w

ith
 b

eh
av

io
r p

ro
bl

em
s

G
ro

up
 m

en
to

rs
 a

re
 p

ro
vi

de
d 

tra
in

in
g 

on
 h

ow
 to

im
pl

em
en

t t
he

 p
ro

gr
am

 G
ro

up
 m

en
to

rs
 re

ce
iv

e
on

go
in

g 
w

ee
kl

y 
su

pe
rv

is
io

n

Tr
an

sp
or

ta
tio

n
M

en
to

rs
 ty

pi
ca

lly
 p

ro
vi

de
 tr

an
sp

or
ta

tio
n 

fo
r c

hi
ld

re
n

Pa
re

nt
s t

yp
ic

al
ly

 p
ro

vi
de

 tr
an

sp
or

ta
tio

n 
fo

r c
hi

ld
re

n.
G

ro
up

 m
en

to
rs

 p
ro

vi
de

 a
ll 

tra
ns

po
rta

tio
n

Em
pl

oy
m

en
t s

ta
tu

s
M

en
to

rs
 a

re
 ty

pi
ca

lly
 u

np
ai

d 
vo

lu
nt

ee
rs

Th
er

ap
is

ts
 a

re
 e

m
pl

oy
ed

 p
ro

fe
ss

io
na

ls
G

ro
up

 m
en

to
rs

 a
re

 e
m

pl
oy

ed
 in

 o
rd

er
 to

co
m

pe
ns

at
e 

th
em

 fo
r t

ra
in

in
g,

 w
ee

kl
y

su
pe

rv
is

io
n,

 a
nd

 to
 re

du
ce

 m
en

to
r a

ttr
iti

on

Child Fam Behav Ther. Author manuscript; available in PMC 2010 June 25.



N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

JENT and NIEC Page 13

TABLE 2

Summary of Group Mentoring by Session

1 Discussion Topic: Welcome, group rules, and token economy

Primary Goal: Begin to develop rapport, group cohesion, and behavior expectations

Activity: Team-building activities

2 Discussion Topic: Problem identification and emotional reaction

Primary Goal: Identify interpersonal problems and learn physiological indicators, thoughts, and expressions, associated with emotions

Activity: Emotional education activity: practice identifying emotions through role-playing

3 Discussion Topic: Relaxation techniques

Primary Goal: Teach children several methods of affect regulation

Activity: Practice relaxation techniques while playing a freeze tag game

4 Discussion Topic: Perspective taking and goal setting

Primary Goal: Enhance children’s understanding of others’ behaviors and teach children how to define an optimal solution for problems

Activity: Review learned problem-solving skills through playing a frustration-tolerance game

5 Discussion Topic: Generating and evaluating solutions to interpersonal problems

Primary Goal: Generate solutions to common problems and learn how to evaluate potential solutions

Activity: Game that encourages cooperation and group problem solving

6 Discussion Topic: Steps to social problem-solving

Primary Goal: Review the steps of social problem-solving with children

Activity: Fun activity based on what the group earned from their token economy

7 Discussion Topic: Appropriate interpersonal behaviors in public

Primary Goal: Improve children’s social skills in public settings

Activity: Travel to a local restaurant to practice appropriate social behavior

8 Discussion Topic: Non-verbal communication

Primary Goal: Learn how to observe and interpret non-verbal behaviors

Activity: Game that reinforces children for identifying children’s nonverbal communication skills

9 Discussion Topic: How to give and receive compliments

Primary Goal: Enhance children’s prosocial behavior and appropriate response to praise

Activity: Children practice giving and receiving compliments through a “Warm Fuzzy Game”

10 Discussion Topic: The use of problem-solving skills and manners when playing games or sports

Primary Goal: Help children interact and respond to problems appropriately during competitive play

Activity: A competitive game where mentors award children team spirit, and sportsmanship points

11 Discussion Topic: Managing socially embarrassing situations and initiating conversations with peers

Primary Goal: Improve response to embarrassment through problem-solving and enhancing social communication skills with peers

Activity: Mentors model appropriate responses to embarrassing situations through role-playing

12 Discussion Topic: Summary of social communication and problem-solving skills learned

Primary Goal: Review skills learned during the program and reinforce children’s use of skills

Activity: Fun activity based on what the group earned through their token economy
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