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Background

Engaging peer support to augment and enhance traditional mental health services presents novel opportunities to improve service engagement and delivery. However, there has not been an in-depth analysis of the processes and methods behind the coordination of physical health and mental health care by peer support specialists.



Study aim

To explore the potential of peer support specialists in community mental health centers and as a means to improve coordination of physical health and mental health services for people with a serious mental illness.



Methods

We conducted 28 semi-structured qualitative interviews with peer support specialists and mental healthcare professionals in community mental health centers in two states (blinded for review) in the United States. Data were triangulated to explore peer support specialists and mental health professionals’ perspectives.



Results

We found five themes characterizing the role of peer support services in the coordination of physical health and mental health services for individuals with serious mental illness: (1) Advocacy in interprofessional meetings, clinical teams, and advisory councils; (2) Sharing lived experiences and connecting with available resources and services; (3) Preparing for mental health and physical health care visits; (4) Mutuality; and (5) Affiliations, funding, and sustainability of peer support services.



Conclusion

This study suggests that peer support specialists can uniquely contribute to the coordination of physical health and mental health services for individuals with serious mental illness.
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Introduction

People with serious mental illness (SMI) are challenged by numerous treatment and care needs in the context of a fragmented system of social, medical, and mental health services. Coordination of services is essential to meet the complex needs of individuals with SMI (1). In addition to managing mental health symptoms, individuals with SMI face high rates of medical comorbidity [i.e., heart disease, diabetes mellitus, hypertension, chronic asthma, and emphysema) (2, 3) and experience difficulties with managing these conditions (4). Coordination is a system of linking clinical and non-clinical services for individuals with SMI and includes the processes, measures, and networks at the interfaces of the mental health hospital, primary care delivery, and community health systems (1, 5)]. The U.S. Agency for Health Care Research and Quality (AHRQ) (6) refers to coordination as the organization of care activities between participants involved in a person’s care to facilitate the appropriate delivery of services. AHRQ has developed a framework that includes key coordination components, establishment of shared accountability, communication among involved stakeholders, exchange of information, facilitation of care transitions, clinical assessment of care needs and goals, careful monitoring and response to change, support of self-management, and providing links to community resources. Exchange of information, facilitating care transitions, supporting self-management, and providing links to community resources are coordination components in which a peer support specialist can uniquely contribute to coordinated physical health and mental health care for individuals with SMI.

Peer support services located in mental health settings are based on principles of respect, shared responsibility, and mutual agreement on what is helpful between the peer support specialist and a person with SMI (7). A peer support specialist has lived experience and is trained and accredited to provide emotional, social, and recovery support to individuals with similar mental health conditions (8). Sharing similar lived experiences can improve quality of life, reduce loneliness, enhance symptom control, and increase engagement in treatment for individuals with SMI (9–11). Peer support specialists can also encourage health behavior change in people with SMI (12–14) and can be valuable in the coordination of care transitions from inpatient units to a community setting (10, 15). Peer support specialists have been shown to help individuals with SMI to improve their self-management skills and to improve access to primary care (4). Peer support specialists are also being hired into traditional positions in mental health service organizations as members of integrated physical health and psychiatric teams (7, 16). While peer support has been associated with a variety of benefits, little is known about how peer support services can facilitate the coordination of physical health and mental health services for individuals with SMI. This study aims to describe the processes and methods behind peer support services in community mental health centers and the coordination of physical health and mental health services from the perspectives of mental health professionals and peer support specialists in two (blinded for review) states in the United States.



Methods

We conducted a qualitative study that included individual key informant interviews (17). We interviewed a convenience sample (18) of mental health professionals working with individuals with SMI in community mental health centers. We used snowball sampling (19) to select interviewees with peer support specialists and include information-rich key informants.


Ethics and Recruitment

The (blinded for review) Institutional review board approved this study. Interview participants were included based on their interest and willingness to participate in the study. Mental health professionals were recruited from six community mental health centers across two (blinded for review) states in the United States. For recruitment, the first author (MS) contacted the directors of the community mental health centers via email with information about the project. Upon agreement to include their organization in the study, interview participants were identified in each community mental health center to meet the inclusion criteria of being a mental health professional employed as one of the following: (1) administrative leader, (2) program manager, (3) clinician (i.e., psychiatrists, psychologists, social workers), or (4) case manager (i.e., individuals assigned the role of outreach case management and/or care coordination). Next, potential individual interview participants were contacted by MS via email and were included if they agreed to participate in an interview. MS performed all interviews with mental health service providers in person or over the telephone.

