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Introduction

The existing mental health system is failing to
meet the needs of young people, particularly Black,
brown, and Indigenous young people, 2SLGBTQIA+
young people, and young people with disabilities.
Within the current mental health system, they
often experience the effects of institutionalized
racism such as harsher treatment, stigmatization,
and professionals minimizing their mental health
symptoms.’ The current mental health system is
also experiencing a workforce shortage, with many
young folks unable to access care, particularly in
mental health deserts—geographic areas with no
or limited access to mental health services like
psychologists and counselors.

Youth peer support offers a solution to both these
problems: peer support is a non-clinical practice
rooted outside of Western medicine that taps into

a new provider workforce — peers. Research shows
peer support is an effective and equitable practice.
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these interviews, we identified the key barriers to
expanded youth peer support and developed a set
of best practices states can implement to expand
youth peer support.

As one of our interviewees stated, peer support is
like an onion: Once you confront one barrier, you
will be presented with another layer of problems. In
most states, the barriers to implementing a robust
youth peer support program are multiple and
interconnected. To achieve a robust and effective
youth peer infrastructure, states will need to pursue
multiple simultaneous policy changes, targeting
Medicaid policy, the culture of clinicians in the state,
accreditation boards, and more.

Further, states must prioritize operationalizing youth
peer support with fidelity to the practice. One of the
biggest concerns we heard from interviewees was
the fear of peer support being coopted by medical

“Peer support occurs when people in a particular circumstance reach out to help others in
the same or a very similar circumstance. It is the act of a person or persons reaching out to
others to help them deal with life challenges.” v
— Steve Harrington, Founder of the National Association of Peer Supporters.

Despite the promise of youth peer support, it remains
unavailable to most young people and is generally
concentrated in grant-funded programs. In an ideal
scenario, young people would be able to easily access
youth peer support services in a variety of locations,
including schools, community centers, and more.”

To better understand the current policy landscape
of youth peer support, we conducted 14 in-depth
interviews with multiple stakeholders, including
experts in peer support policy, peer supporters, and
state officials who run peer support offices. Through
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models, meaning peer support will exist in name but

will not be practiced as it was intended. Because
Medicaid is designed around clinical practices and
thereby forces non-clinical practices to adopt certain
procedures to get reimbursed, Medicaid currently
facilitates the cooptation of peer support. This paper
seeks to answer how a non-clinical practice like youth
peer support can be reimbursed by Medicaid without it
being incorporated into a medicalized model. Receiving
Medicaid reimbursement for youth peer support without
youth peer support being coopted requires states to
explore creative payment options under Medicaid.
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Peer Support Explained

Defining Peer Support

Peer support, most generally, is the “process of giving
and receiving encouragement and assistance to
achieve long-term recovery.™ In this paper, peer
support is more specifically defined as people
receiving and giving encouragement to others who
have gone through similar mental health/behavioral
health experiences. Youth MOVE National explains
that “peer support is not based on psychiatric models
and diagnostic criteria.” but ‘is [instead] about
understanding another's situation empathically
through the shared experience of emotional and
psychological pain.™' Done well, peer support is also
based on shared identities and cultural backgrounds.

Peer support is founded on core values that
emphasize recovery, mutudlity, and equity. The
National Practice Guidelines for Peer Supporters
identified 12 core values of peer support through
surveying and conducting focus groups with nearly
1000 peer supportersl These core values include
peer support being strengths-focused, person-
driven, and sharing equal power between peer
supporters and peer support recipients.

Defining Youth Peer Support

The Substance Abuse and Mental Health Services
Administration (SAMHSA) defines youth peer support

as connecting youth and young adults with mentail
heallth conditions, substance use conditions, and/or a
history of systems involvement with “young adults who
have experienced similar challenges and completed
specialized training to learn how to use their experience
to support others™" As a practice, it is sharing one’s lived
and living experiences with mental health challenges or
systems with other young people by folks who are ready
to share and use their stories for the growth of others*¥
Like peer support, youth peer support is also grounded in
equity and equitable principles.

The History of Peer Support

The peer movement grew out of the belief that
people with mental conditions can change their lives
and help others. Since its inception, peer work has
been a radical vision of mental health and wellness
that was established outside of traditional mental
health practices and systems. Many peer workers
were born out of the anti-psychiatry movements
of the 1970s and 1980s.* Having people with mentall
health conditions working within the mental health
system seemed impossible in the 1960s and 1970s;
however, consumer-driven advocacy and activism
that grew out of earlier civil rights movements

led to an increased focus on recovery.* Much of

the recovery work being done was led by peers.

By the 1990s, peer support began to be endorsed
by clinicians, the federal government, and state
Medicaid agencies

Today many peer supporters are embedded

in clinical organizations, the same kinds of
organizations the recovery movement organized
against. However, peers are often devalued in these
institutions. Peer specialists are treated as “second-
class clinicians,” which directly contradicts their
intended purpose X

Peer supporters continue to organize to ensure
fidelity to the practice, meaning peers have the
“‘ability to be transformative, the ability to actually
change the model from the inside.™
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Core Values of Youth Peer Support

I8l

Mutuality through co-creation

Peer support recipients are equal leaders to peer support specialists in deciding how, where, and when they
would like to receive peer support and what goals they’d like to set for themselves.

o
(i
Equity focused

XVii

Equity is not limited to peer-to-peer interactions. Instead, youth peer support programs are founded on principles
of equity, youth culture, and non-hierarchy which are incorporated into every part of youth peer support from
youth peer support supervisors, hiring practices, and approaches to speaking with peer support recipients.
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Disclosure with intent Respect and shared mutuality
Y 2
Community and belonging Focus on prevention

Detach services from a diagnosis
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Youth Peer Support is Unique

Because youth have their own culture, socialization,
and way of understanding the world, working with
them is different from working with adults. Youth peer
support makes sure that the support provided to
young adults and young people is “developmentally
attuned, engaging, and culturally responsive™ to
youth and young adults. Youth peer support seeks

to “[break] barriers related to feelings of loneliness,
shame, stigma, and low self-esteem.”* Young
people with lived experiences (youth peer support
specidlists) sharing their journey helps normalize and
destigmatize mental health - it shows young people
that they can also participate in changing their lives.

