
125

A Peer Mentor Training Program
for Aural Rehabilitation

Scott J. Bally, PhD, and Matthew H. Bakke, PhD

or to help with the psychosocial adaptation to hear-
ing loss.8,9 A survey of audiologists conducted in 1990
indicated that only 23% were providing communica-
tion training such as speech reading and auditory
training: this was a decrease from 38% in 1980.
A more recent survey of 275 American Speech
Language Hearing Association (ASHA)–certified
audiologists was conducted by Millington in 2001.10

Although 92% of the respondents reported providing
“general counseling” and 60% provided counseling
that was described as “adjustment/support counsel-
ing,” the nature of the counseling provided was not
clear from the survey. Almost 92% of the respondents
reported providing “general communication training”;
however, only 23% of the sample said that they pro-
vided auditory training, and 12% reported providing
speech-reading training.

Carmen11 recently described the results of an
online survey of audiologists. Of 217 respondents,
85% reported dispensing hearing aids, but only 24%
reported that they provided “AR classes.” Sixty-five
percent reported that they provided “therapeutic
counseling,” which was defined as “helping patients
overcome the emotional influences caused by hear-
ing loss.” Another recent survey of audiologists9

(110 respondents) about the frequency of provision of
AR services revealed that although audiologists fre-
quently provided information about assistive listening

Ross’s1 definition of aural rehabilitation (AR) is
“any device, procedure, information, interac-
tion, or therapy which lessens the communica-

tive and psychosocial consequences of a hearing loss.”
AR is available through most audiology clinics and
other facilities where certified audiologists dispense
hearing aids. Structured, formal AR programs have
consistently been shown to be effective and beneficial
for people with hearing loss, improving audio-visual
speech recognition performance, psychosocial func-
tioning, and reducing hearing aid returns2-7; however,
the scope of AR is often limited. The primary empha-
sis is usually on the use of technology and is predom-
inantly informational, focusing on how a hearing aid
works and troubleshooting simple problems with it. In
most programs, far less support is provided for the
development of communication skills and strategies

This article describes a new training program at Gallaudet
University that aims to prepare peer mentors to work
under the supervision of hearing-health professionals in
the area of aural rehabilitation (AR). The paucity of AR
programs for consumers with hearing loss in the United
States has been documented. The peer mentor training
program is an attempt to harness the energies, skills, and
knowledge of people with hearing loss; to expand them
through a program of academic and experiential learning;
and to put them to work in audiologic practices and other

hearing-health care settings in order to improve the
quality and quantity of AR available to consumers. A peer
mentor training curriculum is described, and the current
status of the educational program is reported. Initial 
anecdotal evidence suggests that the program has the
potential to contribute to the development of a more com-
prehensive model of AR service delivery.
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devices (ALDs); (84%), communication strategies
training (83%), and informational counseling (82%),
they less frequently provided information about cop-
ing strategies (57%), psychosocial adjustment (45%),
and partner training (38%). The most neglected
areas of AR were auditory training (about 18% pro-
vided services) and speech reading (only about 6%
provided services). Of perhaps greater interest is
the format of service delivery reported: an informal
approach was used 66% of the time. Although a very
small percentage reported providing group AR serv-
ices (5%) or a combination of individual and group
sessions (16%), these were provided informally in all
cases but one.9

This picture of inattention to many aspects of AR
is confirmed by consumer surveys. The Rehabilita-
tion Engineering Research Center on Hearing
Enhancement and the Rehabilitation Research and
Training Center for Persons Who Are Hard of
Hearing or Late Deafened12 surveyed 942 consumers
about the provision of hearing aid related services.
Many of the questions posed in the questionnaire
used in that study related to AR services. As Stika
et al noted, “Neither audiologists nor hearing instru-
ment specialists did a very good job in conveying
information about T-coils, directional microphones,
and other types of hearing assistive devices.”12 AR
services, so important to successful outcomes when
matching people with hearing loss to technologies,
are clearly not being adequately delivered.