The second author (KF) recruited peer support specialists. They were recruited based on their experience in providing peer support services to individuals with SMI. Peer support specialists were contacted via email by KF. The email message contained information about the research project and an inquiry regarding potential interest in participating in an individual interview. Upon agreement to participate, peer support specialists were contacted via email to schedule time for a telephone interview. MS conducted three individual interviews with peer support specialists, while KF conducted two interviews.

All the interview participants were provided with written information about the research project and their right to privacy, that is, that the information collected would remain confidential and that names and other identifying information would not be used in any written paper. A gift card of $25 was provided in person or by postal mail after each interview to be used by the study participant or to be given to a service user.



Data Collection

We conducted 28 individual qualitative interviews, including 23 interviews with mental health professionals employed in community mental health centers and five interviews with peer support specialists. Interview participants from community mental health centers included three center directors, five-division directors, four clinical therapists, five program leaders, and six clinical case managers. The participating peer support specialists provided services in peer-run programs and in Medicaid-reimbursable peer support services based in community mental health centers. We conducted interviews between January 2018 and June 2018. Ten interviews were performed in person by MS. The majority of the interview participants were female (n = 24). We interviewed 18 female mental health professionals and five female peer support specialists. The interviews lasted between 20 and 60 min (average 30 min). All interviews were audio-recorded.

We used a semi-structured interview guide to explore mental health professionals’ and peer support specialists’ views of peer support services in community mental health centers and the coordination of physical health and mental health services for individuals with SMI. The semi-structured interview guides were related to the coordination activities as identified by AHRQ (6) and included questions about coordination of needed care (i.e., physical health and mental health care needs) and coordination with other sectors (i.e., nursing homes, home care services, housing, and vocational and other social services). There were also specific questions about peer support services (e.g., the role of peer support specialists in the community mental health center, what services they provide, and how peer support services are funded).



Data Analysis

We transcribed the audiotaped interviews into written transcripts. For an overall understanding of the data, MS developed an initial structure comprising codes derived from the coordination activities in the AHRQ measurement framework (6). Thematic analysis was used to identify patterns in the data (20). MS coded all the interview transcripts through a process of reading the transcripts, identifying and applying codes to the text, and collating the codes into potential themes documenting patterns in the data (20). To minimize bias and increase transparency in the analysis, KF coded 10 interviews, 5 interviews with mental health professionals, and all interviews with peer support specialists in a similar process as MS. All the potential themes were then checked by MS in relation to the data material, including refining specifics and naming of each theme. The final set of summary themes were based on a consensus among the study’s authors.




Results

The data analysis produced five themes: (1) Advocacy in interprofessional meetings, clinical teams, and advisory councils; (2) Sharing lived experiences and connecting with available resources and services; (3) Preparing for mental health and physical health care visits; (4) Mutuality; and (5) Affiliations, funding, and sustainability of peer support services. The themes provide a description of the role of peer support services in community mental health centers and the coordination of physical health and mental health services for individuals with SMI.

	Advocacy in Interprofessional Meetings, Clinical Teams, and Advisory Councils

 Peer support specialists can take part in weekly residential meetings or advocate in interprofessional team meetings if the service user approves. A case manager said, “Sometimes we have a team meeting for different clients and the peer support person was there. I had a team meeting the other week because I had a client who just was upset about something her therapist had done. And the peer support person was there to add her insight”.

 The peer support specialist can support the individual by making sure that he or she is represented and heard, including in situations where he or she does not want to participate. For example, a peer support specialist can attend a meeting with mental health professionals on behalf of a service user. Illustrative of this is the following quote from a peer support specialist: “So whether that means to have the person write down and meeting for them when they don’t feel comfortable and then making sure that their team knows, that these are her words, and this is her thoughts. And then ideally it’s a progression to be where the person can speak up and have her/his voice and doesn’t need that extra”.

