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Policy Issue #1: Organizational Models for Peer Support 

Introduction 

Over the past two decades, the consumer movement for individuals with mental illness 
has played a prominent role in the development of peer provided services. The 
Americans with Disabilities Act, the Surgeon General’s Report on Mental Health, and 
the President’s New Freedom Commission on Mental Health, firmly planted the notion 
that consumers have a valued role in the provision of mental health support. More 
recently, the federal Department of Health and Human Services, Centers for Medicare & 
Medicaid Services (CMS) released a guidance letter to Medicaid directors regarding 
peer support services. The letter provided information regarding supervision, care 
coordination, training, and credentialing of peer support services.  

From this formal recognition emerged interest, implementation, and research on 
consumer-operated programs. CMS has expressed its continued interest in assisting 
state policymakers to design programs and policies that encourage the use of peer 
provided services. Specifically, CMS has requested this series of issue briefs to 
stimulate discussions among state policymakers regarding the various models of peer 
services, identify practices to include these models into the traditional mental health 
services network, and to examine financing strategies that can support peer provided 
services.  

Background 
Peer support comes in many shapes and sizes and can include advocacy, information, 
and education to individuals who are recovering from mental illness. Peers can provide 
supports through a network of self-help groups and peer specialists can also be 
providers of mental health services. Peer supports can be provided by agencies that are 
owned and operated by consumers or they can be part of a comprehensive mental 
health agency. Peer specialists may be employed in free-standing peer centers or be 
integrated in treatment teams with non-consumer professionals.  

Generally, these activities can be clustered into two different models: consumer- 
operated services programs and peer specialists as practitioners (or peer providers). 
Consumer-operated services programs (COSP) are peer run or administratively 
controlled and operated by mental health consumers. They are independent and 
autonomous from traditional mental health agencies. COSPs are part of the array of a 
state or jurisdiction’s mental health system and are an adjunct to care provided by more 
traditional mental health agencies. These different models include:  self/mutual-help 
groups, peer run drop-in programs, multi-service agencies, and specialized support 
services.  

The peer provider model employs consumers for staff positions within more traditional 
clinical mental health and psychosocial rehabilitation programs. Unlike consumer-
operated services, these programs are not necessarily governed or operated by 
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consumers. In addition, agencies that operate these programs have general or specific 
requirements regarding consumer eligibility and attendance. This model has been called 
“supported” peer support since these individuals receive training, supervision, and 
workplace accommodations to facilitate their provision of peer support services.  

Overview of Issue Briefs 
Over the past decade, many states began to develop and implement strategies for 
either or both models. These strategies take into consideration various programmatic, 
policy, and financing decisions that state policymakers will need to consider. This series 
of issue briefs focuses on several areas that can assist policymakers in their decision-
making including: 1) understanding the organization models of peer support; 2) 
strategies for introducing and supporting peer providers in traditional mental health 
provider networks; and 3) financing peer provided services.  

Each brief provides various strategies that policymakers can undertake when 
developing and supporting each of the peer support models.  

• This first brief, Organizational Models for Peer Support, aims to provide 
information to state policymakers on the two prominent models of peer support 
services (COSPs and peer providers). The brief discusses each model, provides 
examples of programs for each model, and offers a discussion of how 
policymakers might assess which model is right for their jurisdiction. In addition 
the document sets forth key questions for policymakers who are interested in 
developing and supporting these models. 

• The second brief, Introducing and Supporting Consumer Providers in the 
Provider Network, provides information on approaches policymakers may 
consider as they establish and support peer providers in traditional mental health 
provider agencies and networks. It discusses approaches to introducing the 
concept of peer providers to agencies, strategies for addressing staff attitudes 
regarding peer providers, supervising peer providers, liability and risk 
management, and other pressing issues for agencies that employ peer providers.  

• The final brief, Financing Peer Provided Services, offers information to state 
policymakers on how services and supports delivered by peer providers could be 
financed through state and federal programs. The brief discusses approaches to 
different financing strategies that states may consider for services rendered by 
Consumer Operated Service Programs (COSPs) and peer providers in traditional 
mental health agencies. It also discusses the procedure codes commonly used to 
bill for peer provider services and two federal funding streams currently used to 
finance these services, and provides examples from states. 