These surveys seem to indicate that the profes-
sion of audiology has moved away from a formal,
global approach to the provision of AR services to an
approach that is informal and less comprehensive.
Furthermore, the focus of current rehabilitation
services appears to be informational (the use of
technologies in the context of strategies to enhance
communication) to the detriment of addressing psy-
chosocial issues (adjustment and coping in the con-
text of the family) or communication skills (speech
reading and auditory training).

The Hearing Loss Association of America pub-
lished a position article on the issue of Group
Hearing Aid Orientation Programs in which they
recommended that hearing aid dispensers make
such programs available. While not presuming to
define the components of such a program, they
offered guidelines that include many of the elements
important to a complete program of AR, including
“hearing assistive technologies other than hearing
aids,” “speech reading and auditory re-learning,” and

“coping and conversational repair strategies.”13 The
fact that this recommendation comes from a con-
sumer group strengthens the argument that such
programs are considered beneficial by consumers
and will be used by people with hearing loss.

Economic factors may be the basis for the lim-
ited scope of AR. There is little reimbursement
potential for the provision of such services, and
many clients view it as an expendable service when
considering the high price of hearing aids.14 When
comprehensive AR services are found, they are
generally at training institutions that provide them
as part of their professional training programs.
Prendergast and Kelley9 reported that 48% of all sur-
vey respondents and over 70% of those working in
hospitals and private practices indicated that they
lacked time to provide AR services, despite the fact
that they were interested in the issue.

Given the dearth of inclusive AR services, con-
sumers have turned to each other for support. This
self-help approach has been fundamental to the devel-
opment of such organizations as the Hearing Loss
Association of America (formerly Self-Help for Hard of
Hearing, Inc) and the Association of Late Deafened
Adults. A casual survey of members15 suggests that
they perceive audiologists as focusing on the ear rather
than the individual. Members report that when they
have “fixed” the ear using amplification, they seem to
think their job is done. Follow-up appointments for
adjustments may be difficult to schedule expediently
and may incur additional fees. Few clients are referred
for additional AR or support services.12,15

To complicate the issue further, many audiologists
do not assess, prescribe, or fit assistive listening sys-
tems such as FM systems or dispense technologies
that support telephone use or visual alerting and sig-
naling. Millington10 reported that although 79% of the
audiologists he surveyed in 2000 dispensed hearing
aids, only 27% dispensed hearing assistive technolo-
gies. As a result, consumers with hearing loss tend to
have little knowledge of hearing technology beyond
hearing aids and often turn to their peers for informa-
tion about how to deal with listening needs that are
not being met by use of a hearing aid alone.

The greatest advantage of peer support is that
those who are imparting their knowledge and wis-
dom have “been there.” They have the experience
and empathy to respond to the needs of others.
Antithetically, the greatest weakness of peer advice
is that it may be based exclusively on the individual’s
unique experience and may not include knowledge
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of the many options available beyond what they have
personally experienced. For example, a person with
hearing loss may recommend an assistive device or
hearing aid with which he or she may have had suc-
cess rather than providing alternative technologies
that could better serve the client’s specific needs. It
is also possible that the degree of hearing loss expe-
rienced by the mentor will affect his or her under-
standing of the issues confronting a client with a
different degree of hearing loss. For example, it
remains an open question whether a mentor who
considers himself a member of the deaf community
can be an effective mentor for a person with late-
onset moderate or severe hearing loss. It is possible
that peer mentors will choose to specialize and work
exclusively with certain types of clients.