 In some of the community mental health centers, peer support specialists serve as members on clinical teams such as assertive community treatment teams (ACT teams) in the community and mobile crisis teams. A director of community support services said, “We do have an allocation of peer specialists directly on the clinical teams, especially on the ACT teams and they are also part of that process in terms of trying to link the service user up to necessary community-based services”).

 According to mental health professionals, peer support specialists may serve as members of the agency’s board of directors or they sit on a separate “peer council/peer advisory board” that meets regularly with representatives from the community mental health center’s agency board of trustees and staff members. Hence, peer support specialists participate and have a voice in agency policy discussions about service coordination.

 Professionals across the community mental health centers emphasized the importance of the perspective of people with lived experiences for challenging the views of clinicians and mental health professionals and shift the power balance within the mental health system. An illustrative quote from a clinical therapist in a community mental health center was, “The perspectives of people with lived experiences at every table so that it keeps us (clinicians) check.”


	Sharing Lived Experiences and Connecting With Available Resources and Services

 According to the mental health professionals, peer support specialists in the community mental health centers provide practical and emotional support by sharing lived experiences and their strategies for self-management.

 A clinical therapist said, “They are able to talk to people. If people really want to go off their meds, their ability to talk to them about that and about the pros and cons, if you want to do it and how you do it.”

 In several of the community mental health centers, peer support specialists lead weekly support groups where they talk about advocacy; social justice; and how to navigate the mental health, social, and primary care service systems. A division director said, “We have what’s called a Life enrichment center, which is a peer-run center here in this office, that have peer support group offerings. They talk a lot about advocacy and social justice and navigating the system. They talk a lot about alternatives to the traditional medical model of mental health treatment”. Mental health professionals elaborated that they believe peer support specialists are helpful because of what they can provide from the perspective of lived experience. They often have connections with networks in the community that can be helpful to the individual. They can provide follow-up contacts; go with the person to appointments in the mental health, primary care, or social service system; and act as advocates during meetings.

 One peer support specialist talked about how she provided peer support via text messages emphasizing that texting could be beneficial when the person does not want to talk on the phone or see her in person. The peer support specialist said, “they rather text it out.” Another peer talked about wellness and promoting healthy living habits. She said “I think peer can be very powerful coaches for individuals who want to live healthier”.


	Preparing for Mental Health and Physical Health Care Visits

 There were examples of programs that included peer support specialists to help individuals with SMI in preparing for physical health and mental health care visits. Several interviewees mentioned a web-based program called CommonGround, which is a collection of tools supporting recovery and healing after a diagnosis of mental illness (21). Peer support specialists take part in the CommonGround program to assist individuals with SMI in preparing for their upcoming appointment with the doctor.

 One licensed mental health counselor said, “We have three peer support specialists that work here at the center. They have a kind of specific role right now, which is helping people. They meet with all the clients prior to their prescribed appointment to help them fill out kind of a questionnaire. It’s like an internal questionnaire online about their mental health status, basically and any changes since their last appointment. So, the peer support specialists help people through that process prior to their prescribed appointment and we use a system call CommonGround for that”.

 According to the interviewees, the CommonGround program includes an overview of the person’s five last visits to the community mental health centers and an overview of how things have been going between the visits (for example, how the person has been sleeping). A peer support specialist said, “The CommonGround helps folks to prepare for their appointments and to be more in charge of their appointments with their physician and to speak up for what they need.”

 Another program referred by mental health professionals included peer support specialists to support individuals with SMI when they are in a crisis, for example, when they are in the hospital emergency rooms while waiting for a hospital bed. A program director said, “They offer support to people who are boarding in the hospital emergency rooms. So, if somebody needs hospitalization and there’s not a bed, they can wait in the hospital emergency room. And so, they provide advocacy and support and help people understand the system and help them tolerate being in the emergency room”.


	Mutuality

 The peer support specialists were conscious that their role was distinct from the mental health professional clinical role and that they were in a mutual relationship with each service user. One peer support specialist said, “Our role is very, very different from that of professionals. We emphasize respect for the individual and mutuality between peer counselor and counselee.” The peer support specialists were particularly aware of the need to not take on clinical tasks that could put them in a position that would enable them to control someone’s behavior and reduce the mutuality in the relationship with the individual. For example, this could happen in situations associated with forced compliance with medications, the assertion of control over the individual, and are in conflict with the peer code of ethics. One peer support specialist explained that some agencies do not want peers to engage in discussions about medications at all. Meanwhile, others leave it up to the peer support specialist. Two peer support specialists explained how they would deal with the issue of medications: “I can’t recommend medication, because I’m not a doctor, but I can definitively sit in the office and help you advocate about your symptoms and what you want to do moving forward.” The other peer support specialist said “I try to stay away from having any kind of a professional or medicalized role and so i pretty much defer to the treaters about issues related to psychiatric medications”.