Adult peer support does not work for young people
for many reasons.

First, adults are not peers to young people. Having the
same experiences impacts mutual understanding,
connectability, and relatability. Adult peer support
specialists, such as someone who is 45 years

old, have difficulty intimately understanding the

life, world, and feelings of a 16-year-old. Mutual
relatability is more than just the shared experiences
of mental health. It “encompasses things like current
life experiences, strengths, talents & challenges,
identity (i.e, race, ethnicity, gender, sexuality, culture,
religion), family & social network, interests & hobbies,
goals, hopes & dreams, childhood experiences,
neighborhood & community, and values™" and
shared historical and cultural events. Youth peer
support understands the importance of being age

peers, while also recognizing that while both could
benefit from youth peer services, a 16-year-old may
not consider a 24-year-old to be a peer.

Second, young people often view recovery
differently than adults. Young people are learning
and discovering who they are and how their mental
health contributes to or impacts their identity.
Because young people are at a different stage of
their identity creation than older adults, the language
of recovery, which is commonly used in adult peer
support programs, might not always resonate with
young people. Instead, youth peers can help young
people make sense of who they are as a person
and how they can grow into the person they want
to be. Within this broader framework, the language
of recovery could feel minimizing rather than
empowering to young people.

Finally, youth peer support centers youth voice
and youth decision-making. Recipients of youth
peer support are given the tools, knowledge,

and space to set their own goals and take steps
toward building fulfilling, self-determined lives for
themselves®™" Youth peer support is established
on youth leadership, authentic youth engagement,
and youth-driven practices*" Additionally,
navigating the U.S. health care system, including
behavioral and mental health systems, can be
daunting. Youth peer support specialists can
connect young adults with adult providers and/or
other mental health services if they choose to seek
those additional services.™"

Youth peer support is all about young people, for young people, and by young people.
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The Work of Peer Support Specialists

Although youth peer support specialists provide peer
support in many ways, the following summarizes
what peer support specialists do: V!

Provide one-on-one coaching

Advocate for themselves, for their peers,
and for systems change

Encourage young people to actively
participate in treatment

Help youth navigate services
and support

Strategically share personal stories and/
or lived/living experience to promote hope
and recovery

Serve as a bridge between service
8 providers and practitioners and the
/ young person

Connect the young person to other
community-based services and support

Not everyone with lived and/or living experience
with mental health can or should be a peer support
specialist. Peer support specialists should be folks
who feel comfortable and ready to use their stories
to help others. ™ Many programs require peer
specialists to have been in recovery for at least

a year. In other words, peer support is a way in
which people can help create and participate in a
sustainable and long-term way of living. Vi

Above all, a peer support specialist is someone
people can talk to and who can provide hope and
inspiration. Peer support specialists “encourage
healthy perspectives” by using their stories and lived
experiences to teach problem-solving techniques,
listening empathically, encouraging self-reflection,
and supporting their peers in taking better control of
their mental health X
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Peer Support, including Youth Peer
Support, Is Effective

The positive effects of peer support include: XXX i
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Reduced ER admissions and increased
tenure in the community
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Increased community contact
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Improved physical health
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Reduced costs

Decreased substance misuse
and depression
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Promoted sense of hope
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Lowered readmission rates

N

Reduced inequities in service use

3

Enhanced functioning, self-esteem, and
awareness of diagnosis

Improved self-esteem

5

Increased sense of control over one’s life

e
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Decreased psychotic symptoms
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Funding Youth
Peer Support

Two major funding sources for youth peer support
are grants and Medicaid.

Many strong youth peer support programs rely on
grants, whether private, public, or a combination of
both. Academic institutions also fund peer programs.
One of the advantages of grant-funded programs is
that they have a great deal of flexibility to determine
the target population, the peer supporters, and the
training curriculum. Within these programs, peers
are trained according to a curriculum developed

or adopted by the program. They may use or adapt
an existing peer-led curriculum, but there are no

set requirements for the training. The organization
determines who it will support. These programs

have strong outcomes i which further bolster the
evidence base that youth peer support is an effective
intervention and liked by young people. However,
grant funds are limited, and grant funding can run
out and not be renewed, meaning the programs
could be forced to shut down.

Example of a Grant-Funded Youth Peer
Program: YouthlLine

YouthlLine is a free 24-hour helpline that
provides crisis support to young people
via call, text, and chat. Youthline is staffed

by volunteers who are students in the
Portland, Oregon Metro Area. Both callers
and volunteers are anonymous. Youthline
is a 501(c)(3) non-profit supported
primarily by private foundations,
Multhomah County, and donations.

Another major funding source is Medicaid.
Medicaid is a public health insurance program
that covers millions of people with low incomes
including children; parents and other adults;
seniors; and people with disabilities. Medicaid,
which is jointly funded by states and the federal
government, is administered by states, within
federal requirements. States have significant
discretion in what services to cover, how much to
reimburse providers for services, who to consider
a provider (such as a youth peer worker), whether
to use managed care or fee-for-service models,
and, within limits, who to cover. Medicaid is an
entitlement program, meaning that anyone who is
eligible may apply for and receive health coverage
through Medicaid.

