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Abstract

A mixed-method research study investigated the I Can Do It, You Can Do It 
(ICDI) program, an eight week physical activity and nutrition mentoring program 
for individuals with disabilities (n=660) in nine sites across the United States. After 
eight weeks, the study examined the degree to which: 1) organizational leaders 
perceived a change in the organization; 2) the group of mentors significantly 
changed in terms of knowledge and behaviors; 3) individuals with disabilities 
demonstrated significant differences in physical activity levels, nutritional intake, 
sedentary behavior and BMI. On the organizational level, the ICDI site coordinators 
developed community collaborative partnerships to allow individuals with 
disabilities an opportunity to participate in physical activity within a supportive 
environment in their own community. Based upon the content analysis of the 
open-ended questions about the sites’ collaborations, several themes emerged on 
the organizational level with regard to the value of volunteers with expertise, 
improved accessibility, and sustainability with the collaborative effort. On the 
group level, 1,006 students at various sites from different disciplines (Therapeutic 
Recreation, Exercise Science, Physical Education, and Special Education) served as 
mentors for youth with disabilities. Mentors showed improvement of knowledge 
and behaviors concerning individuals with disabilities. Mentors valued group 
process with other mentors from varying disciplines. On the individual level, 
mentees exhibited greater enjoyment of physical activity, increased physical 
activity levels and improved healthy eating. Moreover, individuals with an above 
normal Body Mass Index (BMI) significantly decreased BMI (p <.05) by the end of 
the program.  The evaluation of the collaborative mentoring process, I Can Do It, 
showed evidence of significant changes in the organizations, groups of mentors, 
and the individuals with disabilities.

Keywords: Collaboration, physical activity, mentoring, disability, multidisciplinary, health 

outcomes

268



Kemeny and Arnhold 269

The I Can Do It, You Can Do It 
(ICDI) program, sponsored by the Pres-
ident’s Council on Fitness, Sports and 
Nutrition and the Division of Nutrition 
Research Coordination (DNRC) of the 
National Institutes of Health, imple-
mented a physical activity and nutri-
tion mentoring model for individuals 
with disabilities in a community-based 
setting. From 2008 to 2011, in nine 
national sites across the United States, 
staff of Slippery Rock University of 
Pennsylvania (SRU) directed the Expan-
sion and Evaluation of the ICDI pro-
gram in universities, school districts, 
and community-based recreation cen-
ters including 1) James Madison Uni-
versity; 2) Miami Dade County Schools; 
3) SPLORE in Salt Lake City, Utah; 4) 
SUNY-Courtland, New York; 5) Slippery 
Rock University; 6) Tennessee Techni-
cal University; 7) University of North 
Carolina-Wilmington; 8) University 
of Southern California-Chico; and 9) 
University of Wisconsin-LaCrosse. The 
evaluation of the health promotion 
program included data collection at the 
site with mentors and with individuals 
with disabilities. Pre- and posttest out-
come measures were used to examine 
the degree to which 1) the organization 
perceived a change in the community, 
2) mentors showed significant differ-
ences in knowledge and ability, and 3) 
individuals with disabilities exhibited 
significant differences in indicators of 
health. 

Need for Health Promotion 
Mentoring for Youth 

with Disabilities

In her vision of a Healthy and Fit 
Nation, the U.S. Surgeon General (2010) 
referred to the obesity prevalence as a 
national “crisis.” This crisis concerns 

the long-term effects of overweight 
and obesity on individuals as they age. 
Obesity contributes to premature death 
and multiple conditions in adulthood, 
such as cancer, diabetes, cardiovascular 
disease, and kidney disease (Centers for 
Disease Control (CDC), 2012a; Nathan 
& Moran, 2008). Researchers suggest 
that overweight children are more like-
ly to become obese adults (Freedman, 
Kahn, Serdula, Dietz, Srinivasan, & Be-
renson, 2005). According to the CDC 
(2012a), 17% of American youth aged 
5-19 are overweight or obese. Unfortu-
nately, obesity rates are 38% higher for 
youth with disabilities (CDC, 2012b). 
With higher risk of obesity and second-
ary conditions in adulthood (Kinne, 
Patrick, & Doyle, 2004), youth with 
disabilities particularly need health 
promotion programs (US Surgeon Gen-
eral, 2005). Healthy People 2020 indica-
tors suggest a need to decrease barriers 
to physical activity participation and to 
improve the percent of people with dis-
abilities who participate in recreational 
activities and eat healthier diets. The 
Physical Activity Guidelines for Ameri-
cans (U.S. Department of Health and 
Human Services, 2008) further under-
score the point that individuals with 
disabilities have the same basic needs 
for aerobic, muscle strengthening, and 
bone strengthening activities as any 
other American. In their survey of 15 
recreational sites, Miller, Schleien, and 
Bowens (2010) found that inclusion 
support remained essential for an in-
dividual with a disability to participate 
fully. However, even with the mandate 
for health promotion interventions for 
youth with disabilities and the need 
for support for inclusion, only limited 
research reports on the efficacy of sup-
portive health promotion interven-
tions. 
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Review of the Literature