	Affiliations, Funding, and Sustainability of Peer Support Services

 In some of the community mental health centers, peer support specialists were affiliated with statewide peer support programs that have a contract with the community mental health center; such programs include the National Alliance on Mental Illness (NAMI), the Psychiatric Survivor group, and the Bipolar Depression Peer Support group. The peer support specialists receive hourly pay for their work at the community mental health center. Other community mental health centers have hired peer support specialists in positions on clinical teams (i.e., mobile crisis response teams, ACT teams) providing them with insurance, paid time off, and the ability to go to training. Peer support specialists were also funded through grants and fundraising. One clinical therapist said, “Peer support specialists can receive stipends through for example NAMI, but this is not the same as salaried employment as it does not allow them to earn social security.”

 Peers support specialists that are hired have gone through a certification process. Some also receive training and supervision at the community mental health center and from statewide peer support groups. According to mental health professionals, a few centers also organize peer support supervision. Peer support supervision was illustrated in the following comment from a rehabilitation team manager, “We have a day program which they support and offer intensive training around peer support. We also do co-reflection, which is peer supervision once a month”.

 Several mental health professionals addressed the difficulties of sustaining and maintaining the same group of peer support specialists over time. The difficulties were related to problems with sustaining project funding for peer support services, and the difficulties the peer support specialist could experience in managing their health issues. One case manager remarked, “We have had a number of peer specialists that have started with us and none of them have lasted for more than a couple of months. We’ve had difficulty having peer specialists come in and be able to manage both their health issues plus issues of being a team person working with us.”

 A few peer support specialists observed that it could be stressful to bring experiences from work home because they care about the person. One peer support specialist said, “You build a connection and you try to keep it separate from our own life and it can be a challenge for most people. I do have a psychologist as a therapist to help me separate my life from my professional life.”






Discussion

This study reviewed the processes of peer support in community mental health centers and peer support coordination of physical health and mental health services for individuals with SMI across two (blinded for review) states. The study identified five themes: Peer support specialists take on multiple roles in the community mental health centers in which they can advocate and have input to the coordination of physical health and mental health services. Peer support specialists share their experiences to connect the person with needed services. In some programs, the peer support specialist assists the individual in preparing for mental health and physical health care visits. Peer support specialists emphasize mutuality in their relationship with service users. Affiliations, funding, and sustainability of peer support services vary across the community mental health centers and impact the peer support specialist role in coordinating physical health and mental health services.

In the past few decades, peer support was predominantly available only in peer-run organizations and self-help groups, but peer support services are now being offered as group programs or one-to-one services integrated within inpatient, outpatient, and community-based clinical settings across the globe (7). Our results show that peer support specialists have physical health and mental health coordination capacity. They participate in interprofessional team meetings and they may function as members of the clinical ACT team or mobile crisis team. Peer support specialists also assist individuals in preparing for upcoming visits with health professionals. Incorporating lived experiences into service delivery in clinical settings has the potential to contribute to culture change, inspire hope, promote an equal relationship between service users and professionals, and facilitate service redesign (8, 22, 23).

Study results show that peer support specialists value mutuality in the relationship with the service user in coordination situations. However, a peer support specialist and a mental health professional have distinct roles in coordinating the person’s physical health and mental health services. This aligns with the professional practice standards for peer support specialists in the United States (24), which include ethical guidelines for peer support practice (i.e., peer support is mutual and reciprocal and involves equally shared power). In working with a peer support specialist, it is therefore important to recognize the need to align the role with peers’ ethics and values. Our results show that peer support specialists use their own experiences to help coordinate and connect service users with services in the community. Peer support specialists on coordination teams can foster a better understanding of a person’s mental health and physical health conditions by mental health professionals and can reduce power imbalances within the service system. These are important steps in developing organizational and cultural norms inclusive of service users, and peer support services in clinical settings that will maximize the benefits of peer partnerships in clinical settings and fulfill policy expectations (7, 22).