Peer support has been a Medicaid-billable service
since 1999, with Georgia being the first state

to add peer support to its Medicaid program.
Unlike grant funding, Medicaid is a sustainable
funding source, as it is not time-limited or capped.
Therefore, tapping into Medicaid funds is one
critical way to expand access to youth peer
services and maintain it long-term. However,
Medicaid requires a high level of documentation,
which creates barriers for both providers and
recipients of services.

Because grant-funded programs, particularly
those that rely on private funds, primarily operate
independently, this paper will focus on Medicaid-
reimbursed services and other public sources

of funding.
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Current Medicaid Framework

Eighteen states allow Medicaid billing for youth peer support*V States define “youth” differently, with some
states considering youth peer support to serve people ages 18-26 and other states allowing minors in their
definition. For example, Pennsylvania allows people as young as 14 to receive youth peer support while
Washington and Wyoming allow it for people as young as 13. Most states added youth peer support services
through a State Plan Amendment (spa), although using waivers is also possible*¥ SPAs, which include 1915(7)
waivers, offer the most flexibility. Under a 1915(i) waiver states cannot limit how many people are served,

can serve a broader range of diagnoses, and don't have to prove cost neutrality. Reimbursement rates for
individual youth peer support ranged from $7.83 per 15 minutes to $24.36 per 15 minutes V!

Washington
SPA

New Hampshire
1915(i) SPA

Oregon
SPA

New York
SPA

Michigan
1915(c)
and EPSDT

Wyoming
1915(c), 1915(b)
managed care

Pennsylvania
SPA

Colorado

New Mexico
SPA

Alabamal ©eorgia
- sPA

Louisiana
1915(c)

Florida
Mississippi

Stattes thatt allowed Medlicaid billing for Youth Peer Support Vi
Additional states maly offer Youth Peer Support through grant funds.
*Floriciar: Floridla offers Youth Peer Support as an In Lieu of Service, which are typically authorized by an 15 waiver ool

**Maine: Youth Peer Support is only available in Behavioral Health Homes
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In many states, the maijority of youth peer support
occurs in programs designed for young people with
high levels of need, such as in first-episode psychosis
programs or high-fidelity wraparound programs.

Both these programs serve young people with
complex needs and involve intensive care
coordination using a team-based approach. Peers
are often included as part of a coordinated care
team. Peers working in high-fidelity wraparound
teams, or similar teams, might receive different
training and reimbursement rates than peers
working through general Medicaid funding. For
example, in Pennsylvania, peers are part of high-
fidelity wraparound care teams. The peer supporter
is referred to as a youth support partner and is
trained through high-fidelity wraparound, not
through the state peer certification process.

The federal Centers for Medicare & Medicaid Services
(cMS) has released minimal guidance on how

states should administer their youth peer support
programs. In 2007, CMS released guidance on peer
support but did not call out youth peer support
specifically. The 2007 guidance makes three key
recommendations

0 Supervision: Peer supporters must be
supervised by a “competent mental health
professional (as defined by the State).”

e Care Coordination: “peer support services
must be coordinated within the context of a
comprehensive, individualized plan of care that
includes specific individualized goals.”

e Training and Credentialing: ‘Peer support
providers must complete training and
certification as defined by the State.”

Given scant federal guidance on youth peer support,
states have broad authority to make the necessary

changes to expand access in their states. Because
every state runs its Medicaid program differently,
there is no one-size-fits-all solution for Medicaid-
funded youth peer support.

Giving the (Young) People What They Want:
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Best Practices for
Medicaid-Funded
Youth Peer
Support Services




Limit the extent to which peers are forced to engage
in clinical practices, such as clinical notetaking, as

these practices are antithetical to the peer model.

Medicaid has strict documentation requirements
for reimbursement. CMS requires that “Medical
necessity and medical rationale are documented
and justified in the medical record,” but notes
that each state adopts its own medical necessity
criteriaX This level of clinical notetaking creates a
power dynamic between the peer supporter and
the person receiving peer services, interrupting
the mutuality inherent to peer support. Given

this disruption, many peer supporters are
uncomfortable taking notes as it goes against
the values of intentional peer support and active
listening. Multiple interviewees shared that doing
fidelity peer work while billing Medicaid seems

impossible, in part because once you start entering

documentation it's no longer peer support. As
a result, many states and organizations forgo
Medicaid reimbursement.

Strategies to Implement Best Practice:

Short-Term:

o CMS and state Medicaid agencies should
provide guidance to peer supporters on
what level of documentation is required for
reimbursement, being mindful to maintain the
mutual dynamic between a peer supporter and
a person receiving services. Guidance should
make clear that notes don't need to focus
on diagnoses and symptomology. Peers can
instead focus on documenting the service they
provided (ie, what they did, not what the person
receiving services did). The guidance could
provide generic language that peers can adapt,
so they have a clearer understanding of what
does and doesn't need to be documented for
reimbursement. Finally, if peer providers are part
of a care team, they could ask another member
of the care team to be the primary notetaker.

Long-Term:

o CMS should explore ways to minimize
documentation requirements for non-
clinical providers. For example, peers who are
reimbursed through a self-directed payment
model would not have to provide the same level
of documentation.

Giving the (Young) People What They Want:
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e Young people deserve true peers, which means
allowing young people under 18 to be certified peer
specialists and recruiting a diverse and holistically

affirming workforce.

Within peer support, peers are self-defined. People

conceptualize who is a “peer” to them differently,
and to truly access peer support, everyone should
be able to work with someone they consider a
peer. A peer could be defined by age, racial/
ethnic identity, socioeconomic status, diagnosis,
geography, ability and disability, gender identity
and expression, sexual orientation, and more.
Near-age peer support requires peers to be
similarly aged.