It is reasonable to believe that if persons with
hearing loss who wish to support their peers are
given access to up-to-date information about hear-
ing, hearing loss, approaches to rehabilitation, and
training in basic mentoring approaches and are pro-
vided with support from a certified hearing-health
professional, they could mentor more effectively.
The availability of rehabilitative services could be
significantly increased for the more than 31-million
people with hearing loss in America.16 Further cre-
dence is given to this idea by the successful use of
peer mentoring programs in dozens of other health-
related contexts (eg, stroke, eating disorders, vision
impairments, cancer, HIV/AIDS, smoking cessation,
aphasia, alcoholism, and depression).17

Some of the areas in which peer mentors could
be supportive are listed by ASHA as AR knowledge
and skill areas for certified audiologists and speech-
language pathologists.18 Examples of such potential
areas of support include the following: provide for
the administration of assessment measures in the
client’s preferred mode of communication (eg,
American Sign Language); administer . . . standard-
ized self-report measures of communication difficul-
ties and of psychosocial and behavioral adjustment
to auditory dysfunction; monitor fitting of and
adjustment to these devices and technologies to
ensure comfort, safety, and device performance;
identify environmental factors that affect the indi-
vidual’s situational communication needs and per-
formance; provide assessment of family members’
perception of and reactions to communication difficul-
ties; and use effective interpersonal communication in
interviewing and interacting with individuals with
hearing impairment and their families.

Training by hearing-health professionals as well as
establishment of a formal liaison relationship with
them could establish mentors as viable paraprofes-
sionals. The use of support personnel “where appro-
priate” was supported by ASHA in a 1998 position
statement19 noting that a certified supervising profes-
sional would be mandatory. The position article out-
lined minimum qualifications, which included a high
school degree or equivalent, good communication and
interpersonal skills, an understanding of the needs
of the population, completion of competency-based
training, and additional qualifications as needed.

A formal peer mentoring training program could
result in several beneficial outcomes. Persons who had
already experienced hearing loss and made successful
adaptations to it would provide a support system for
others with hearing loss who need help. Mentors
would be professionally trained and monitored para-
professionals supported by a broad body of knowledge
and resources related to hearing assistive technology
and psychosocial adaptation to hearing loss as well as
a network of professional and mentor support. They
would empower peers by modeling, providing infor-
mation, and mentoring, rather than counseling.

Peer mentoring could also have beneficial
effects for audiologists who, with the additional help
provided by peer mentors, could expand their prac-
tices to include more comprehensive AR services for
a greater number of their clients. Among the possible
benefits of expanded AR services are improved patient
satisfaction, better communication outcomes, and
lower hearing instrument return rates. 

The Gallaudet University Peer
Mentor Training Program

Gallaudet University initiated the Peer Mentor
Training Program in the summer of 2005. The peer
mentoring training program is part of a larger
research and development project funded by a grant
from the National Institute on Disability and
Rehabilitation Research of the US Department of
Education, the goal of which is to develop a new
innovative, systematic, modular model for the deliv-
ery of AR services to people with hearing loss. This
academic and experiential learning program, which
terminates in a continuing education certificate in
peer mentoring, is guided by a 2-year curriculum
designed and implemented by the authors, who are
certified clinicians and AR providers (Dr Bally in
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Speech-Language Pathology and Dr Bakke in
Audiology), as well as faculty members in Gallaudet
University’s Department of Hearing Speech and
Language Sciences. 

By the time of graduation, peer mentors will be
expected to have established a collaborative rela-
tionship with supervising credentialed audiologists
or speech pathologists. This aspect of the program is
of great importance because the success of the peer
mentoring program is likely to depend greatly on a
strong collaborative relationship between an audiol-
ogist or other hearing-health professionals and a
knowledgeable, motivated peer mentor. Peer men-
tors will work with their supervising professionals to
provide support to peers and to help them foster a
proactive and problem solving mind set (eg, encour-
age them to practice communication repair strate-
gies assertively). In concert with the hearing-health
professional, they can determine the need for vari-
ous assistive devices and help the person acquire
and use them appropriately (such as personal ALDs,
wake-up alarms, suitable smoke and carbon monox-
ide detectors, and television-listening devices). They
can work with a client’s family to help them under-
stand the realistic auditory limitations of their loved
one, conduct communication strategy training, and
encourage repeat visits by the clients to their audi-
ologists. Above all, perhaps, they can be knowledge-
able and sympathetic listeners to the many problems
and issues that arise when one is attempting to “live
with a hearing loss.”20