Solomon (8) points out that peer support specialists can experience personal and professional growth, improve their ability to cope with their mental health conditions, experience a sense of empowerment, and build their job skills. Research studies report that peer support specialists can experience difficulties with managing their role, low payment, and job insecurity, job stress that influences their wellness, and a lack of support from managers and clinical staff (25, 26). Formal and informal support and supervision of peer support specialists, better pay, recovery-focused organizations, and training may help to support individual resilience and sustainability (25, 27).

Research studies have reported that peer support can improve the transitions from inpatient psychiatric units to community settings (10, 15) and improve access to primary care for people with SMI (12). Potentially, peer support specialists can have a role in health behavior change and chronic disease self-management for individuals with SMI and chronic conditions (4). For example, a digital mental health intervention developed by our group called “PeerTech” combines peer and technology-based physical health and mental illness self-management intervention. Preliminary pilot study findings suggest a positive influence on health behavioral change (28, 29). Facilitators for successful integration of peer support services in clinical settings (22) include role clarity; adequate and reliable funding; and involvement and support from leaders, managers, and clinical staff members in the process.

There are some important limitations of this study that needs to be considered in interpreting the findings. First, the study consisted of a small sample of peer support specialists recruited using snowball sampling, as we were not able to recruit peer support specialists and mental health professionals from the same community mental health centers. Second, our study did not include the perspective of service users that could have had important information to add about how peer support specialists have influenced on the coordination of services. Third, although all interviews with mental health professionals were conducted by MS in-person or over the phone, two interviewers were conducting the interviews with the peer support specialists. Having different interviewers could have influenced the interview situations and the data collected.

Although our ability to generalize the study results is limited, we do believe that the results provide relevant and new knowledge about peer support specialists in community mental health centers and the coordination of physical health and mental health services. Among the strengths of the current study is the inclusion of mental health professionals from six community mental health centers across two states, and peer support specialists from both peer-run programs and peer support services in community mental health centers. Besides, our inclusion of mental health professionals and peer support specialists facilitated the acquisition of different perspectives on the role of peer support in mental health and physical health care coordination.



Conclusion

This study contributes to current knowledge of peer support services in community mental health centers and how peer support specialists can support the coordination of physical health and mental health services for individuals with SMI in two (blinded for review) states. Future research is warranted to evaluate the effectiveness of co-designed peer support in the coordination of physical health and mental health services.



Data Availability Statement

The datasets generated for this study are available on request to the corresponding author.



Ethics Statement

The studies involving human participants were reviewed and approved by Trustees of Dartmouth College Dartmouth-Hitchcock Medical Center Committee for the Protection of Human Subjects. The patients/participants provided their written informed consent to participate in this study.



Author Contributions

MS designed the study, carried out the data collection, performed data analysis, and prepared the manuscript. KF contributed to the study design, took part in data collection, and contributed to the data analysis and drafting of the manuscript. JB contributed with comments and drafting of the manuscript. SB contributed to the study design and drafting of the manuscript. All authors read and approved the final manuscript.



Funding

First author MS received support for this research by the Norwegian Research Council Grant Agreement No. 276638 and the Commonwealth Fund. The views presented here are those of the authors and should not be attributed to the Commonwealth Fund or its directors, officers, or staff. The second author KF was funded by a K01 award from the National Institute of Mental Health (K01MH117496).



Acknowledgments

The authors thank the interview participants for sharing their thoughts and experiences.



References

1. Storm M, Husebø AML Thomas EC, Elwyn G, Zisman-Ilani Y. Coordinating Mental Health Services for People with Serious Mental Illness: A Scoping Review of Transitions from Psychiatric Hospital to Community. Administration Policy Ment Health Ment Health Serv Res (2019) 46(3):352–67. doi: 10.1007/s10488-018-00918-7

2. Behan C, Doyle R, Masterson S, Shiers D, Clarke M. A double-edged sword: review of the interplay between physical health and mental health. Irish J Med Sci (2015) 184(1):107–12. doi: 10.1007/s11845-014-1205-1