Based upon the work of a national 
consensus panel, Drum et al. (2009) de-
scribe seven essential criteria for com-
munity health promotion interven-
tions for individuals with disabilities, 
including 1) conceptual framework, 2) 
accessibility, 3) support of individuals’ 
values and personal choice, 4) afford-
ability, 5) process evaluation, 6) out-
comes data collected with disability 
appropriate measures, and 7) involve-
ment of people with disabilities in de-
velopment and implementation. 

Through collaborations on the or-
ganizational, group (multidisciplinary 
process), and individual (mentor to 
mentee) levels, I Can Do It, You Can Do 
It (ICDI) program addresses all seven 
criteria to overcome community bar-
riers and to empower individuals with 
disabilities to improve healthy eating 
and physical activity levels. On the 
organizational level, universities and 
community recreational facilities col-
laborate to leverage essential resources 
in order to promote accessibility and 
affordability. Recreation facilities, such 
as the Y, donate the use of space and 
physical activity equipment. Some 
ICDI programs leverage community ex-
perts to improve the program, such as 
nutrition education and support from 
registered dieticians from local health 
systems.

 Universities have access to large 
numbers of student volunteers who 
view hands-on participation as an ed-
ucational benefit. On the group level 
within the program, mentors from dif-
ferent disciplines, such as therapeutic 
recreation, adapted physical activity, 
physical education, special education, 
dance, music therapy, and exercise sci-
ence, collaborate to create a multidis-

ciplinary service learning opportunity. 
By learning how to collaborate with 
other disciplines in groups and evalu-
ate programs as part of professional 
preparation, students have the oppor-
tunity to develop transferable skills for 
team work in the community. On the 
individual level, mentors collaborate 
with individuals with disabilities and 
their families to assess, develop an indi-
vidual plan with goals, and implement 
services for health promotion.

Effective Collaboration at the 
Organizational Level 

Collaborations between organiza-
tions typically provide greater aware-
ness, accessibility, and use of available 
resources for health promotion pro-
grams for people with disabilities (Ke-
meny, Arnhold, & Marge, 2011; Scholl, 
Dieser, & Davison, 2005). Community 
development efforts use existing social 
capital to allow participation by all 
(Nisbit, Hagner, Antal, Fox, & LaPointe, 
2006; Scholl, Dieser, & Davison, 2005). 
By involving university student volun-
teers, low-use space at the local Y, and 
incorporating service learning, a com-
munity program more easily remains 
affordable and sustainable (Miller, 
Schelien, & Bowens, 2010). Moreover, 
the presence of trained volunteers at 
the recreation facilities, allows individ-
uals with disabilities greater physical 
and social accessibility (Scholl, Dieser, 
& Davison, 2005). An enabling envi-
ronment, where individuals with dis-
abilities become partners, can emerge 
when community needs dictate plan-
ning rather than market forces (Mur-
phy, 2010). Collaborations between 
local universities, foundations, after-
school programs, and community 
members provide an effective means 
for promoting change in youth (Eal-
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ey, Wituk, Schultz, Usher, Meissen, & 
Pearson, 2007; Kotelchuck, 2010). Es-
sentially, these local partnerships allow 
communities to leverage resources for 
the greater good. 