Before designing the mentoring program, sur-
veys, focus groups, and interviews were conducted
with hearing-health professionals as well as con-
sumers who were then working in mentoring roles at
a local Washington, DC chapter of the Hearing Loss
Association of America and the Northern Virginia
Resource Center for Deaf and Hard of Hearing
Persons. Learning objectives were identified, and a
curriculum was developed. Candidacy requirements
were established that exceeded those recommended
by ASHA.19 Aside from a requirement that candi-
dates for the program must have a documented
hearing loss, the mentoring training program
required that applicants have a college degree and
submit a letter of application describing related
experiences and reasons for applying. In addition, 
3 letters of recommendation from individuals who
knew the candidates in a helping or teaching capac-
ity were required.

In 2004, the mentoring training program was
announced to the membership of the Hearing Loss

Association of America. Applications were received
and screened, and a class of 12 students was
selected to participate in the first class, which
started in June 2005. The first class consisted of 9
women and 3 men whose hearing losses ranged from
mild to profound and who represented 11 different
states. This launch group will complete require-
ments in July 2007. A second, equally diverse group
of 13 started the program in June 2006. One third
of the new group had strong affiliations with the
deaf culture and American Sign Language, and sev-
eral had cochlear implants.

The peer mentor training program consists of a
combination of academic and experiential learning.
A graduate-level professional training program
certificate is awarded to those who successfully
complete program requirements. The Gallaudet
University grading system is employed to evaluate
performance.

Coursework includes information about hearing
loss and its effects on function and participation, a
basic understanding of audiologic test results and
hearing assistive technology, rehabilitative strate-
gies, and approaches to mentoring. Practical knowl-
edge and skills are also an important part of the
curriculum and include techniques for educating
others about hearing loss, organizing and imple-
menting group and individual sessions, and one-
on-one mentoring. Opportunities for experiential
learning include observations, interviews, surveys,
writing of position papers, group discussions, team
and group projects, selected readings from con-
sumer and professional literature, role plays,
research, discussion forums, and case studies.
Practical experiential learning opportunities are
made possible by teaming up each mentor with an
audiologist or other hearing-health professional in
his or her local area. Thus, each peer mentoring stu-
dent is able to observe clinical practice in real
settings and do their own supervised clinical work.
The students themselves must recruit their super-
visors, who become part of the larger peer mentoring
network.

Assessment of student progress is provided
by the program instructors (university faculty and
supervised doctoral students), designated supervis-
ing hearing-health professionals (as identified
by students and approved by faculty), as well as
through student self-assessment. Both academic
and experiential learning is monitored and assessed.
Assessment data will be analyzed and reported as
part of a longitudinal study for this project.
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Certificate Program Curriculum

The mentoring program curriculum consists of 7
courses (16 credit units) given over a 2-year period.
The curriculum is listed in Table 1. As shown in
Table 1, the first and last courses are seminars that
are given onsite at Gallaudet; the other 5 courses are
provided online.

The opening seminar includes activities for team
building, mastering the technology needed for online
courses, and the establishment of a collaborative
network so that the learners may work interactively
online throughout the 2-year program.

The first course, Hearing Loss in America: An
Overview, includes demographics, social impact,
economic considerations, health care, related policy
and law, accessibility issues, and community and
national resources.

The second course, Biopsychosocial Aspects of
Hearing Loss, focuses on the psychological and social
effects of hearing loss on those who sustain it and their
families. Students examine what people experience
psychologically and socially as a result of hearing loss
and adaptation to technology use. This includes such
topics as the grieving process, hearing loss-precipitated
crisis, coping and personality types, problem-solving
approaches, cognitive restructuring, assertiveness, and
parallel reactions of communication partners. Some
basic information about communication theory, behav-
ioral theory, and cognitive theory is included. The
impact of hearing loss on families and significant oth-
ers as well as in the work place, social settings, and
everyday functioning is explored.

