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A B S T R A C T   

Background: Peer coaching interventions are effective in helping individuals with chronic conditions understand 
their disease. Most peer coach training programs occur in person, which has become an obstacle during the 
COVID pandemic. We describe our experiences with virtual training for future peer coach interventions. 
Methods: Individuals with rheumatoid arthritis (RA) between 40 and 75 years of age were recruited and inter-
viewed by the research team. We conducted seven virtual training sessions focused on four main points: Listen, 
Discuss, Practice, and Certify. The peer coaches provided feedback throughout the program, which was used to 
refine the training and intervention. A post-training focus group assessed satisfaction with the training program 
and intervention development process. 
Results: Four peer coaches (3 women, 1 man) were trained, including 2 Black and 2 White individuals with 
advanced degrees. Their ages ranged from 52 to 57, and their RA duration ranged from 5 to 15 years. An iterative 
process with the coaches and researchers resulted in a nine-week training program. Peer coaches reported 
satisfaction, confidence, and a preference for the virtual training format. 
Conclusion: This virtual peer coach training program was feasible and acceptable for coaches with advanced 
degrees during the global COVID-19 pandemic. Our approach represents an opportunity to adapt training that 
has been traditionally done in person. By doing so, our approach facilitates the recruitment and training of a 
diverse group of coaches and promotes sustainability.   

1. Background 

A patient’s level of health literacy can influence behavior change and 
engagement in care. Patients often require a high level of health literacy 
to be involved in their care, but a high level of health literacy is difficult 
for patients to achieve [1]. Role modeling has been used to achieve 
behavior change [2,3], and peer coaches are one way role modeling has 
been operationalized for successful behavior change in diseases such as 
diabetes, HIV, and asthma [2–7]. Peer coaches are lay individuals that 
have a targeted condition and coach another person with the same 
condition to achieve a particular goal [8,9]. This includes a change in 

treatment adherence, conflict resolution with initiating therapies, or 
other disease-specific management goals [9–12]. 

Patients with rheumatoid arthritis (RA), a chronic autoimmune and 
inflammatory condition, have a 50–60% increased risk of mortality from 
cardiovascular disease (CVD) compared to the general population 
[13–18]. Despite excess CVD risk, risk assessment remains suboptimal in 
this population, highlighting the need for interventions to implement 
evidence-based preventive CVD guidelines into clinical practice [19,20]. 
One challenge in patients with RA is that many physicians are not aware 
of the excess CVD risk in this population or are conflicted on who should 
manage it [21,22]. A systematic review on interventions for CVD 
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prevention reported that multilevel interventions focusing on providers, 
patients, and systems were the most effective compared to those that 
focused only on physicians [23]. This could be because physicians’ be-
haviors are difficult to change, which has been reported extensively in 
the medical literature [24]. 

While multilevel interventions can be complex and costly, an inno-
vative way to change physicians’ behaviors is through patients. A study 
observed that patients who asked for a treatment for depression were 
nearly eight times as likely to receive a prescription for an antidepres-
sant medication compared to patients who made no request [25]. 
Therefore, an intervention focused on activating patients with RA to 
obtain a CVD risk assessment has the potential to change physicians’ 
behaviors and have the effect of a multilevel intervention while tar-
geting only patients. 

In our prior work, patients with RA expressed interest in working 
with peer coaches if they were knowledgeable, good communicators, 
and endorsed by their doctors [26,27]. Therefore, to ensure the success 
of interventions using peer coaches for patients with RA, we need to 
ensure that peer coaches are proficient in the concepts of the 
evidence-based intervention and in their communication skills. Peer 
coach interventions require coaches to obtain a minimum proficiency 
level in the intervention content and motivational interviewing (MoI) 
skills. MoI is an evidence-based counseling approach used to enact 
behavioral change through an interventionist-participant partnership 
centered around acceptance, compassion, and evocation [28]. Many 
peer coach training programs teach MoI skills using at least one 
in-person training session that allows trainers to observe learners and 
facilitates immediate reinforcement of skills [29]. The global COVID-19 
pandemic poses challenges to in-person MoI training and adds barriers 
to training immunocompromised individuals with physically debili-
tating chronic conditions such as RA. Therefore, virtual training in MoI 
would be helpful for vulnerable patients who want to become peer 
coaches, but only if virtual training results in competency in MoI skills. 