Currently, no states allow young people under

18 to be qualified providers. Credentialing young
people under 18 requires coordination among the
state Medicaid agency, the state department of
health, and state accrediting or licensing bodies.
For example, in Mississippi, young people 16 and
over can be Medicaid-reimbursed youth peer
support providers but the state’s Department of
Health doesn’t certify young people under 18X
Many states also require a high school diploma
or equivalent to be certified, although states can
choose how they define “equivalent.”

Additionally, multiple states noted the challenge
of recruiting and training diverse peer support
specialists. Peers tend to be older, whiter, and
represent cisgender, heterosexual, hegemonic
views, meaning people of color and younger
people are less likely to find a peer support
specialist who is truly a peer, especially since
recipients are not always able to choose their peer
provider when the peer is part of a care team.

Strategies to Implement Best Practice:

CMS should release updated guidance
recommending young people 16-26 be certified
as youth peer support providers, clarifying if
there is no federal barrier to credentialing youth
peer supporters.

State Medicaid agencies and state departments
of health must similarly update their criteria for
youth peer support providers.

Accrediting and licensing bodies must also
license young people under 18 to be accredited
providers. Accrediting bodies should have an
advisory structure with young people who review
the regulations. Accrediting bodies should have
separate requirements and criteria for youth peer
support.

The federal Department of Labor should create

a standard occupational code for peer support
professionals (including youth peer professionals),
So peer support professionals are no longer
included under community heallth workers. This
would not only allow for an occupational code that
responds to the unique needs of peer workers but
would also result in a more accurate count of how
many peer workers are in the field.

Giving the (Young) People What They Want:
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Young people deserve true peers, which means allowing young people under 18 to be certified peer
specialists and recruiting a diverse and holistically affirming workforce.

Addressing Liability Concerns

We consistently heard during our interviews that states and policymakers distrust people younger than 16
to provide youth peer support. They often called it a “liability issue,” contending that Medicaid and other
state agencies believe that young people don’t know what they're doing or will make mistakes, despite the
training that must be completed to become a youth peer support specialist.

Young people are already informally providing youth peer support with their peers, friends, and family.
We urge policymakers, stakeholders, and states to acknowledge that young people are intelligent,
professional, and ethical. No research suggests that youth peer support specialists are unable to follow
the same code of ethics or professional standards as older peer supporters.

Giving the (Young) People What They Want:
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Create youth-specific training, certification, and
supervision requirements, designed by young people

for young people.

CMS guidance states that peer supporters

must be trained and certified; however,

states can determine what is included in the
training curriculum and what is required to

be credentialed. In some states, youth peer
supporters are given the same training and have
the same certification requirements as adult peer
supporters. This is a problem because:

e  Thetraining and certification processes are not
designed for young people, resulting in an older
peer workforce because young people may
struggle to meet the certification requirements. For
example, young people may struggle with larger
classes, stringent testing requirements, or teaching
methods that are not youth friendly.

®  Thetraining and certification processes do not
address the unique developmental needs of
young people, meaning peer supporters are not
equipped to work with younger populations.

®  Some states have a separate training add-on
for peer supporters who want to work with
youth, meaning youth peer supporters must do
additional training.

o In some states, in person training is required,
limiting access for youth with mobility needs,
who may be immune compromised, lack
accommodations for travel, or any other
barriers that hybrid and virtual components
help to mitigate.

As one of our interviewees said, “let the young
people drive it. Young people at the helm of

everything.” Provide the space and resources for
young people to self-design programs that would
be the most youth-friendly and meaningful to them.

CMS also requires that peers be supervised by a
qualified mental health provider; however, states
can determine who is considered a qualified mental
health provider. States should ensure peer support
specialists are considered as qualified mental
health professionals and peer supporters should be
supervised by fellow peers. Youth peer supervisors
should receive their own training, specific to
supervising peers and to supervising young people.
Bridging the Gap, a youth peer support program

in New York, has a sample curriculum for youth
peer supervisors. In states that require clinical
supervision, they should adopt a co-supervision
model so peers can talk to someone who
understands their work.

Strategies to Implement Best Practice:

o State agencies in charge of peer support should
create a separate training curriculum that is
designed for young people by young people.
Youth MOVE National can support states in
developing training curriculums.

° State agencies in charge of peer support should
invest in multiple youth training programs,
including virtual options, so young people can be
credentialed in a program that works for them.

) Youth peer trainings may be smaller in size than
adult trainings to ensure every peer receives
adequate attention and support. Georgia noted

Giving the (Young) People What They Want:
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that its youth trainings are 1/2 to 1/3 the size of States should ensure peers are considered
adult training programs, which helps retain qualified mental health professionals and should

peer workers. ensure youth peers are supervised by fellow
peers who have undergone youth-specific

Youth peer support trainings should be free, as supervision training.

done in Pennsylvania.

Create youth-specific training, certification, and supervision requirements, designed by young
people for young people.

State Spotlight: Oregon

The Oregon Office of Recovery and Resilience provides grant funding to culturally specific youth-run
organizations so they can create a new youth-led curriculum for youth peer support certification. These
organizations can then use the curriculum to generate sustainable funding. This allows peer support to
remain non-clinical while peer-run organizations can still generate sustainable funding without billing
Medicaid for peer support services.
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Young people should be able to move seamlessly
from child- to adult-serving systems, without
experiencing interruptions in peer support services.

Providing youth peer support services to young
people ages 14-26 requires coordination across
child-serving and adult-serving systems. Young
people experience service gaps as they transition
from one system to the next. While the age range

for “youth” peer services varies from state to state,

as does the age range for child-serving systems,
states should ensure that youth peer services are not
interrupted as young people move from one system
to the next.