Effective Collaboration at the 
Group Level 

For over 20 years the literature has 
described various support mechanisms 
for inclusive community recreation 
programs (Bedini & Henderson, 1994; 
Carter et al., 2004; Germ & Schleien, 
1997; Rynders & Schleien, 1991; Scholl, 
Dieser, & Davison, 2005). The use of stu-
dent volunteers further enables collab-
oration by multiple departments across 
disciplines (Carter et al., 2004).  Multi-
disciplinary approaches provide mean-
ingful learning experiences that help 
students develop the competencies and 
respect for what other disciplines offer 
(Gupta, 2006; Kaf, Barboa, Fisher, & 
Snavely, 2011; Pakulski, 2011). Miller, 
Schleien, and Bowens (2010) indicate 
the need for extensive training in order 
to provide an effective program. One 
effective service learning opportunity 
allowed students to function as an in-
terdisciplinary team (recreational, oc-
cupational and speech therapies) while 
serving youth with disabilities in the 
community (Pakulski, 2011). The out-
come was benefits to student learning 
and community members. Effective 
cross-disciplinary collaborations of pro-
fessionals in the community promote a 
more natural inclusive support struc-
ture and better outcomes for the indi-
vidual with disabilities (Chen, Cone, & 
Cone, 2007; Grenier, 2011; Misra, et al., 
2009; Murata & Tan, 2009; Neumann, 
et al., 2010). 

Individual Level: Mentor and 
Mentee Collaboration

The International Classification of 
Function, Disability, and Health (ICF) 
(WHO, 2001) provides a conceptual 
framework for the use of mentoring 
in that ICDI incorporates both the so-
cial and medical paradigms. Health is 
influenced by social, environmental, 
and behavioral factors. The ICF model 
supports a theoretical understanding 
of health promotion mentoring as an 
individually adapted health behav-
ior change mechanism based upon 
functional level. The ICF model goes 
beyond a strict medical definition of 
disability to include social and contex-
tual factors in the environment that 
may impact a youth’s participation in 
physical activity and good nutrition. 
By providing a mentor, a youth’s bar-
riers to activity may be reduced. For 
example, a youth has access to using 
the weight room of a fitness facility 
because a mentor with expertise can 
provide safety and instruction. As the 
mentor teaches sport skills, the capac-
ity for activity is improved. Mentoring 
may also impact personal factors, such 
as parental support for physical activ-
ity. As the youth gains skills, abilities, 
and knowledge to increase community-
based involvement, changes may also 
occur in the social participation com-
ponent. Therefore, by changing the en-
vironment, personal factors, and capac-
ity, mentoring could impact a youth’s 
ability to participate in physical activ-
ity and other healthy behaviors in the 
community.  

The literature describes mentoring 
models for individuals with disabilities 
and best practices in mentoring for 
youth in general, but little information 
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exists specifically on health promotion 
mentoring. Mentoring youth with dis-
abilities moves beyond a mere relation-
ship to incorporate progression toward 
independence (Britner, Balcazar, Blech-
man, Blinn-Pike & Larose, 2006). A 
recent study using meta-analysis sup-
ports the effectiveness of mentoring to 
improve youth outcomes in the behav-
ioral, social, and emotional domains 
through practices such as 1) screening 
and training of mentors, 2) process 
evaluation to strengthen programs, 
and 3) connections between practitio-
ners and researchers (DuBois, Porti-
llo, Rhodes, Silverthorn, & Valentine, 
2011). On the other hand, DuBois et 
al. (2011) concluded that a need exists 
to better understand mentoring within 
well-specified models. 

This study evaluates multiple lev-
els of a collaborative health promotion 
model that includes 1) organizational 
(between community, and university), 
2) groups (between students of differ-
ent disciplines who serve as mentors), 
and 3) individual level (between men-
tors and individuals with disabilities). 
This mixed-methods research study 
asks three research questions. At the 
end of eight weeks: 

1)  Do organizational leaders perceive 
a change in the organization and 
partners? 

2)  Do the mentors demonstrate sig-
nificant differences in knowledge 
and behaviors?, and 

3)  Do individuals with disabilities 
exhibit significant differences in 
physical activity levels, nutritional 
behaviors, sedentary behavior, and 
Body Mass Index? 

Qualitative methods were used 
to answer the first research question. 

Quantitative methods were used to 
answer the second and third research 
questions. For these questions, the null 
hypothesis states that after the ICDI 
Health Promotion program:

 1)  Mentors will not demonstrate a 
significant change in knowledge 
and behavior; and 

2)  Youth with disabilities will not ex-
hibit a significant change in physi-
cal activity levels, nutritional be-
haviors, sedentary behavior, and 
BMI.

Methods

Participants  

Community organizations.
Nine sites included partnerships be-
tween universities or school districts 
and recreational settings, such as 
YMCAs, sports complexes, or local 
parks. Each site had an ICDI coordi-
nator who received and answered the 
survey.