We developed the CArdiovascular Risk assEssment for patients with 
RA (CARE RA) program to be delivered by peer coaches. Given the 
circumstances of the COVID-19 pandemic, trained the CARE RA peer 
coaches on MoI virtually. This process modeled a training approach 
developed by one of the research team members [30]. The objectives of 
this paper were to (1) describe our approach to virtual training of peer 
coaches in the CARE RA intervention, and (2) describe the infrastructure 
for virtual MoI training that can be applied to training peer coaches in 
future interventions. 

2. Methods 

The CARE RA randomized controlled trial (RCT) protocol has been 
described elsewhere [31]. In summary, the CARE RA program is an 
ongoing RCT pilot planning to enroll 128 patients with RA. The inter-
vention arm is allocated to receive the CARE RA program from a peer 
coach, and the control arm is allocated to work through the CARE RA 
curriculum without the guidance of a peer coach (Supplement 1). This 
study describes the methodology of training the peer coaches for the 
intervention arm of the CARE RA program. 

The research team interviewed peer coach candidates between July 
2020 and September 2020 from ArthritisPower. ArthritisPower is a 
patient-powered research network (PPRN) that connects people with RA 
to resources, research groups, and other people with RA [32]. Potential 
peer coaches were referred to the research team based off of the peer 
coach inclusion criteria [31]. The inclusion criteria consisted of peer 
coaches that have had a leadership role within ArthritisPower, were 
between 40 and 75 years of age, English-speaking, and had recently had 
a CVD risk assessment or were willing to receive a CVD risk assessment 
during training. 

Referred individuals were interviewed by the principal investigator 
and the CARE RA research team. Candidates were asked questions about 
their background, interest in research, experience with volunteering, 

prior leadership roles, interest in helping others living with RA, and 
interest in the topic of CVD and RA. Candidates were also informed of 
the rationale for the CARE RA program, the anticipated time commit-
ment (28 h), and the schedule of the training program. The research 
team also notified the candidates of the $500 stipend for completing the 
training program and additional $100 for each client that they walked 
through the intervention. 

The research team selected candidates with prior research and 
volunteer experience. This was done under the assumption that in-
dividuals with these experiences would be highly committed to the 
study—avoiding dropouts—and creating a role model for participants of 
the CARE RA program. To qualify, coaches were selected based on their 
availability to commit the time to the program during training and 
recruitment. Selected individuals were notified through email emailed 
and a follow-up meeting was scheduled between to review the contract, 
training schedule, and onboarding materials. Once all the contacts were 
signed the first training session was scheduled. Candidates who had not 
received a CVD risk assessment were able to receive a CVD risk assess-
ment during training. 

Peer coach training was conducted through an online conference 
platform (Zoom) and recorded. All the peer coaches completed the 
Collaborative Institutional Training Initiative (CITI) Good Clinical 
Practice (GCP) training on the responsible conduct of research with 
human subjects. 

2.1. Overview of CARE RA 

CARE RA is an evidence and theory-based behavioral intervention 
aiming to increase CVD risk assessment among people with RA [13,33, 
34]. CARE RA is a 5-session curriculum (Supplement 2) using educa-
tional materials on the Patient Activated Learning System (PALS) web-
site (www.palsforhealth.com). This novel, publicly available education 
platform was developed at the Weill Cornell Medicine Division of Gen-
eral Internal Medicine and the University of Alabama at Birmingham. It 
is based on Adult Learning Theory and Bandura’s Social Cognitive 
Theory [35,36]. The PALS was designed to provide engaging, easily 
understood, and well-researched facts for people who want to know 
more about health, medicines, and diseases [37]. The content in the 
PALS is evidence-based and peer-reviewed and is translated into 
patient-facing text, aiming for a 6th-grade reading level. Content is 
accompanied by visuals or short videos to reinforce the concepts. 