As an example, in a state where youth peer support
is available to people as young as 16 and where

the child-serving systems ends at 18, youth peer
specialists who work with minors may be trained
under a different system than peer specialists
working with people over 18. Because no states are
currently certifying minors to be peer specialists,
young people ages 18-26 may be trained as “youth
peer specialists” who work in the child-serving
system, providing near-age peer support to minors.
What this means for young people receiving services
is that when they turn 18, they may lose access to
their youth peer support specialist, despite now
being an age peer to that specialist. Within the adult
system, they may struggle to find another young
peer support specialist, as the youth specialists are
trained in the child-serving system, not the adult-
serving ones. Youth peers who wish to work in both
systems may need to receive two certifications, one
to work with minors and another to work with adults.

Strategies to Implement Best Practice:

Youth peer support specialists should be

simultaneously certified to work in both the child-

serving and the adult-serving system.

CMS should create billing codes for transition-age
youth (TAY) groups that are accepted in both the
child and adult serving systems. The TAY age group

should also have unique medical necessity crite

ria

that allow TAY to access services with preventative

benefits more easily.

CMS should encourage states to have a separate

code for youth peer support and family peer
support. These are different services and should
not be conflated.

Within the state agency that oversees peer
support, youth peer support should have its own
officef/team, administration, and guild. However,

parent, adult, consumer, and youth peers should

be housed in the same place to allow for warm
hand-offs and movement-building.
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e Peer support should be a viable career option for
young people, meaning that both the reimbursement
rates reflect market rates and a living wage and that
youth peer supporters have strong career ladders.

Many states have low reimbursement rates for
peer support specialists, and peers are often the
last to get a pay bump. This can be particularly
true for young workers as their work is often further
devalued due to their age. When reimbursement
rates do not reflect the market wage and a living
wage, peers do not have any incentive to become
Medicaid providers. Similarly, an interviewee
shared that by using Medicaid to fund their youth
peer support, everything becomes about “units,
units, units all the time.”

For youth peers, peer support may be one of their
first jobs, so it’'s important to provide professional
development opportunities and career ladders.
Many states noted high turnover among youth
peer supporters and the difficulties recruiting

a workforce. To retain a youth peer workforce,
agencies must be intentional about creating a
youth-friendly workplace for peers and investing in
the career and personal development of the youth
peer workforce. While some youth peers may opt to
remain a long-term peer supporter, others may be
interested in pursuing other career opportunities in
the mental health field.

State Medicaid agencies should raise
reimbursement rates for youth peer

support specialists.

State agencies in charge of peer training should
follow up with their youth peers continually,
particularly as youth peers age out of being a
youth provider (usually age 26) and support
them in seeking other employment.

Giving the (Young) People What They Want:
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Examples of Career Ladders for Youth Peer Supporters:

. Adult Peer Support: Youth peers who are aging out of the youth system should be able to seamlessly
transition their credentials to the adult workforce and become an adult or family peer support
specialist. States could provide additional training to youth peers on the differences when working
with an older population, but the state certification should transfer.

. Youth Peer Support Supervision: Youth Peers should be able to become youth peer supervisors as
they age out of the system. They should receive their own training, specific to supervising peers and to
supervising young people.

. Peer Support Policy: State agencies should hire peers to staff the offices tasked with implementing peer
support. We interviewed multiple states with peers leading peer offices, including Oregon and Texas.

. Mental Health Clinicians: For peers interested in going into a clinical profession, such as becoming
a therapist, social worker, or psychologist, states should create strong career ladders to do so. This
should include creating tuition reimbursement programs for peers pursuing additional credentialing
and consider hours worked as potential college credits or internship hours.
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Clinical organizations must value and understand
the work of peers as agents of change within

the system.

The treatment of peers in clinical settings is one of the biggest barriers to expanded peer support. Many
of our interviewees noted that embedding peers into clinical settings is where cooptation of peer support

most often occurs.

However, given CMS guidance on peer support being operationalized in the context of coordinated care
and Medicaid prioritizing funding to treat people with a diagnosed serious mental iliness (SMI), many peers
must be embedded in care teams to receive Medicaid reimbursement.

Peer supporters play a critical role in care teams. Peer support, when practiced to fidelity, helps people
make meaning of their own experiences and determine what “care” and “treatment” look like for them,
and peer supporters can help change the culture of the organizations they're working in. Peer supporters
should be recognized as “disruptive innovators,” who can help clinical organizations de-center Western
colonial conceptions of health and wellbeing and disrupt the medical industrial complex. Peers should

» «

lead trainings for staff, talk about the language staff use when discussing “recovery,” “treatment,” and
‘diagnosis,” and break down power dynamics within clinics between patients and providers. This is often

not the role clinicians want peers to playXV

What is a Care Team?

Care teams provide wraparound support
to individuals with complex needs, working
together to develop and implement a

treatment plan. Care teams often consist

of a case manager and clinical providers.

Care teams can also include a peer support
specialist. Within this model, peer support
specialists often work for a clinical organization
where the care team is located.

Care teams frequently devalue the work of peers. This
leads to what one interviewee described as the “dustbin’
problem wherein clinicians don't understand the purpose
or value of peer support and use peers as a “‘dustbin,”
meaning peers are asked to perform whatever tasks

the organization needs, including case management,

administrative or janitorial tasks, and more. This is
exacerbated with youth peer support specidlists as
clinicians might devalue the work of both peer supporters
and the ability of young people to provide competent
and high-quality care.

Further, many clinicians don't understand the value

of peer supporters as part of a care team and create

a care team hierarchy in which the opinions and
recommendations of the peer supporter are given less
weight than those of others on the team. Clinicians also
tend to rely on medical terminology when discussing
mental health challenges, which may be contrary to the
language preferred by both the recipient of services and
the peer support providers.