The topics covered by the briefs and proposed strategies are not exhaustive. In 
addition, the research and the information on COSPs and peer providers is becoming 
more abundant and is dynamic. State policy makers should use the briefs and the 
supporting reference as part of the tools available for informing their decisions regarding 
peer provided services. These policy makers should work closely with their consumer 
leadership to determine which model best works for the state. They should also discuss 
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how to continue to make the business case to other policymakers (other state agencies 
and legislators), leadership of the traditional mental health provider network, and 
advocates to grow the use of peers.   

Overview of Models 

Peer support comes in many shapes and sizes and can offer advocacy, information, 
and education to individuals who are recovering from mental illness. Peers can provide 
supports through a network of self-help groups and peer specialists can also be 
providers of mental health services. Peer supports can be provided by agencies that are 
owned and operated by consumers or they can be part of a comprehensive mental 
health agency. Peer specialists may be employed in free-standing peer centers or be 
integrated in treatment teams with non-consumer professionals. Generally, these 
activities can be clustered into two different models: consumer-operated services 
programs and peer specialists as practitioners. 

Model One: Consumer Operated Services Programs 
Consumer-operated service programs (COSPs) are programs that are peer run or 
administratively controlled and operated by mental health consumers1. They are 
independent and autonomous from traditional mental health agencies. COSPs are part 
of the continuum of a state or jurisdiction’s mental health system and are an adjunct to 
care provided by more traditional mental health agencies. COSPs have the authority 
and the responsibility for all oversight and decision making on governance, operations, 
and program design2. Campbell and Lever have suggested that there are several 
different models of consumer-operated services. These different models include:  
self/mutual help groups, peer run drop-in programs, multi-service agencies and 
specialized support services.3,4  Each of these models is summarized below followed by 
relevant program examples for each model.  

Self/Mutual Support Groups.  
Self/mutual-help support groups have often been defined relative to the network of 12-
step and abstinence-based group for persons recovering from various addictions as well 
as groups for family members of people with addictions. In recent years support groups 
specifically for individuals with serious mental illness have grown significantly5. These 
groups provide a social network offering their members: support in managing their lives, 
role models, and the strong belief that they can recover.  
 
Examples of mutual/self help for individuals with mental illness include: 
 

• GROW.  Founded in Australia in 1957, GROW has U.S. groups in Illinois, New 
Jersey, and Rhode Island, GROW is a 12-step mutual help program to assist 
individuals recovering from depression, anxiety, and other mental health 
problems. GROW also provides leadership training and consultation to develop 
new groups. Currently there are over 140 GROW groups internationally. 
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• Recovery, Inc.  Started in 1937, Recovery, Inc. offers members opportunities and 
strategies to regain and maintain their mental health. Recovery, Inc. uses a self-
help group approach and provides members with various techniques for handling 
different life situations. Members also learn how to identify and change the 
negative thoughts, beliefs, reactions, and behaviors that lead to emotional pain 
and disturbing psychosomatic complaints.   

• Schizophrenics Anonymous (SA).  The mission of Schizophrenics Anonymous is 
to add the element of self-help and group support to the recovery process of 
people who experience schizophrenia or schizophrenia-related illness. SA was 
founded in the Detroit area in 1985. There are currently more than 150 groups 
meeting throughout 31 states.  

Peer-run Drop-in Programs 
These programs offer a variety of services and supports for consumers including activity 
groups and education regarding medications, available services, consumer rights, and 
advocacy issues. Supports may include: access to laundry facilities, telephones, and 
computers; assistance with entitlements; and facilitating access to other basic needs 
(clothing, food or transportation). These centers are directed by consumers and staffed 
by paid and volunteer staff. Drop-in centers have no requirements for attendance and 
provide a safe, non-judgmental atmosphere.  

Examples of drop-in centers include:   

• The Mental Health Client Action Network (MHCAN) in Santa Cruz County was 
initiated in 1992 by local consumers, and the California Network of Mental Health 
Clients. The drop-in center is open 6 days a week and provides peer support as 
well as resources for individuals with schizophrenia and mood disorders. These 
resources include the use of phones, newspapers, coffee and snacks, used 
clothing, bus passes and van transportation; poetry, art, and guitar classes; and 
support groups. Tutoring is available in math, internet usage, and word 
processing.  