2.2. Training content 

Peer coaches provided demographic information and completed a 
10-question MoI and CVD knowledge questionnaire (Supplement 3) 
before training. They also watched two educational videos about MoI 
skills to prepare them for training [38,39]. MOI uses 4 main concepts – 
Open-Ended Questions, Affirmations, Reflective Listening, and Sum-
marizing (O.A.R.S.). O.A.R.S. provides a set of skills that have been 
shown to be effective in eliciting a participant’s internal motivations to 
change. One investigator (MMS) had experience with MoI and training 
peer coaches and oversaw the MoI training procedures [9,30,31,40,41]. 

Peer coaches received a manual and activity book for training. The 
manual guided the coach through the intervention delivery and included 
scripts for each session. The clients use the activity book to go over the 
content of the intervention with their peer coach. Before each training 
session, peer coaches reviewed the manual and activity book, and 
listened to a mock session recording. 

2.3. Training schedule 

The training consisted of nine sessions. The first session introduced 
peer coaches to concepts like privacy and confidentiality, the training 
schedule (Supplement 4), and the CARE RA program schedule (Sup-
plement 5). Sessions two, three, four, six, and eight covered four main 
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points: Listen, Discuss, Practice, and Certify (Supplement 6). Sessions 
four and seven were MoI sessions between two peer coaches. Session 
nine reinforced points from week 1 and reviewed the client matching 
and communication protocol. Training sessions lasted 1 h and began 
with a 15-min PowerPoint presentation outlining the objectives and 
agenda for the session. The rest of the sessions consisted of experiential 
training and the four main points. 

2.3.1. Listen 
Peer coaches listened to two 5-min audio recordings of a mock 

conversation between a peer coach and a challenging interaction with a 
client. Supplement 7 contains several examples of challenging scenarios. 
The first recording portrayed a peer coach that responded inadequately 
to their client’s needs. The second recording highlighted an ideal 
response from the peer coach to the same client using elements of O.A.R. 
S. 

2.3.2. Discuss 
We moderated a discussion in which peer coaches identified differ-

ences between the recordings for 10 min. Coaches were asked to point 
out specific instances of the use of O.A.R.S., where these skills could be 
incorporated, and what aspects of the conversation between the peer 
coach and the client were adequate or needed improvement and in 
which way. 

2.3.3. Practice 
Peer coaches were paired and placed in small groups with at least one 

research team member to role-play for 20 min. One peer coach practiced 
being the peer coach first, while their partner acted as the client. Before 
beginning their practice session, peer coaches were asked to turn off 
their cameras. A prompt was provided to describe the background of the 
mock client. Each peer coach was given 10 min to practice with their 
partner after which they were provided with verbal feedback from the 
research team and their partner and then switched roles. At the end of 
each training session coaches were reminded to practice the session from 
training with their partner and review next week’s content. 

2.3.4. Certify 
After practicing coaches scheduled a certification session with the 

research team. Peer coaches delivered the session to a member of the 
research team with cameras off to mimic the telephone interaction that 
peer coaches would have with their clients. Peer coaches had to score at 
least 80% in the corresponding checklist for each session to move on to 
the next session of training. These checklists served as evaluation and 
certification of the peer coaches’ proficiency and to ensure standardi-
zation of intervention delivery (i.e., fidelity). Supplement 8 includes the 
week 3 checklist. During certification, peer coaches received verbal 
feedback with suggestions on how to improve their MoI skills, 
communication skills, and their proficiency in the content of the session. 
They were prompted for feedback on the intervention and training 
materials as well. The checklist was provided to the peer coach after 
each certification along with a link to the recording of the certification 
session. 

2.4. Motivational interviewing 

Peer coaches completed two MoI sessions with a partner. The goal of 
these sessions was for peer coaches to achieve a high level of compe-
tency in the use of O.A.R.S. and rolling with resistance. During the MoI 
session, the research team reviewed MoI skills, and then peer coaches 
practiced delivering content to their partner. Peer coaches turned off 
their cameras during the practice section to mimic the telephone in-
teractions they would experience with the clients. The research team 
interrupted the interaction when the peer coach faced a challenge or 
could have used O.A.R.S. The peer coach was provided alternatives on 
how to approach the situation and repeated that part of the session, 

incorporating the feedback received. Once one peer coach finished, they 
would receive verbal feedback and then switch roles. Peer coaches were 
evaluated using a checklist like those used for certification, however, 
these evaluations were strictly informative as these sessions were for 
practice. Peer coaches received an email with both the checklist and a 
link to the recording of the MoI session. 