Group level-mentors. A conve-
nience sample of mentors was recruit-
ed through the use of 1) websites, 2) 
brochures, 3) posters, or 4) announce-
ments in courses related to disability 
or physical activity. In the three-year 
time period, 1,006 mentors consented 
to complete the surveys and reaction 
measures. Mentors included 39% male 
and 61% female with an age range of 
18 to 42 years. The majority (92%) of 
mentors were between the ages of 18 
to 25.  Prior to being matched with a 
mentee, mentors were required to ob-
tain clearances in criminal background 
and child sexual abuse.

Individuals with disabilities. 
Mentees, also a convenience sample, 
were recruited from each community 
site through a combination of  1) par-
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ent support groups, 2) school districts, 
3) community support coordinators, 
and 4) word of mouth. The mentees 
who consented to participate included 
234 females and 426 males (n= 660). 
The age of the participants ranged from 
4-29 years, of whom 22.1% were 4-7 
years, 45.4% 8-13 years, 26.9% 14-21 
years, and 5.6% 22-29. Using the cat-
egories as classified under IDEA legisla-
tion (National Dissemination Center 
for Children with Disabilities (NICH-
CY), 2009), a variety of disabilities were 
represented. Over one-third of the par-
ticipants (38.4%) were on the autism 
spectrum while 23% had an intellectual 
disability.  

Procedure 

Organization-level collabo-
ration. Each of the nine sites was re-
sponsible for developing collaborations 
with recreational facilities in their im-
mediate area to provide indoor physi-
cal activity space for the program. Each 
site coordinator was also responsible 
for recruiting, registering, and orient-
ing mentors and mentees. Prior to ori-
entation, the informed consent was 
explained to mentors, mentees, and 
their parents/guardians as necessary. 
If the mentor or mentee chose not to 
participate in the research, it did not af-
fect participation in the program. Each 
mentor and mentee received an ori-
entation to the ICDI program and re-
ceived a manual with written materials 
on physical activity and healthy eating 
behaviors. 

Group-level collaboration. 
The mentor orientation consisted of 
1) orientation to the collaborating fa-
cility, 2) communication and moti-
vational strategies in mentoring, 3) 
adapting physical activity, 4) nutrition 
training, and 5) safety and emergency 

procedures. Prior to the first session 
and at the end of the last session, the 
mentors completed a knowledge and 
behavior survey and an additional rec-
reation survey. Mentors from various 
disciplines had an opportunity to col-
laborate at three times during the eight 
weeks, during 1) group orientation ses-
sions, 2) mid-point information ses-
sions, and 3) end-point celebrations to 
acknowledge the PALA winners.

Individual-level collabora-
tion. Before and after the program, 
the mentees filled out self-report sur-
veys with the assistance of their par-
ent/guardian if appropriate. For eight 
weeks, the mentor-mentee pairs met 
weekly for at least one hour each 
week. During the sessions, the men-
tors and mentees participated in vari-
ous physical activities based upon the 
mentee’s preference. For example, the 
mentors included aerobic, flexibility, 
muscle and bone strengthening ac-
tivities, while allowing the mentee to 
choose the particular activity within 
those types. In order to promote on-
going physical activity and to encour-
age healthy eating patterns outside the 
session, the mentors asked the mentee 
to complete a weekly at-home report. 
The report also provided mentors with 
a mechanism for evaluating individual 
progress each week. At the same time, 
the mentor completed a progress re-
port and goal–setting sheet each week 
in collaboration with the mentee and/
or their parent guardians. The incen-
tive for program completion included 
the President’s Active Lifestyle Award 
(PALA) for mentees and participation 
certificates for mentors. 

Data collection. Measures col-
lected at each site included 1) site/or-
ganizational survey with open-ended 
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questions administered at the end of 
the eight weeks; 2) self-report mentor 
knowledge multiple-choice questions 
and an attitudinal survey administered 
before and after the eight-week pro-
gram; 3) mentor reactions to the pro-
gram administered after the program; 
4) pre and post self-report surveys about 
mentee health behaviors (physical ac-
tivity levels, eating behaviors, seden-
tary behavior, and BMI) before and af-
ter I Can Do It; and 5) mentee affective 
reactions after the program. Since the 
program was conducted at nine differ-
ent sites throughout the United States 
with different coordinators, the exact 
starting and ending days of the eight 
weeks differed. However, the length of 
the eight-week time frame for the phys-
ical activity program was consistent for 
all programs.

Organizational survey. The site/
organization survey asked 13 open-
ended questions to better understand 
the particular agency’s process with I 
Can Do It, the site’s evaluation of tech-
nical support, and also the impression 
of the temporary or sustained changes 
in the community due to ICDI.  