3. De Hert M, Correll CU, Bobes J, Cetkovich-Bakmas M, Cohen D, Asai I, et al. Physical illness in patients with severe mental disorders. I. Prevalence, impact of medications and disparities in health care. World Psychiatry (2011) 10:52–77. doi: 10.1002/j.2051-5545.2011.tb00014.x

4. Druss BG, Singh M, von Esenwein SA, Tapscott S, Tucer SJ, Lally C, et al. Peer-Led Medical Disease Self-Management for Patients with Serious Mental Illnesses: A Randomized Trial. Psychiatr Serv (2018) 69(5):529–35. doi: 10.1176/appi.ps.201700352

5. Banfield MA, Gardner KL, Yen LE, McRae IS, Gillespie JA, Wells RW. Coordination of care in Australian mental health policy. Aust Health Rev (2012) 36(2):153–7. doi: 10.1071/AH11049

6. McDonald KM, Schultz E, Albin L, Pineda N, Lonhart J, Sundaram V, et al. Care Coordination Atlas Version 4 (Prepared by Stanford University under subcontract to American Institutes for Research on Contract No. HHSA290-2010-00005I). Rockville, MD: Agency for Healthcare Research and Quality (2014). URL: https://www.ahrq.gov/sites/default/files/publications/files/ccm_atlas.pdf [accessed 2019-07-03].

7. Mulvale G, Wilson F, Jones S, Green J, Johansen KJ, Arnold J, et al. Integrating mental health peer support in clinical settings: Lessons from Canada and Norway. Healthcare Manage Forum (2019) 32(2):68–72. doi: 10.1177/0840470418812495

8. Solomon P. Peer Support/Peer Provided Services Underlying Processes, Benefits, and Critical Ingredients. Psychiatr Rehabil J (2004) 27(4):392–401. doi: 10.2975/27.2004.392.401

9. Repper J, Carter T. A review of the literature on peer support in mental health Services. J Ment Health (2011) 20(4):392–411. doi: 10.3109/09638237.2011.583947

10. Sledge WH, Lawless M, Sells D, Wieland M, O’Connell MJ, Davidson L. Effectiveness of peer support in reducing readmissions of persons with multiple psychiatric hospitalizations. Psychiatr Serv (2011) 62(5):541–4. doi: 10.1176/ps.62.5.pss6205_0541

11. Davidson L, Bellamy C, Guy K, Miller R. Peer support among persons with severe mental illnesses: a review of evidence and experience. World Psychiatry (2012) 11:123–8. doi: 10.1016/j.wpsyc.2012.05.009

12. Druss BG, Zhao L, von Esenwein SA, Bona JR, Fricks L, Jenkins-Tucker S, et al. The Health and Recovery Peer (HARP) Program: A peer-led intervention to improve medical self-management for persons with serious mental illness. Schizophr Res (2010) 1-3(118):264–70. doi: 10.1016/j.schres.2010.01.026

13. Bartels SJ, DiMilia PR, Fortuna KL, Naslaund JA. Integrated care for older adults with serious mental illness and medical comorbidity. Psychiatr Clinics North Am (2017) 41(1):153–64. doi: 10.1016/j.psc.2017.10.012

14. Corrigan PW, Pickett S, Batia K, Michaels PJ. Peer navigators and integrated care to address ethnic health disparities of people with serious mental illness. Soc Work Public Health (2014) 29(6):581–93. doi: 10.1080/19371918.2014.893854

15. Forchuk C, Martin ML, Chan YL, Jensen E. Therapeutic relationships: from psychiatric hospital to the community. J Psychiatr Ment Health Nurs (2005) 12(5):556–64. doi: 10.1111/j.1365-2850.2005.00873.x

16. Osborn E, Barett M, Gibson S, Gillard S. Knowledge and expertise in care practices: the role of the peer worker in mental health teams. Sociol Health Illness (2019) 41(7):1–18. doi: 10.1111/1467-9566.12944

17. Marshall MN. The key informant technique. Family Practice (1996) 13(1):92–7. doi: 10.1093/fampra/13.1.92

18. Patton MQ. Qualitative evaluation and research methods. 2nd ed. New Burry Park, California: Sage Publications (1990). p. 1990.