2.5. Training evaluation 

The peer coaches completed a post-survey training evaluation after 
completing the 9 weeks of training and the post-training MoI and CVD 
knowledge questionnaire that they completed at baseline. We conducted 
a focus group with all 4 peer coaches two weeks after completing the 
training to elicit feedback and to describe their experience of becoming a 
CARE RA peer coach, the virtual learning, training structure, program 
materials, and overall training satisfaction. The focus group session was 
recorded, transcribed verbatim, and analyzed independently by two 
members of the research team (MCB and YDP). Data were analyzed 
thematically. The information gained from the discussion group was 
incorporated into the final training program for future peer coaches. 

3. Results 

The research team interviewed 6 peer coach candidates, recruited 4, 
and successfully trained them (3 women, 1 man; 2 Black, 2 White). All 
completed more than 80% of the evaluation checklist items during 
training. Peer coaches ages ranged from 52 to 57, with RA duration of 
5–15 years. Two coaches needed cholesterol testing and CVD assessment 
to comply with eligibility criteria. Two had previously been diagnosed 
with hypertension. All 4 coaches had advanced degrees and back-
grounds in counseling, teaching, research, and/or leadership and were 
located in different US regions. 

3.1. Modifications as a result of peer coach feedback 

Our original training program had seven weekly sessions for seven 
weeks. However, peer coaches noted that the training program required 
more time and effort than they had initially anticipated. Most of their 
time was taken up by activities outside of the weekly training sessions. 
These activities included CITI training, program assignments, practicing 
calls with peer coach partners, certifying in each session with the 
research team, and completing MoI certification sessions. Although the 
peer coaches did not find these activities overwhelming, they suggested 
adding two additional weeks to accommodate their responsibilities. We 
added two “break weeks” to the training schedule to allow more time for 
certification, assignments, and MoI sessions (as shown in Fig. 1) and to 
accommodate scheduling for certification sessions. 

The peer coaches further emphasized the need to shorten the entire 
intervention, so we reduced the length content in each session from 45 
min to 15–20 min. Additionally, the scenarios used for training were 
changed based peer coach feedback. Instead of dramatizing the partic-
ipants in these scenarios, peer coaches wanted there to be less difference 
between ideal and non-ideal ways of delivering sessions. The coaches 
believed that non-ideal scenarios with subtle differences in communi-
cation styles and the use of MoI would be more effective in training 
future coaches on the discreet applications of MoI skills. 

Lastly, peer coaches wanted to take detailed notes on their clients 
and track their conversations, which led to the creation of a peer coach 
notebook. Table 1 summarizes the feedback from the peer coaches and 
the resulting modifications made to the training program and inter-
vention materials. 

3.2. Satisfaction with training 

Peer coaches provided feedback through post-training surveys and 
discussion groups, as shown in Table 2. They stated that the research 
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team’s continuous support and encouragement kept them engaged and 
motivated, and they felt comfortable making mistakes without fear of 
judgment. They also expressed feeling included in the research team and 
appreciated being asked for feedback to refine the intervention. One 
peer coach’s quote exemplified this feeling of inclusion, stating, “The 
first time I saw the changes that I would suggest added to the materials, I felt 
like I was creating it too … " 

Peer coaches preferred training using a video conference platform 
over in-person training because it was less disruptive to their daily lives, 
did not require travel, and allowed them to focus on training activities 
outside of the weekly calls. They provided positive feedback on the role- 
playing aspect of training but expressed a preference of training together 
in a large group instead of partnered groups. This allowed coaches to 
watch and learn different ways to approach the same scenario by 
learning from their peers. 

Although training calls were scheduled to last 1 h, we extended 
subsequent training sessions to 1.5 h after the first three sessions went 
over time. Coupling the extension of training calls with the addition of 
two weeks to the training session, peer coaches reported feeling more 
relaxed and engaged in the training. On average, coaches spent 5–7 h per 
week on training, totaling 52 h of training – 24 h more than we initially 
estimated. Despite this, all four coaches completed the program with 

high satisfaction, engagement, and with the competencies needed to 
deliver the CARE RA program. 