Mentor data. Administered both 
before and after the program, the self-
report mentor knowledge quiz is a mul-
tiple-choice test that focuses on testing 
knowledge of assessment, goal-setting, 
feedback, and problem solving. The 
mentor attitudinal five-point Likert 
scale contained 20 statements regard-
ing the mentor’s perception of individ-
uals with disabilities. Mentor responses 
ranged from strongly disagree to strongly 
agree. Factor analysis allowed for better 
understanding of the various compo-
nents within the attitudinal measure. 
Only factors with eigen values greater 
than one were used in the Varimax ro-
tation. Items with factor loadings great-

er than 50 after Varimax rotation were 
used to formulate the final factors. The 
mentor’s reaction scale was comprised 
of three components, including  1) the 
mentor’s promotion of mentee self-effi-
cacy, 2) the mentor’s communication, 
and 3) the mentor’s use of activities. All 
three components had adequate inter-
nal consistency (Cronbach’s alpha co-
efficient of .741, .811, and .757 respec-
tively). 

The mentor post-survey was only 
administered after the eight week pro-
gram. The survey consisted of 15 self-
report questions that asked mentors to 
report their observations of the eight 
weeks of mentoring.

Mentee data. Before and after the 
program, mentees completed a 27- 
question survey that asked Likert-type 
questions for seven-day recall about 
physical activity level, physical fitness 
indicators, eating behaviors, and re-
lated health behaviors. The physical 
activity level data concerned the enjoy-
ment of physical activity, the number 
of days that the mentee was active for 
30 or 60 minutes, and the number of 
community sports team participation. 
For example, the mentee was asked, “In 
the past seven days, how many days 
were you active for a total of 30 min-
utes each day?” The fitness indicators 
included questions about height and 
weight. Given these levels, the BMI cal-
culator from the CDC website was used 
to calculate body mass index. Eating be-
haviors included questions concerning 
the number of servings of fruit juice, 
fruit, carrots, green salads, and other 
vegetables. For example, the mentee 
was asked, “In the past seven days, how 
many servings of carrots did you eat?” 
The survey also asked about the hours 
per week of sedentary behaviors such as 
television watching and video games. 
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A national consensus panel of ex-
perts created the survey for ICDI with 
many of the items consistent with the 
Youth Behavior Risk Survey and the 
National Health and Nutrition Exami-
nation Survey (NHANES) (CDC, 2008). 
After the program, mentees were asked 
to report their affective response to the 
program by answering a series of ques-
tions using face pictures, including:  1) 
Show me how happy you feel, 2) Show 
me how healthy you feel, 3) Show me 
how you feel about exercise, 4) Show 
me how you feel about your sport or 
exercise, 5) Show me how you feel 
about yourself, and 6) Show me how 
you feel about working with your men-
tor. For the post program survey, a fac-
tor analysis revealed that all the factor 
loadings were high (.774 to .850) and 
the entire seven-item scale had a Cron-
bach’s alpha of .913 suggesting excel-
lent internal consistency.

Analysis

 Slippery Rock University directly 
collected the organizational data from 
each site. The mentor and mentee data 
was collected by the individual sites 
and sent to Slippery Rock University 
where it was collated, entered, and ana-
lyzed by the PI.

Organizational variables. The 
open-ended responses provided by 
each site were analyzed for content 
to examine common themes. In order 
to better understand the patterns and 
themes of the site coordinator’s percep-
tion, the content of the answers were 
both sorted and categorized.

Mentor variables. Descriptive 
analysis provided a picture of mentor 
characteristics such as age and gender. 
Descriptive statistics were also used to 
summarize the answers on the mentor 
post reactions measure. In order to test 

for a significant difference, pre and post 
values on the knowledge and behavior 
scales were compared using a paired 
samples t-test.  

Individual mentee outcome 
variables: In addition to demographic 
description, the descriptive statistics 
were used to analyze the mentee reac-
tions to the program using the post 
program reactions survey. In order to 
test for a significant difference before 
and after the program, a paired samples 
t-test compared pre and post physical 
activity levels, nutritional behaviors, 
sedentary behavior, and BMI. In order 
to better understand rival explanations, 
general linear model repeated measures 
statistic was used. In the general linear 
model, the within subjects factors were 
the pre and post values of the depen-
dent variables (repeated measures) of 
activity levels, various nutritional be-
haviors, sedentary behaviors, and BMI 
and the between subject factors were 
age, gender, and disability.