19. Atkinson R, Flint J. Accessing Hidden and Hard-to-Reach Populations: Snowball Research Strategies. Soc Res Update (2001) (33). Department of Sociology, University of Surrey, Guildford GU7 5XH, England.

20. Braun V, Clarke V. Using thematic analysis in psychology. Qual Res Psychol (2006) 3(2):77–101. doi: 10.1191/1478088706qp063oa

21. CommonGround Program. https://www.commongroundprogram.com/. [Accessed 2019-11-25].

22. Byrn L, Rosennfeldt H, O’Shea P, Macdonald F. Taking a gamble for high rewards? Management perspectives on the value of mental health peer workers. Environ Res Public Health (2018) 15(4):746. doi: 10.3390/ijerph15040746

23. Carman KL, Dardess P, Maureen M, Shofaer S, Adams K, Bechtel C, et al. Patient and family engagement: A framework for understanding the elements and developing interventions and policies. Health Affairs (2013) 32((2)):223–31. doi: 10.1377/hlthaff.2012.1133

24. International Association of Peer support specialists. (2011). URL: https://na4ps.files.wordpress.com/2012/09/nationalguidelines1.pdf [Accessed 2019-11-15].

25. Ahmed AO, Hunter KM, Mabe AP, Tucker SJ, Buckley PF. The professional experiences of peer specialists in the Georgia mental health consumer network. Community Ment Health J (2015) 51 (4):424–36. doi: 10.1007/s10597-015-9854-8

26. Walker G, Bryant W. Peer support in adult mental health services: A meta-synthesis of qualitative findings. Psychiatr Rehabil J (2013) 36(1):28–34. doi: 10.1037/h0094744

27. Almeida M, Day A, Bianco C, Fortuna K, Smith B. Co-Design of the Mental Health and Substance Misuse System with Peer Recovery Support Specialists. JMIR Preprints (2019). doi: 10.2196/17053

28. Fortuna KL, Storm M, Naslund JA, Aschbrenner KA, Lohman MC, Chow PI, et al. Certified Peer Specialists and Older Adults with Serious Mental Illness’ Perspectives of the Impact of a Peer-Delivered and Technology-Supported Self-Management Intervention. J Nervous Ment Dis (2018) 206(11):875–81. doi: 10.1097/NMD.0000000000000896

29. Fortuna KL, Naslund JA, Aschbrenner KA, Lohman MC, Storm M, Batsis JA, et al. Text Message Exchanges between Older Adults With Serious Mental Illness and Older Certified Peer Specialists in a Smartphone-Supported Self-Management Intervention. Psychiatr Rehabil J (2019) 42(1):57–63. doi: 10.1037/prj0000305



Conflict of Interest: The authors declare that the research was conducted in the absence of any commercial or financial relationships that could be construed as a potential conflict of interest.

Copyright © 2020 Storm, Fortuna, Brooks and Bartels. This is an open-access article distributed under the terms of the Creative Commons Attribution License (CC BY). The use, distribution or reproduction in other forums is permitted, provided the original author(s) and the copyright owner(s) are credited and that the original publication in this journal is cited, in accordance with accepted academic practice. No use, distribution or reproduction is permitted which does not comply with these terms.


OEBPS/Images/logo.jpg
, frontiers
in Psychiatry





OEBPS/Images/fpsyt.2020.00365_cover.jpg
, frontiers
in Psychiatry

Peer Support in Coordination of Physical
Health and Mental Health Services
for People With Lived Experience
of a Serious Mental Iliness





OEBPS/Text/toc.xhtml


  

    Table of Contents



    

		Cover



      		

        Peer Support in Coordination of Physical Health and Mental Health Services for People With Lived Experience of a Serious Mental Illness

      

        		

          Background

        



        		

          Study aim

        



        		

          Methods

        



        		

          Results

        



        		

          Conclusion

        



        		

          Introduction

        



        		

          Methods

        

          		

            Ethics and Recruitment

          



          		

            Data Collection

          



          		

            Data Analysis

          



        



        



        		

          Results

        



        		

          Discussion

        



        		

          Conclusion

        



        		

          Data Availability Statement

        



        		

          Ethics Statement

        



        		

          Author Contributions

        



        		

          Funding

        



        		

          Acknowledgments

        



        		

          References

        



      



      



    



  



OEBPS/Images/crossmark.jpg
©

2

i

|