OnTrackNY, a mental health treatment program for
young people in New York State, developed a checklist
for peer support specialists and supervisors working in
the program. The checklist helps to define the peer role,
ensure fidelity in peer support, and facilitate peers as
agents of changeX"

Giving the (Young) People What They Want:

20



Strategies to Implement Best Practices:

Not every peer feels comfortable working in a clinical setting, as discussed below. However, peers do play a critical role
in clinical settings as agents of change. For peers who are willing to work in clinical settings, the following strategies
can help support and empower them to be agents of change within the system:

State agencies that oversee peer support should
have peer supporters help to draft and review
contracts that mandate peer specialists be
incorporated into care teams or into clinicall
organizations like Federally Qualified Health
Centers (FQHCs).

State agencies should ensure clinicians
and clinical organizations understand peer
support before a peer supporter

begins working.

Clinical providers who supervise peers may

also intentionally or unintentionally ask peers to
provide services that are antithetical to true peer
models, such as by overmedicalizing their work.

Peers working in clinical settings should regularly
meet with other peers working in the system to
checkin and share what challenges they face
working in clinical settings. Building community
among peers could help with the retention of

a peer workforce while also helping peers stay
connected to grassroots movements. Peers’
job descriptions—and compensation—should
include meeting with other peers.

e  States should have clear scope of practice
guidelines and service definitions for youth peer
specialists to help ensure they are not asked to
act as junior clinicians or perform tasks outside
their scope of work. Peers should be actively
involved in creating the scope of practice and
service definitions.

L States must recognize that many peer support
specidlists are not interested in clinical settings
and would feel uncomfortable working in such
settings. While the conditions in clinical settings
can be improved, clinical settings cannot be the

° When peers are embedded into a clinical only option.

organization, peers should provide ongoing

training to other members of the team. Setting

up peers for success in a clinical environment (14

requires clinicians being on board and knowing

what the role of a peer is. This includes clinicians
seeing their own work with a critical eye,
challenging themselves to listen to the peer and

‘At their best, peer workers create an
opening in a formally closed system: a
space which allows for new voices in an old

their experiences, and ensuring that they're not model, especially if there is a vibrant peer

just thinking about people as diagnoses but as movem?nt O'u.tSIde the SySte.m offerlqg
valuable sources of wisdom and agents of change. alternative visions and creative practices. In

this way, the peer role is a potential change
agent in a system desperately needing
change.” XIVi — sgscha Altman DuBrul, co-founder of
the Icarus Project

e  States should avoid having clinical professionals
supervise peers, as clinical providers often don't
adequately understand the work of peers and
may be unable to provide quality supervision. )
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State Spotlight: Georgia:
Embedding Peers into Care Teams

In Georgia, peer support is heavily embedded in a team-based clinical model. To get to where it is now,
Georgia used both carrots and sticks to embed peer support into the system. The state had consumer
and peer support specialists present on the benefits of peer support to clinicians, helping to build
understanding and buy-in among both the provider workforce and state leadership. Georgia also
mandated peer support specialists be included in care teams established by existing models, such

as requiring community health clinics, Assertive Community Treatment (ACT) teams, and wraparound
teams to include peer support specialists. To sustain this model, Georgia notes the importance of high
reimbursement rates for peers and of organizational readiness of clinical organizations to understand and
value peer workers.
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Peer support should be available across the
continuum of care and should be recognized and
funded as a preventative service.

To have a truly robust peer support system, peer
support needs to be funded and widely available
both within and outside of clinical organizations.
Another major barrier is the distrust many peer
providers and peer-run organizations have toward
clinical organizations and the systems that support
the peer clinical model, including Medicaid. Because
peer support can involve speaking against harmful
clinical models, many peer supporters do not want to
simultaneously work within those systems.

Unfortunately, Medicaid, as it exists now, is ill-
equipped to fund peer support outside of clinicall
settings. Because peer support is often only billable
when embedded into care teams, peer support

is not a widely available service. Care teams are
mainly only utilized to support people with complex
diagnoses or high levels of need, often people with
a diagnosed SMI. In some states, a person needs
an SMI diagnosis to be eligible for peer support
services under Medicaid, and states often require
peer support specialists to prove they have an SMI
diagnosis to be certified as a peer. In addition, in
some states youth peer support is only available in
high-fidelity wraparound or first-episode psychosis
programs, which are both only for individuals with
high levels of need.

State Spotlight:
Pennsylvania

State agencies in charge of credentialing
the peer workforce should not require
peer support specialists to have an SMl to
be a provider. For example, Pennsylvania
submitted a State Plan Amendment
(SPA) to change the requirement for

lived experience of a behavioral health
diagnosis. Now, peer supporters can
respond on a short answer form to show
their credentials rather than proving they
had an SMI.

The focus on peer support within coordinated care
makes clear that CMS views peer support as a
supplement to clinical services, not as a service in and
of itself. CMS reiterated their guidance on embedding
peers into care teams in a 2013 joint bulletin with
SAMHSA. The bulletin highlighted peer services as an
integral part of programs designed for young people
with significant mental health conditions, focusing
both on peers working in residential facilities and on
peers working in community-based settings. CMS
noted that peer services can help youth move into the
community from residential treatment*Vi Medicaid’s
focus on SMI and medical necessity criteria over
prevention hinders payment for free-standing peer
support and prevents youth peer support from being
widely available.
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Therefore, it's important to invest in existing peer-run programs that can and do serve a wider range of people,
regardless of diagnosis. Because peer-run organizations are not limited by Medicaid payment models the same
way as peer providers on care teams, they are more able to serve a broader range of individuals and have a
stronger understanding of peer support as a preventative service. However, billing Medicaid is complicated,

and many peer-run organizations do not have the capacity to do so, even if Medicaid does not explicitly limit
reimbursement to them.