Findings

Organizations’ Perceptions 

Based upon the content analysis 
of the open-ended questions about the 
sites’ collaborations, one theme that 
emerged in the answers concerned 
the positive impact of the volunteer 
mentors on the facility. Several sites 
reported that the collaborating recre-
ational facilities told them “we cannot 
offer a quality program for people with 
disabilities without this partnership.” 
At least three of the organizations re-
ported an improvement in accommo-
dations for people with disabilities in 
the recreational facility during the time 
period. Another theme was the positive 
benefits of having volunteer mentors 
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with knowledge of physical activity 
work with the mentees. For example, 
one site reported that when mentors al-
ready have “basic knowledge and skills 
for physical activity, it is easier to work 
on the mentoring part.” Several sites 
listed steps toward sustainability, such 
as a mentee’s family purchasing a mem-
bership or special equipment, or taking 
other steps to participate in physical 
activity outside of the program. Some 
of the concerns with collaboration 
involved scheduling and equipment 
needs.

Group-level: Mentors 

Post program reactions to 
mentoring. Mentors’ reactions to the 
relationship focused on the preferred 
activities as well as mentor suggestions 

for improvement. Table 1 lists the ac-
tivities that mentors reported complet-
ing during their time with the mentee 
after the program ended. Almost all of 
the mentor-mentee pairs completed 
individualized physical activities to-
gether (88%), while over half (52%) 
reported participating together in or-
ganized sports in groups. When asked 
to evaluate the program, 93% were 
satisfied with their mentee match and 
81% report that their mentee’s interest 
in physical activity improved. With re-
gard to group events, 26% of the men-
tors who responded would like more 
group events that would allow them to 
communicate and to collaborate more 
frequently with other mentor-mentee 
pairs.

Table 1 

Mentors’ Report of the Collaborative Relationship

Activity  Percent reporting

n= 1,629  participation

Met at least once a week for 8 weeks 94%

Received adequate training for mentoring 85%

Organized sports (like basketball) 52%

One on One physical activity (such as swimming together) 88%

Looked at information on healthy eating(websites, magazines) 45%

Completed nutritional activities together (i.e. food prep) 35%

Helped mentee find additional recreational resources 18%
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Mentor knowledge and be-
haviors. When comparing before and 
after the eight week ICDI program, 
mentors from multiple disciplines 
showed a significant improvement in 
knowledge of mentoring and the prac-
tice of mentoring behaviors. In Table 
2, a detailed breakdown of mentoring 
behaviors indicates that mentors sig-
nificantly improved behavior towards 
individuals with disabilities (p <.001) 
from pre to post program in every as-
pect of mentoring except talking “with 

the mentee about his or her nutrition 
goals.” Mentors also improved knowl-
edge of mentoring as measured by the 
score on a pre and post multiple choice 
knowledge quiz. Mentors significantly 
improved (p< .05) their knowledge 
over the course of the program in the 
areas of feedback, goal setting, com-
munication, and progressing youth to 
independence. However, mentors did 
not improve knowledge in the area of 
observation or discerning the best way 
to develop overall goals.

 
Mentoring Behavior 

n=1,006 
 
 

 

Mean Response 
5 point Likert scale 
1-Strongly disagree  

5-Strongly agree 

Paired 
Samples 

t-test 

Significance 
(2-tailed) 

p< .05 

Before After   
Solve problems with mentee 3.5129 4.2823 13.147 .000* 
Pay attention to mentee 3.9085 4.7445 13.464 .000* 
Notice small improvements  3.8152 4.6603 13.719 .000* 
Talk with mentee about interests 3.7163 4.3956 10.844 .000* 
Talk with mentee about concerns 3.5921 4.0733 7.67 .000* 
Listen to mentee about goals 3.6736 4.1538 7.24 .000* 
Tell them when do well 3.9025 4.7756 14.57 .000* 
Tell them how they can improve 3.5851 4.3845 13.722 .000* 
Use specific examples  3.4995 4.2418 12.064 .000* 
Jump to conclusions* 2.4333 2.069 6.539 .000* 
Help improve skills 3.8430 4.6350 13.337 .000* 
Feel comfortable with disability 3.7045 4.5429 15.135 .000* 
Encourage to ask about  activity 3.6440 3.9611 4.993 .000* 
Ask about physical activity 3.3181 3.6717 5.472 .000* 
Talk about nutrition goals 2.9245 2.9617 .580 .562 
Help mentee set goals for 
improving skills 