The third course, Practical Audiology: Funda-
mentals for Consumers, presents basic principles and
processes of audiology. It includes some of the traditional

areas of basic audiology courses but uses practical
consumer perspectives. Topics include scope of prac-
tice for hearing-health professionals, anatomy and
physiology of the hearing mechanism, etiologies of
hearing loss, and audiometric interpretation.

The fourth course is Hearing Assistive Technology.
Students study hearing aids, cochlear implants, assis-
tive listening systems, visual and auditory warning and
alerting technology, and communication strategies that
are supportive to technology use. Special emphasis is
placed on a consumer-oriented, needs-assessment
approach to the acquisition of goods and services
related to hearing loss.

The fifth and final online course of the series
is Peer Mentoring. The focus is on mentoring appro-
aches and strategies. The course emphasizes the
boundaries between what mentors may address and
what should be referred to professionals. Potential
relationships between the mentor and the hearing-
health professional are explored. Other topics include
needs assessments, consumer advocacy, assertiveness
training, and problem-solving approaches.

At the end of the second year, a final in-residence
seminar allows the student-mentors to integrate the
academic and experiential learning that has taken
place over the prior 2 years. Activities focus on practi-
cal application and integration of their knowledge and
skills using case studies and role play.

Course materials include readings from both con-
sumer and professional publications. When materials
of appropriate educational level and focus were not
available, they were developed. Some materials were
created in a collaborative effort with the American
Academy of Hearing Loss Support Specialists of the
Hearing Loss Association of America. The support
specialist program parallels the mentoring program
but differs in significant ways. Of greatest importance
is that the peer mentoring program is only for persons
with documented hearing loss. Also of significance is
that it awards university credit and is based on both
academic and experiential learning. The Hearing Loss
Association of America program is a purely academic
program. Because many of the same topics were
included in the curriculum of both programs, a col-
laborative development team, including faculty from
Gallaudet and staff from the Hearing Loss Association
of America, was established.

Program Assessment

A preliminary review of feedback from instructors
and students has been positive. Students have noted
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Table 1. 
The Peer Mentor Training Curriculum

Course Name Units Type

Opening Seminar: Orientation 1 On site
to Peer Mentoring

Hearing Loss in America: 3 Online
An Overview

Biopsychosocial Aspects 3 Online
of Hearing Loss

Practical Audiology: 3 Online
Fundamentals for Consumers

Hearing Assistive Technology 2 Online
Peer Mentoring for Hearing Loss 3 Online
Final Seminar: Applications 1 On site

of Peer Mentoring



excellent course materials and challenging assign-
ments. Peer collaboration has enhanced learning
and the experiential learning experiences have been
deemed worthwhile. There is clear evidence of inte-
grating knowledge to current work and volunteer
activities for several participants. Many of the stu-
dents who were already doing mentoring in other
contexts have indicated that they are more effective
given their new skills, knowledge, and experiences.

Participants have noted some particular difficul-
ties or challenges. One is the Blackboard technol-
ogy; students need sufficient time to get up to speed
in using it before activities dependent on it are
required. In addition, some of the students have dif-
ficulty in finding time to integrate work on men-
toring courses into their already busy lives. The
challenges of distance teaching and learning are evi-
dent in some of the feedback that has been received
from the students. Some of them have had difficulty
managing online discussions via “chat” and specific
rules of interaction needed to be established. For
example, one class decided that the instructor
should lead and direct all discussion and that ques-
tions should be cued by entering “q” and answers by
entering “a.” Students were then called on in the
order in which they entered their question or answer
cue. Another group chose a different strategy, in
which questions were raised by the instructor and
students were given a time frame (perhaps 2 min-
utes) to enter their responses or questions. Neither
seems ideal, and it seems to be important for the
instructor to work with the group to find the most
acceptable means of real-time interaction. 