• The St. Louis Empowerment Center is a consumer-operated drop-in center that 
consists of four components: a peer-run Drop-In Center, Community- and 
Facility-Based Self-Help Groups, Individual Peer Support, and the Friendship 
Line. The Drop-In Center provides opportunities for consumers to create an 
empowering, non-hierarchical environment in which self-help/mutual assistance 
flourishes. Support groups and educational programs are provided where 
consumers develop skills and competencies through exposure to their peers. The 
Friendship Line operates daily, and aims to combat feelings of social isolation 
and loneliness that occur among consumers. It is particularly helpful on 
weekends and in the early evening when many traditional services are 
unavailable and consumers are likely to require a crisis line. Individual Peer 
Support is available and peer specialists are matched with consumers who would 
like a “buddy” for several hours a week. Together, the pair participates in 
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recreational and social activities, and the Peer Support worker often teaches the 
individual a variety of skills for daily living. 

• The PEER Center is a not-for-profit advocacy and support center for mental 
health consumers. Created as a result of a class-action lawsuit in 1992, the 
center is open 7 days a week, and has over 2000 members, with up to 150 
consumers attending daily. The drop-in program provides recreational and 
educational activities, peer support groups, washers and dryers, showers, food, 
and a pool hall. The PEER Center’s drop-in center offers self-help classes and 
has arts and crafts and training classes for volunteers.  

Multi-service Agencies 
Multi-service agencies offer assistance and information to help consumers obtain crucial 
resources. Similar to drop-in centers they impose few requirements for attendance. 
Multi-service agencies generally provide the following services: peer advocacy, 
outreach, case management, and other services. They also provide self/help and drop-
in programs. Other services provided by multi-service agencies include: crisis response 
and respite as well as housing and employment services6. The primary objective of 
these services is to teach people how to access and make good use of the resources in 
their local communities.7   

An example of a multi service agency includes:   

• Consumers Helping Others In a Caring Environment (CHOICE) has as its 
mission encouraging and supporting persons who, like the providers, have used 
mental health services. CHOICE offers several key services and supports, 
including peer advocacy, community placement team, and supportive case 
management. The CHOICE peer advocacy program provides advocates who 
mediate disputes, protect rights, and obtain community resources. The 
Community Placement Team (CPT) provides significant outreach to individuals 
who are in local homeless shelters and assists them to transition back into the 
community. The CPT provides outreach seven nights a week to the county’s 
drop-in centers. This allows the CPT to focus on the most difficult population to 
engage. Supportive case management assists consumers in identifying, 
securing, and sustaining the range of resources necessary to a satisfying life in 
the community. 

Educational and Advocacy Programs 
These programs provide information to the consumer regarding the various service 
options, navigating the traditional mental health and human service systems, developing 
wellness recovery plans.  

• Advocacy Unlimited, Inc. is one of the largest statewide advocacy organizations 
in the country for individuals with psychiatric disabilities. Located in Connecticut, 
Advocacy, Inc. provides a structured approach through advocacy education 
courses aimed at developing and enhancing an individual’s advocacy skills. 
These courses cover a wide range of topics and skills and include general 



 

6 

information regarding advocacy and a history of the consumer movement. In 
addition, courses focus on information regarding entitlement and other benefits 
including the Fair Housing, Rehabilitation and Social Security Acts as well as 
regulations and policies applicable to services in Connecticut. In addition, 
courses also focus on stress and time management, networking skills, public 
speaking, using the media, and participating on boards. 

• The BRIDGES (Building Recovery of Individual Dreams and Goals through 
Education and Supports) program in Tennessee is another example of an 
educational consumer-operated program. Bridges offers classes and support 
groups in various locations including drop-in centers and other “neutral locations” 
such as churches and schools. BRIDGES educational class curriculum offers 
information and instruction on the stages of recovery, symptoms and disorders, 
mental health services, religion and spirituality, and advocacy.  

Specialized Support Services 
These programs focus on one particular area or practice such as education, crisis 
response, respite, supportive housing, or supportive employment. They also offer 
supports and resources for individuals who have substance use and abuse issues. In 
addition, some of these organizations focus on more specialized populations such as 
trauma survivors, individuals from culturally different backgrounds (e.g. Native 
Americans, Asian Americans).   

Several good examples of organizations that provide specialty consumer-operated 
services include:   

• The Laurie Mitchell Employment Center (LMEC) in Alexandria, Virginia provides 
free employment support and peer support groups to mental health consumers. 
Currently LMEC provides the following services to approximately 200 consumers:  
computer training, pre employment internships, employment search and 
placement assistance, one-on-one employment consultations, application and 
resume writing guidance, employment seminars, employment networking 
opportunities. The LMEC also sponsors job fairs and offers a course to enhance 
office skills.  