4. Discussion 

We successfully virtually trained 4 individuals with RA in concepts of 
RA, CVD, and MoI. Through the training of these individuals as peer 
coaches, the research team was able to refine the CARE RA intervention 
and make it more patient-centered, make the training materials more in 
line with the priorities of patients with RA, improve the training 
schedule, and finalize the training program for future training cohorts. 
In addition, this training structure will be used for the scale-up and 
maintenance of CARE RA and may apply to other interventions that 
intend to use peer coaches in the future. 

MoI was a key component in our peer coach training program. 
Usually, the complex components of MoI training are used by trained 
healthcare professionals or individuals with advanced degrees in 
healthcare and require many hours of in-person practice to achieve 
mastery [42]. Previous interventions have trained patient navigators, 
mentors, or laypeople in MoI to help deliver interventions and achieve 
behavior change [3,9,43]. One study evaluated the feasibility of an 
in-person peer coach training program that trained peer coaches over 

Fig. 1. Care RA peer coach training program schema.  
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two 4-h training sessions [44]. While the training program was feasible, 
not all the coach’s expressed confidence in their role as a coach and 
wanted shorter training sessions due to fatigue and difficulty retaining 
large amounts of material at one time. Another study evaluated the ef-
ficacy of virtual MoI training among physical therapists [45]. That study 
compared two groups; Group 1 watched eight pre-recorded MoI training 
videos while Group 2 watched the same videos and had one 4-h MoI 
practice session. Both groups showed improved knowledge and better 
communication skills, indicating efficacy for virtual MoI training [45]. 
Although this study was successful in virtual training, it was still among 
health professionals instead of lay individuals. Due to the global 
COVID-19 pandemic, the research team’s work activities were transi-
tioned to virtual. Hence, the training of the peer coaches for CARE RA 
could not be conducted in person. Our team proceeded to train peer 
coaches virtually using an approach like Schechter et al., but we 
included a more intense practice schedule in MoI [45]. This served to 
make sure that individuals without formal training in medical evalua-
tions gained confidence in interacting one on one with clients using MoI 
skills. 

In our study, peer coaches felt that incorporating their feedback 
helped increase their engagement with the program and motivated them 
to become peer coaches. They expressed communication with the 
research team made them feel that the program was committed to them. 
This is like the experience of Community Health Workers (CHW) re-
ported in a study by Andreae et al., where CHWs were trained for an 
intervention for patients with diabetes to improve physical activity, 
social support, stress reduction, and healthy eating [30]. A few differ-
ences between our training approach and Andreae et al. were that we 
trained the peer coaches through 9 videoconferences while Andreae 
et al. conducted a 6-h in-person training followed by 10 telephone 
conferences [30]. The interventions had different objectives and patient 
populations as well. In the end, their study led to empowering their 
CHW, optimizing team functioning and communication, and high 
intervention fidelity during program implementation [30]. 

There were several strengths of our study. Our study combined the 
successes of previous interventions by spending time on both didactic 
and interactive learning, using individuals with the same chronic con-
dition from various geographical locations, and engaging peer coaches 
in content development [30,40,45]. This allowed the research team to 

co-create an intervention with the patients to guarantee 
patient-centeredness. Our training approach addresses the challenges 
other studies faced by using virtual training, with over 75% of the 
training focusing on practice through role-playing. The virtual aspect of 
training eliminated some of the challenges of in-person training, such as 
commute and limitations of geographical peer coach selection. Thus, 
providing us with a diverse cohort in terms of location, background, and 
lived experiences with RA. Additionally, the video conference platform 
was invaluable as the complexities of MoI training inhibit it from being 
taught telephonically. The emphasis on learning through role-playing 
allowed for engaging training sessions and provided the peer coaches 
the ability to learn through observation. All peer coaches supported the 
use of role-playing and felt that it was an invaluable piece of the training 
curriculum. 

This study had two limitations. First, only four peer coaches were 
trained, which made it challenging to determine whether the changes 
made to training would be effective for most patients with RA. However, 
this small group of participants allowed for a more individualized 
training program that could serve as a model for training of future co-
horts peer coach training either for CARE RA and other interventions. . 

Table 1 
Summary of major recommendations from peer coaches and resulting changes.   

Summary of Comments Modifications 

Intervention 
Materials 

There was not enough space to 
include client notes in the peer 
coach manual. 