3.6309 4.0080 6.090 .000* 

Help mentee understand how to 
do certain activities 

3.7549 4.4253 11.434 .000* 

Motivate mentee to try hard 3.8219 4.5155 11.317 .000* 
I ask the mentee to do things that 
are not possible.* 

2.5300 2.2281 -5.068 .000* 

Set an example 3.7492 4.5253 12.492 .000* 
 

 

 

 

Table 2

Mentor Outcomes from Collaboration
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Individual-Level: Mentee Out-
comes

Reactions. After eight weeks, 
mentees reported that they learned 
new skills (90%), felt healthier (86%), 
stronger (86%), and better (88%). The 
paired sample t-tests revealed that 
mentees showed a significant differ-
ence in the enjoyment of physical ac-
tivity (p<.001), and actual days partici-
pating in 30 and 60 minutes of physical 
activity (Figure 1, p<.01). Mentees also 
reported an increase in team sport par-
ticipation (Figure 1, p<.01). At the same 
time, mentees reported a significant de-
crease in sedentary behavior (the hours 
of television and video games) each 
week (p<.05). With regard to nutrition 
or servings per week, mentees report 
drinking more fruit juice (p<.01) and 
eating more fruit, green salads, carrots 
and other vegetables (p<.05). More-
over, mentees with a body mass index 
over 25 reported a significant decrease 
in BMI (p<.01).  

Between subjects effects.  With 
regard to gender, age, or disability, 
general linear modeling showed no 
between subjects effects for the pre to 

post differences over eight weeks in en-
joyment of physical activity, the days 
of physical activity; and salads, carrots, 
or other vegetables eaten per week.  

Discussion

Organization-Level Collaboration

Based upon the overall findings 
from the site responses in this study, 
the organization leaders definitely per-
ceived a change in the organization 
and/or the partners. Moreover, the col-
laboration created a win-win for the 
coordinating site and the collaborating 
recreational facility. Scholl, Dieser, and 
Davison (2005) found that collabora-
tions allow community agencies to bet-
ter provide more complex services for 
people with disabilities. This qualita-
tive inquiry revealed some substantial 
changes on the organizational level. 
By leveraging resources from recre-
ation centers, universities, and health 
systems in ICDI, individuals with dis-
abilities had opportunities for access 
to health promotion programs (Ealey, 
Wituk, Schultz, Usher, Meissen, & Pear-
son, 2006; Kotelchuck, 2010). The cost 

Figure 1. Change in Mentees’ Amount of Physical Activity and Team Participation
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saving resource of ICDI is the well-or-
ganized volunteer mechanism that uses 
students who have experience with 
physical activity and disability. With 
the change in the economy and the 
need for sustainable programs, Miller, 
Schleien and Bowens (2010) alluded 
to the need for therapeutic recreation 
specialists who work in the community 
to promote volunteer recruitment to 
sustain programs for individuals with 
disabilities. Scholl, Dieser and Davison 
(2005) support the need for trained or 
experienced volunteers. Another part 
of sustainability involves the transla-
tion of the program at home beyond 
the site and recreational facility. Based 
upon the site reports of parent respons-
es, ICDI may help promote change in 
the entire family unit as well.

Group-Level Interaction of the 
Mentors

The findings from the group-level 
collaboration between mentors sug-
gested that mentors significantly im-
proved their knowledge and behaviors 
related to mentoring an individual 
with a disability. The null hypothesis 
was rejected at p<.05. The multi-disci-
plinary approach helped the students 
gain knowledge of how to mentor a 
youth with a disability. Likewise, over 
eight weeks, mentors significantly im-
proved their self-reported behaviors 
related to the needs of people with 
disabilities. These behaviors include 
specific communication skills, promot-
ing self-efficacy, goal-setting skills, and 
comfort-level with people who have 
a disability. Although this study had 
no comparison or control, interact-
ing with students from multiple disci-
plines may have improved the learning 
process in I Can Do It. Other studies 
have shown the benefit of collabora-

tions of student volunteers from mul-
tiple departments on student learning 
(Carter et al., 2004; Gupta, 2006; Kaf, 
Barboa, Fisher, & Snavely, 2011; Pakul-
ski, 2011). Certainly, one benefit would 
be an increased understanding of team 
work with other disciplines and the 
ability to listen to various perspectives. 
In the end, the collaboration between 
student volunteer mentors should pro-
mote improved practice upon gradua-
tion.  Multiple research studies confirm 
that cross-disciplinary practice leads to 
better outcomes for the individual with 
disabilities (Chen, Cone, & Cone, 2007; 
Grenier, 2011; Misra, et al., 2009; Neu-
mann, et al., 2010).  