• Collaborative Support Programs of New Jersey, Inc. (CSP) is a private not-for-
profit organization directed, managed, and staffed through collaborative efforts of 
mental health consumers/survivors and non-consumers. CSP offers supportive 
housing services through three regional support services teams. Supportive 
housing and services are designed to provide mental health consumers 
(residents) opportunities to live in their communities in a variety of housing 
settings where support services are provided. The program seeks to secure and 
maintain a safe, long-term community living environment, maximize 
independence, and prevent unnecessary psychiatric hospitalizations and 
homelessness. The teams serve nine counties statewide.  

• The PS Project Recovery & Support Network in Parkersburg, West Virginia was 
formed to help adults with mental health concerns meet their needs in the 
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community through a peer support group. They offer peer support through 
transitional and long term supportive housing programs which provide safe, 
affordable, and supportive housing. The Project also provides daily living skills 
training to enhance the individual’s ability to succeed at living independently in 
the community. The project offers assistance in maintaining permanent housing 
in the community for individuals after leaving their housing programs. 

Model Two: Peer Specialist as Practitioner 
This model employs consumers for staff positions within more traditional clinical mental 
health and psychosocial rehabilitation programs. Unlike consumer-operated services, 
these programs are not necessarily governed or operated by consumers. In addition, 
agencies that operate these programs have general or specific requirements regarding 
consumer eligibility and attendance. This model has been called “supported” peer 
support since these individuals receive training, supervision, and workplace 
accommodations to facilitate their provision of peer support services.  

The peer specialists are part of a staff team that offers a variety of crisis and 
rehabilitative services such as advocacy and mediation; mentoring and role modeling; 
peer support; and education, counseling, and skill building to meet the needs of daily 
living such as housing and work. In addition peer specialists assist individuals through 
such services as the intake, assessment, and service planning process. Peer specialists 
may also provide information regarding services and natural supports in the community. 
They may have previously relied on locating and accessing these services during their 
own recovery.  

• One example of peer specialists offering services and supports in traditional 
community mental health settings is Assertive Community Treatment (ACT) 
teams. ACT is a service provided by an interdisciplinary team that ensures 
service availability 24 hours a day and is prepared to carry out a full range of 
treatment functions wherever and whenever needed. Activities are designed to: 
promote symptom stability and appropriate use of medication; restore personal, 
community living and social skills; promote and maintain physical health; 
establish access to entitlements, housing, work and social opportunities; and 
promote and maintain the highest possible level of functioning in the community. 
Generally, purchasers require ACT teams to have peer specialists.  
Ideally, peer specialists should be fully integrated team members who provide 
highly individualized services in the community and promote client self-
determination and decision-making. Peer specialists also provide essential 
expertise and consultation to the entire team to promote a culture in which each 
client’s point of view and preferences are recognized, understood, respected, 
and integrated into treatment, rehabilitation, and community self-help activities.  

• Many states have incorporated Peer Supports into emergency rooms or inpatient 
psychiatric settings. The concept is a simple one – individuals with a psychiatric 
crisis should not be alone when waiting for emergency services at the hospital. 
Peer Specialists in an emergency department make sure that basic physical 
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concerns are not overlooked during the crisis, and help the patient focus on 
making choices about their actions and their care. Peer Specialists use a variety 
of recovery-based techniques to provide natural and comforting support through 
the experience while teaching and demonstrating alternative ways of dealing with 
crisis. In some instances Peer Specialists carry “comfort bags” that contain 
supplies for creating a greater degree of comfort during the long wait in 
emergency departments. 

 Assessing Which Model Is Right for Your Jurisdiction 

Public purchasers must often decide which of the two organizational models best suits 
the service needs of adults with serious mental illness. Ideally, the answer should be 
both; however there are certain discussions and decisions that may suggest one model 
is more appropriate.  

For instance, the purchaser must determine which services are “purchasing” priorities 
for the next fiscal year. Next the purchaser should clearly define these services. In many 
instances, the purchaser may have an existing definition and model for the service. 
These service definitions should: 

• Expand upon and provide greater specificity to the service definitions delineated 
in rules or a Medicaid state plan amendment. The purchaser should describe the 
intent, purpose, features, use, and expected outcomes of the service. 