An attempt was made with one group to conduct
interactive classes by means of a teleconference with
captioning and other visual interaction tools
(PowerPoint, Chat) using a Webex online teaching
tool (www.webex.com). Unfortunately, this attempt
was unsuccessful with this group, who reported dif-
ficulty managing the multiple visual inputs while
trying to integrate the auditory signal supported by
captioning. Although the attempt was aborted with
this group, it will be tried with several groups to
determine whether a more formal evaluation should
be made of its potential for online learning for
people with hearing loss.

Another difficulty for some has been the estab-
lishment of professional liaisons with audiologists or
other professionals. Students were hesitant to con-
tact audiologists and propose the establishment of
a collaborative relationship. It is possible that the devel-
opers of the program underestimated the difficulty of

consumers establishing such relationships. Additional
support is being provided in this area, and better
means of regular communicating with the profes-
sional sponsors are being explored.

Instructors have noted that teaching the online
courses for this program is extraordinarily time con-
suming. It has been observed that the more the par-
ticipants learn the more that they want to know. They
have been an extraordinarily enthusiastic and thought-
ful group, and their questions have been challenging. 

Presentations about the Peer Mentor Training
Program were made at the ASHA convention in
2005 and at the Hearing Loss Association of
America convention in 2006. Both audiences
expressed enthusiasm for the peer mentoring con-
cept as applied to people with hearing loss. Several
professionals expressed interest in working with
mentoring students and providing them with train-
ing experiences.

Efficacy studies are planned to measure the
impact of peer mentoring on (1) the peer mentors
themselves, (2) the professionals with whom they
work, and (3) the clients whom they serve. Methods
of assessing efficacy will include formal and infor-
mal feedback instruments from the trained peer
mentors and their cooperating professionals and
outcome measures applied to the clients served. In
addition, we will be very interested in documenting
the ways in which peer mentors are employed and
compensated as well as ways in which they interact
with hearing-health professionals.

The business model or models that peer mentors
will use in their practice are yet to be fully deter-
mined. Although we envision a contractual working
relationship with private practice audiologists or
with audiology practices in hearing and speech
centers, other applications are being considered. Several
participants hope to put their skills to work as
employees in community-funded agencies for deaf
and hard of hearing people. Others hope to use this
learning in coaching businesses. There is little doubt
that other applications will emerge over time.

Conclusions

Although the program is very new, the Gallaudet
University Peer Mentor Training Program offers the
possibility that the unmet AR needs of both con-
sumers with hearing loss and hearing-health profes-
sionals can be at least partially met by the use of
peer mentoring. As persons with hearing loss, peer
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mentors will have an insider perspective on coping.
Mentors can provide AR services that communi-
cation professionals lack sufficient time to provide,
including greater emphasis on facilitating communi-
cation and addressing the psychosocial effects of
hearing loss on persons with loss and their families.
Initial anecdotal evidence has been encouraging in
that the student feedback has been largely positive
and both consumers and professionals appear to
be willing to consider the use of peer mentors as
adjuncts to professional services for people with
hearing loss. It is hoped that future graduates of the
Gallaudet Peer Mentor Training Program will con-
tribute to the development of more comprehensive
models of AR service delivery.

References

1. Ross M. Hearing aids: some new and/or interesting features,
including T coils and DAI. Paper presented at: Hearing
Assistive Technology Training and Outreach Program;
October 28, 2006; University of Florida, Gainesville, FL.

2. Surr RK, Schuchman GI, Montgomery AA. Factors
influencing use of hearing aids. Arch Otolaryngol. 1978;
104:732-736.

3. Brooks DN. Hearing aid use and the effects of counsel-
ing. Aust J Audiol. 1979;1:1-6.

4. Smaldino SE, Smaldino JJ. The influence of aural reha-
bilitation and cognitive style discourse on the perception
of hearing handicap. J Am Acad Rehab Audiol. 1988;
21:57-64.