Strategies to Implement Best Practice:

e  Strategies to bolster prevention funding:

o State Medicaid agencies should include peer support in the list of services covered under Early
and Periodic Screening, Diagnostic, and Treatment (EPSDT) services by submitting a SPA.

o) The Substance Abuse and Mental Health Services Administration (SAMHSA) should have at least a 20
percent set aside for primary prevention strategies in the Community Mental Health Services Block Grant,
with stricter state policies on how those block grants can be spent to avoid misappropriation of funds XV

o  TheUS.Preventive Services Taskforce should evaluate the effectiveness of peer support as a preventative
service. If it gives peer support a grade of A or B, it clears the path to getting Medicaid and Medicare coverage.

o  State Medicaid agencies should not require a diagnosis of an SMI to qualify for peer services.

e  Strategies to support peer-run organizations:

o  Building arobust system is not just about embedding peers into clinical organizations, but also
about embedding clinicians into peer-run organizations where peers can set the culture of the
organization and clinicians must adapt to the peer culture.

e To get Medicaid reimbursement, peer-run organizations need billing capacity. They could
build relationships with medical billing training programs, outsource medical billing via
contract, or hire a peer billing specialist. They could use grant funding to expand their
billing capacity.

®  Peer-run organizations can consider partnering with a clinician, which might be necessary to
receive Medicaid reimbursement in some states. Peer-run organizations could prioritize hiring
clinicians with peer backgrounds, particularly former youth peer support specialists who pursued
a clinical degree.
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o Peer-run organizations can develop strong relationships with clinical providers who
understand peer support and vice versa to create strong referral networks.

o  State agencies in charge of peer support should focus on building trust and relationships
with existing peer-run organizations in their state. For example, the Oregon Office of Recovery
and Resilience noted the importance of showing up in communities and focusing on visiting
community-based organizations with culturally specific programs. One way they build relationships
is by hiring folks on their team who are from, or connected to, the communities they visit.

o  Managed Care Organizations (MCOs) should contract with peer providers. The terms of the
contract should be negotiated in such a way that peer-run organizations or peer providers are
not required to work under the supervision of a clinical organization or a clinician.

o MCOs should contract with a youth-led peer-run organization to provide youth peer support
to young people ages 16-25.
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States should pursue a diverse array of funding
sources for youth peer support, both within and

outside of Medicaid.

While Medicaid offers the most sustainable source
of funding for youth peer support and states have
strategies for lessening the clinical practices
required by Medicaid, Medicaid alone cannot
adequately fund youth peer support infrastructure.

States should maximize Medicaid funding for youth
peer support whenever possible but rely on other
funding sources to further build out youth peer
infrastructure. They can use grant funding to

provide youth peer support to individuals
not eligible for Medicaid services,

support peer-run organizations,

support training/credentialing or curriculum
development,

provide wellness support to people working
as peers,

offer trainings to clinicians and individuals on
the value of youth peer support,

underwrite youth peer support in non-clinical
settings like schools and community centers,
and more.

State Spotlight:
Utah

Utah is in the early stages of bringing
youth peer support to the state. Utah plans
to braid funds for youth peer support,
using funding from the state’s System of
Care, the Office of Substance Use and
Mental Health, Division of Child and Family
Services, and Division of Juvenile Justice
and Youth Services. The state is developing
memorandums of understandings (MOUs)
between each agency/division. However,
because developing MOUs takes time, Utah
will use its System of Care grant to initially
fund the full program. This will expedite
bringing youth peer support to the state
while giving the state time to develop
sustainable funding. In addition to braiding
agency funding, Utah is also exploring
Medicaid reimbursement. Utah currently
does not have a Medicaid billable code

for youth peer support; however, they can
add youth peer support (or near-age peer
support) through a state plan amendment
or waiver. Utah is working with Youth MOVE
National on developing its youth peer
training curriculum. Working with Youth
MOVE National allows the state to train
peers to fidelity while also meeting state
accreditation requirements.
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The following funding sources can help support peer support and/or the work of peer-run organizations:

0  SAMHSA Block Grant dollars including the Community Mental Health Block Grant.

O  State general operating funds. States should advocate for a percent set aside of general operating funds
to support youth peer support.

o Education funding for peer support in schools.

O Child welfare, especially foster care funding, to support peer support for foster care and former foster
care youth.

o  Public health and suicide prevention funding.

o  Foundation money, especially toward Diversity Equity and Inclusion (DEI)/diversity initiatives to
ensure youth peer support is available to Black, brown, and Indigenous young people.

Strategies Under Medicaid:

O  Change medical necessity criteria to be based on life experience rather than a diagnosis. California
expanded the family therapy benefit under Medicaid to young people with certain life experiences, including
experience of discrimination, food or housing insecurity, and exposure to domestic violence or other
traumnatic events. Other states are considering similar policiesX™ Youth peer support could similarly be a
benefit based on life experiences, not diagnosis.

0  Explore different payment options under Medicaid including value-based payments and self-directed
payment models.
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Summary of Policy
Recommendations:

Centers for Medicare and Medicaid Services:

Create guidance specific to youth peer supporters that:

o Specifies the minimal level of documentation required for reimbursement.

) Clarifies that young people 16-26 can be certified as youth peer support providers.

° Removes guidance around coordinated care and instead recognizes peer support as a preventative
service, a supplement to clinical care, and a service in and of itself.

° Encourages states to create separate billing codes for youth peer support and family peer support and
encourages states to create TAY-specific codes that can be used in both the child- and adult-serving systems.

) Encourages peers to be supervised by fellow peers and recommends youth-specific supervision for youth
peer workers.

Explore ways to minimize documentation requirements for non-clinical providers, increase access to preventative
services for young people, and remove medical necessity criteria as a barrier to preventative services.
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State Medicaid Agencies:

Allow young people ages 16-26 to be certified youth peer support specialists and certify them to work in
both the child-serving and the adult-serving systems.