Not only are knowledge and be-
haviors important on the job, adequate 
satisfaction with a volunteer or learn-
ing experience is the first step prior to 
evaluating high order outcomes (Kirk-
patrick & Kirkpatrick, 2010). The post 
measures indicated that the student 
volunteer mentors were extremely 
satisfied with the ICDI experience. It 
is possible that the collaboration with 
other students contributed to the satis-
faction. No empirical data was collected 
on what satisfied the mentors the most.

Youth with Disabilities 

After an eight-week session in 
which mentors collaborated, youth 
with disabilities showed improvement 
in physical activity and healthy eating 
levels. The null hypothesis, youth with 
disabilities will not show a significant 
change in physical activity levels, nu-
tritional behaviors, sedentary behavior, 
and BMI, was rejected at the p<.05 lev-
el. When controlling for disability type, 
age, and gender, the mentees improved 
in the physical activity and nutrition 
indicators. In addition to healthy liv-
ing indicators, ICDI appears to impact 
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negative precursors to poor health and 
secondary conditions such as seden-
tary behavior levels and above normal 
body mass index. The ICDI model is 
designed to be more responsive to indi-
vidual needs within the context of cre-
ating a program of increased physical 
activity and good nutritional practices. 

An understanding of the Interna-
tional Classification of Function, Dis-
ability, and Health (ICF) (WHO, 2001) 
model explains the collaboration be-
tween youth and mentor. The ICF 
model incorporates both social aspects 
and contextual factors in the environ-
ment. ICDI promotes accessibility by 
providing a mentor to improve indi-
vidual skills for activity and reducing 
the youth’s barriers to community 
participation (Scholl, Dieser, & Davi-
son, 2005). Mentoring may also impact 
personal factors, such as parental sup-
port for physical activity. Therefore, by 
changing the environment, personal 
factors, and capacity, the collaboration 
positively improves the youth’s ability 
to actively participate in physical activ-
ity and other healthy behaviors in the 
community.  

Limitations

The National Expansion and Eval-
uation of ICDI was designed to evaluate 
applied programs in different locations 
throughout the United States through 
a convenience sample of youth with 
disabilities rather than as experimental 
controlled study. The majority of the 
data collected were self-report. At least 
96% of the youth needed the assistance 
of a proxy or adult parent/guardian to 
assist them with the measures. While 
these measures have value in such a 
large sample, the data are subjective 
perceptions and recall of the partici-

pant and/or their family member rath-
er than objective measures.

Application and 
Recommendations

The collaborative mechanisms 
at the organizational level, the group 
level of multidisciplinary practice, and 
the individual level, apply easily to 
other situations in which therapeutic 
recreation specialists value coopera-
tion in order to leverage maximum re-
source use. At an organizational level, 
human resources and facility spaces 
are optimized for the community’s 
benefit. With respect to the mentors, 
multidisciplinary cooperation between 
therapeutic recreation students and 
other disciplines will broaden prepa-
ration for future practice. Finally, the 
mentor-mentee collaboration provides 
access for individuals with disabilities 
to improve health. However, the spe-
cific mechanisms within each level of 
collaboration need further exploration.  
Bocarro, Greenwood, and Henderson’s 
(2008) extensive literature review on 
youth development and recreation 
found that the presence of recreation 
does not always lead to youth devel-
opment. In order to better understand 
how the ICDI mentoring process pro-
motes the development of youth with 
disabilities, it may be helpful to isolate 
and identify best practices in mentor-
ing. In the future, research should focus 
on the best practices of screening and 
training mentors, process evaluation 
of programs, and connections between 
practitioners (DuBois, Portillo, Rhodes, 
Silverthorn, & Valentine, 2011).

As follow-up to this study, recom-
mendations for the future research in-
clude 1) extending the health promo-
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tion mentoring program intervention 
beyond the current timeframe (more 
weeks), 2) providing mentors with a 
standardized physical activity and nu-
trition protocol, and 3) supplementing 
the self-report measures with objective 
measurement tools such as fitness test-
ing, nutrition logs, pedometry, and 
accelerometry to avoid response bias 

inherent in self-report surveys. The 
multidisciplinary aspect of the mentor 
to mentor collaboration merits further 
exploration with respect to process 
evaluation of the multidisciplinary pro-
cess. Future designs should also include 
comparison groups or a control group 
to better account for rival explanations.
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