• Identify specific programmatic requirements. This may include: 
o Types of allowable interventions (e.g., face-to-face, collateral and phone 

contact) 
o Requirements for on- and off-site service delivery 
o Operating hours (i.e., operating a certain number of hours/week, weekends, 

evenings) 
o Community versus clinic- or programmatic-based requirements (e.g., 75 

percent of all interventions must be provided in the community rather than 
clinic-based settings)  

o Minimum contacts (week/month) 
• Include allowable staff credentials for delivery and supervision of each service, 

staff ratios, schedules, and training requirements. 
The last definition may impact a purchaser’s decision/ability to use consumer-operated 
service providers or peer practitioners to deliver the service. Services that are highly 
regulated, such as psychiatry and medication management, require the state to follow 
state practice acts for licensing these professionals. In addition, the provider may have 
to comply with other state laws regarding the storage and dispensation of medications. 
Therefore a purchaser may have to use a licensed practitioner or licensed facility (e.g. a 
community mental health center) to deliver the service. In this example, a COSP may 
be excluded from providing the service. 
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Next, the purchaser should project the costs for the service and the potential funding 
streams that will support the service. The funding stream may also determine which 
model of peer supports a purchaser pursues. For instance, the purchaser may try to 
leverage more federal funding, such as Medicaid.  Federal and state Medicaid 
regulations may establish the credentials for practitioners (or supervision requirements) 
that may exceed the credentials of staff in a COSP. These sets of decisions may lead to 
pursuing the second model where peer practitioners provide services within a more 
traditional mental health organization that is not a COSP.   

Purchasers using funding streams that are somewhat less prescriptive regarding 
organizational and supervision requirements may have some additional flexibility in their 
procurement. Some funding streams will allow purchasers to consider incentives to 
fostering COSP delivered services. For instance, the procurement process may require 
or award additional points to potential applicants that are COSPs. The purchaser could 
provide start-up funding for COSP agencies that have some capacity but would need 
additional support for direct service costs such as computers, telephones, etc. 

The decision trees in Attachment A could be used by a purchaser for considering which 
model to pursue. 

How Can State Administrators Support these Models? 
State Mental Health Administrators play various critical roles in developing and 
supporting each of the peer support models discussed in this brief. SMHAs may 
publicize and widely disseminate information regarding mutual support groups in their 
jurisdiction. They are also regulators and funders of many consumer-operated services. 
They may provide the support or assume direct responsibility for certifying and 
credentialing peer specialists that provide direct services in free-standing peer centers 
or in other mental health provider organizations. The amount, scope, and duration of 
SMHA support can be based on a variety of factors, such as: 

• Evaluating the financial and other resources the SMHA has available to develop 
and regulate peer services. Funding consumer-operated services may require 
different financing arrangements than services provided by peer practitioners in 
more traditional mental health agencies. In addition, these are often multi-year 
commitments even as new revenue sources are identified and used. For 
instance, in Pennsylvania, the SMHA used state general revenue and block grant 
funds to seed peer supports. They also worked with consumers to develop 
program guidelines and regulations for peer services and specialists.  

• Working with COSPs to determine which model best works for the state. COSPs 
should be included in the discussions regarding service definitions and network 
development. Including COSP representatives and peer practitioners in these 
discussions can help the SMHA think more creatively in their efforts to develop 
various services and supports that were often the domain of more traditional 
mental health agencies. 

• Using the evidence that exists and is being developed when designing new 
services. SAMHSA is developing a toolkit for peer support similar to other 
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evidence-based practices that offer SMHAs useful information regarding 
services, fidelity measures, and financing.  

• Identifying how peer support “fits” into the continuum of mental health services 
and supports. In some jurisdictions, peer support services were developed as an 
alternative to the traditional mental health service agencies. Over time peer 
support service providers and these agencies see that it is no longer an “us” 
versus “them” relationship and have developed formal and informal relationships 
that define their roles in the provider network. SMHAs should continue to 
facilitate these relationships and try to close the gap between these provider 
types. Some SMHAs have begun to rethink how much peer support is needed 
and are beginning to shift funding from more traditional day treatment and 
psychosocial programs to peer centers. In some instances this shift is occurring 
because these programs show better access, retention, consumer satisfaction, 
and overall outcomes than providers of day services. 

Conclusion 

When a SMHA is considering these models for peer supports, it is not a “one size fits 
all” approach. Most states have chosen to develop strategies that support the three 
models discussed in this brief. In fact, it would be prudent for a state to address each 
model as part of its overall strategic plan. These models offer a diverse approach for 
peer support services. Most importantly it provides consumers with choices among the 
types of support they need that best fit their recovery efforts.  
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