Raise reimbursement rates for peer support specialists

Develop clear scope of practice guidelines and service definitions for youth peer specialists.

Remove medical necessity criteria for youth peer support that mandates a diagnosed SMI.

Change medical necessity criteria for youth peer support from specific diagnoses to life experiences.

Include youth peer support as a benefit under EPSDT.

Explore alternative payment models for non-clinical services, including value-based payments or self-
directed payment models.

State Peer Support Offices:

Create a separate training curriculum designed for young people by young people and invest in multiple
youth training programs so young people can be credentialed in a program that works for them.

Certify youth peers to work in both the child- and adult-serving systems.

Create a separate office/team that oversees youth peer support. The office should be staffed by peers.

Create strong career pathways for youth peer support specialists.

Ensure peer supporters are considered “‘qualified mental health professionals” and mandate that peers be
supervised by fellow peers. Supervisors of youth peer support specialists should be given specific training on
how to effectively supervise young people.

Peer supporters should help draft and review contracts that mandate peer specialists be incorporated
into care teams or into clinical organizations like an FQHC.

Build trust and relationships with peer-run organizations in the state, particularly culturally specific
peer-run organizations.
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° Help ensure clinicians and clinical organizations understand the value and ethos of peer support.

Other Stakeholders:

o State departments of health and accrediting and licensing bodies should allow young people ages 16-26 to
be certified youth peer support specialists.

) The federal Department of Labor should create a standard occupational code for peer support
professionals (including youth peer professionals), so peer support professionals are no longer
included under community health workers.

) FQHCs and other clinical organizations with embedded peers should have peers provide ongoing
training to other members of the team on the value of peer support.

° MCOs should contract a youth-led peer-run organization to provide peer support to transition-age youth.

) States should diversify funding sources to fund a full continuum of peer support services. This
includes advocating for percent set-asides in general operating funds, using funds from SAMSHA
block grants for youth peer support, braiding funding from across agencies, and maximizing
prevention funding sources.

° The US. Preventive Services Taskforce should evaluate the effectiveness of peer support as a preventative service.

o Peer-run organizations interested in receiving Medicaid reimbursement can increase their billing capacity by
developing relationships with medical billing training programs, outsourcing medical billing via contract, or
hiring peer billing specialists. Peer-run organizations could also partner with clinicians who understand the value
of peer support.

Giving the(Young) People What They Want:
A Policy Framework for Youth Peer Support

30



Incorporating a non-clinical practice like youth
peer support into Medicaid requires a shift in how
Medicaid reimburses services. Medicaid was not
designed to adequately cover non-clinical services,
but these services are essential to promoting

equity and prevention. Medicaid needs to invest

in payment reform models to find new ways to

fund these services, rather than forcing these
services into a clinical payment model that they are
misaligned with.

The lessons learned as states implement peer
support services can offer a blueprint for how states
can embed other non-clinical services into their
Medicaid programs. State Medicaid Agencies must
pursue creative strategies to fund non-clinical
services, and CMS should release guidance on how
states can utilize new payment models to fund

a broader array of services. Key to this guidance
should be how states can reduce documentation
requirements for non-clinical providers, remove
diagnosis and medical necessity criteria as a
barrier to receiving care, and increase funding for
prevention and universal services.

States must begin investing in the mental health
supports young people are asking for, including non-
clinical support like youth peer support. Young people
are already seeking and providing peer support
services informally, with many often noting they turn
to friends when they need support. Bolstering youth
peer services will help ensure young people can
continue seeking care from peers, that peers are
supported in the work, and that young people can
be connected to additional youth-friendly services

if they want them. Investing equitably in services like
youth peer support can help transform the mental
health system for young people.
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Appendix 1. Interview Participants

Stakeholders

Amey Dettmer - Doors to Wellbeing NTAC Program Manager, Copeland Center for Wellness and Recovery
Arc Telos Saint Amour (they/them) — Executive Director, Youth MOVE National

Brie Masselli — Consumer Advocate and Youth Peer Support Subject Matter Expert

Kelly Davis - Associate Vice President of Peer and Youth Advocacy, Mental Health America

Keris Myrick - Vice President of Partnerships, Inseparable

Kristin Thorp — Consumer Advocate and Youth Peer Support Subject Matter Expert

Lydia Proulx (they/them) — Director of Youth Programs, Youth MOVE Nationall

Noah Gokul — Program Coordinator, Institute for the Development of Human Arts

Sascha DuBrul- Mental Health Coach and Trainer, Transformative Mental Health Practices

States

Georgia

Wendy Tiegreen — Director, Office of Medicaid Coordination & Health System Innovation at the Georgia

Department of Behavioral Health & Developmental Disabilities

Oregon

Brandy Hemsley - Director, Office of Recovery and Resilience, Oregon Health Authority

Pennsylvania

Chris Lunford — Call for Change & Youth Care Coordinator, Pennsylvania Mental Health Consumers’

Association

Jenna Mehnert Baker — Director of Bureau of Policy, Planning and Program Development, Department of

Human Services, Office of Mental Health & Substance Abuse Services, Department of Human Services
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° Kevin Puskaric — Program Director, Youth MOVE PA

° Scott Talley — Director, Bureau of Children’s Behavioral Health Services, Office of Mental Health and

Substance Abuse Services, Department of Human Services

Texas

° Elizabeth Castaneda — Peer and Recovery Services Manager, Texas Health and Human Services

o Felicia Mason-Edwards MA, Certified Family Partner — Manager, Peer Support and Recovery,

Behavioral Health Services, Texas Health and Human Services

° Noah Abdenour — Certified Peer Specialist, Director of Peer Support and Recovery, Behavioral Health

Services, Texas Health and Human Services

Utah

° Tyler Haven — Youth Coordinator, System of Care Utah
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