5. Abrams HB, Hnath-Chisolm T, Guerreiro SM,
Ritterman SI. The effects of intervention strategy on
self-perception of hearing handicap. Ear Hearing. 1992;
13:371-377.

6. Kricos PB, Holmes AE. Efficacy of audiologic rehabilita-
tion for older adults. J Am Acad Audiol. 1996;7:219-229.

7. Northern J, Meadows-Beyer C. Reducing hearing aid returns
through patient education. Audiol Today. 1999; 11:10-13.

8. Schow RL, Balsara NR, Smedley TC, Whitcomb CJ.
Aural rehabilitation by ASHA audiologists: 1980-1990.
Am J Audiol. 1993;2:28-37.

9. Prendergast SG, Kelley LA. Aural rehabilitation serv-
ices: survey reports who offers which ones and how
often. Hearing J. 2002;55:30-35.

10. Millington DL. Audiologic Rehabilitation Practices
of ASHA Audiologists: Survey 2000 [master’s thesis].
Pocatello, Idaho: Idaho State University; 2001.

11. Carmen R. Survey of audiologists from an online ques-
tionnaire. Available at: http://www.audiologyonline.
com/audiology/newroot/articles. Accessed June 5, 2003.

12. Stika CJ, Ross M, Ceuvas C. Hearing aid services and
satisfaction: the consumer viewpoint. Hearing Loss.
2002; 23:25-31.

13. Hearing Loss Association of America. Position on Group
Hearing Aid Orientation Programs. Available at: http://
www.hearingloss.org/advocacy/grouporientation.asp.
Accessed January 4, 2007.

14. Ross M. When a hearing aid is not enough. Hearing
Rev. 2000;7:26-30.

15. Bally SJ. Informal interviews with deaf and hard of
hearing consumers and staff at the Northern Virginia
Resource Center for Deaf and Hard of Hearing People.
Unpublished needs assessment; 2004.

16. Kochkin S. MarkeTrak VII: hearing loss population tops
31 million people. Hearing Rev. 2005;12:16-29.

17. The peer helping annotated and indexed bibliography.
Available at: http://www.peer.ca/Biblio8.html. Accessed
October 24, 2006.

18. American Speech-Language-Hearing Association.
Knowledge and Skills Required for the Practice of Audio-
logic/Aural Rehabilitation. Rockville, MD: Working
Group on Audiologic Rehabilitation; 2001.

19. American Speech-Language-Hearing Association. Position
statement and guidelines on support personnel in audi-
ology. ASHA. 1998;40(suppl 18):19–21.

20. Ross M, Bally S. Peer mentoring: its time has come.
Available at: http://www.audiology online. com/articles/
article_detail.asp?article_id=1448. Accessed January 2,
2007.

Peer Mentor Training Program / Bally, Bakke 131



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.3
  /CompressObjects /Off
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJDFFile false
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams true
  /MaxSubsetPct 100
  /Optimize false
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveEPSInfo true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Remove
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox false
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (U.S. Web Coated \050SWOP\051 v2)
  /PDFXOutputCondition ()
  /PDFXRegistryName (http://www.color.org)
  /PDFXTrapped /Unknown

  /SyntheticBoldness 1.000000
  /Description <<
    /FRA <>
    /JPN <FEFF3053306e8a2d5b9a306f30019ad889e350cf5ea6753b50cf3092542b308000200050004400460020658766f830924f5c62103059308b3068304d306b4f7f75283057307e30593002537052376642306e753b8cea3092670059279650306b4fdd306430533068304c3067304d307e305930023053306e8a2d5b9a30674f5c62103057305f00200050004400460020658766f8306f0020004100630072006f0062006100740020304a30883073002000520065006100640065007200200035002e003000204ee5964d30678868793a3067304d307e30593002>
    /DEU <>
    /PTB <>
    /DAN <>
    /NLD <>
    /ESP <>
    /SUO <>
    /ITA <>
    /NOR <>
    /SVE <>
    /ENU <>
  >>
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