A peer coach notebook was 
created. One notebook would 
be used per client and 
submitted in leu of submitting 
the manual. 

Study materials were still in 
progress during training. 

Future interventions should 
have all study materials near 
completion before training can 
begin. 

Full length practice sessions 
outside of training took 45–60 
min per peer coach. 

Content in the manual was 
shortened to reduce length per 
session. 

Peer coaches found it difficult 
to have multiple PDF files 
opened at once. 

A paper copy of the manual, 
activity book, and notebook 
were sent to each peer coach. 

Intervention 
Training 

One hour training sessions felt 
rushed. 

Training sessions were 
extended to an hour and a half. 

Peer coaches learned from 
watching other peer coaches 
participate in live role playing 
of the scenarios during 
training. 

Training sessions consisted of 
4–5 coaches reviewing 
together. 

Audio recordings of non-ideal 
scenarios were perceived as 
more comedic than 
informative. 

Audio recordings were made 
more realistic.  

Table 2 
Themes and quotes derived from peer coach feedback.  

Theme Quotes 

Training Program I loved the zoom calls. Not having to travel to the city or 
other places really worked well for me. Very convenient! 
… being on Zoom … was actually oddly easier for me to be 
intensely focused than if we had been in a room together. IT 
issues were minimal, and the team was always super helpful 
in resolving those sound issues when they occurred. 
In some of the training recordings, the coach was really 
mean … It would be helpful if you could do a different kind 
of recording where the coach is not being mean and really 
trying but getting off the rails doing things that shouldn’t be 
done. 
I think using more realistic interactions [in the audio 
recordings] would be helpful so that you can know when to 
use the right words and when you’re using words that could 
be challenging to other people. 
Maybe allocate an additional 10–15 min for the first couple 
of sessions because everything is new, and it would allow 
for more Q/A at the beginning of training. 

Overall Training 
Satisfaction 

… I was afraid to bite off too much and look ahead to the 
content but if I were advising new peer coaches … I would 
actually suggest they look at the objectives and agenda and 
even the PALS for all sessions to get a good feel for how it 
progresses. I did that after session 2 and it helped me 
tremendously. 
I think the way we did the testing was very effective because 
I liked the immediate feedback and the jumping in feedback 
[practice with commentary]. I heard what I was supposed to 
do, and it reinforced what I know. 
I liked the role playing and I loved when the team jumped in 
to say, “Wait, think about what just happened. What could 
you do differently?” and then trying it a different way. That 
was really helpful on the spot. 
… in the bigger rooms you received faster feedback than the 
small breakouts. When we came back to the big rooms, we 
were giggling over something and next thing you know our 
time is up and I still had questions that were unanswered. In 
the bigger breakout room, you get the immediate feedback, 
and you can write it down. I felt like I saw different ways of 
handling situations, and everybody gave their opinions, and 
it was really spot on. 
The more familiar I got with the content the less concerned I 
was with the words in the script and a better listener I 
became to what my client was saying. 
… stress that this is really going to be demanding. … after 
the second week I realized, “Oh man, this is really going to 
be demanding, emotionally and everything." 
… I felt like I could ask whatever and make a mistake. It was 
more like you were just really trying to support us to be the 
best peer coaches that we could be …  
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Second, we recognize that the selected group of individuals with 
advance degrees and prior experience in research could present a limi-
tation for the candidates for becoming peer coaches in future studies. . 
However, the feedback and modifications that the peer coaches made to 
the training and intervention alongside the research team simplified the 
peer coaching training procedures significantly. While we cannot 
guarantee that this training will be suitable for individuals with non- 
advanced degrees, our approach is simple, feasible, and can be highly 
desirable for investigators aiming to broaden their pool of peer coach 
candidates to select from and to avoid limiting their selection to a single 
region or community. 

5. Conclusion 

Virtual training of peer coaches provided a form to reach an ethni-
cally and geographically diverse population of peer coaches to deliver an 
intervention across multiple states in the US. While our final virtual 
training can be widely disseminated, desirable qualities among peer 
coaches candidates should include having an advance degrees or expe-
rience equivalent to an advance degree, strong communication skills, 
and prior volunteer experience. 
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