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Overview and Strategic Framework



SAMHSA Description of System of 
Care

• A system of care is a coordinated network of 
community-based services and supports that are 
organized to meet the challenges of children and youth 
with serious mental health needs and their families. 
Families and youth work in partnership with public and 
private organizations to design mental health services 
and supports that are effective, that build on the 
strengths of individuals, and that address each person’s 
cultural and linguistic needs. A system of care helps 
children, youth, and families function better at home, 
in school, in the community, and throughout life.



Basic Tenets about Systems of Care

• “The system of care concept is a framework and a guide, 
not a prescription. The concept of a system of care was 
never intended to be a “model” to be “replicated”; rather, 
it was intended as an organizing framework and a value 
base… Different communities have implemented systems of 
care in different ways—no two are exactly alike. It is the 
philosophy, the value base that is the constant.” 

• “Systems of care change and evolve over time. The policies, 
organizational arrangements, service delivery approaches, 
and treatments change and adapt to changing needs, 
opportunities, and environmental circumstances in states 
and communities, in both positive and negative fashion.”

S. A. Pires, Building Systems of Care A Primer, 2nd Edition, Spring 2010, GUCCHD
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Models of Caregiver Peer Support

• Models vary however, some common requirements 
include:

• Personal knowledge of the child-serving systems -
individuals with lived experience as a caregiver to a 
child with BH needs

• Utilizing personal experience to make connection

• Support to the caregiver which builds on common 
history and shared experience



New Technologies

“New technologies have emerged for 
implementing system of care concepts, some of 
which draw on related fields such as managed 
care and public health.”

S. A. Pires, Building Systems of Care A Primer, 2nd Edition, Spring 2010, GUCCHD



Avoiding “Categorical” Systems of 
Care

“One of the major opportunities that a system of care 
approach provides is to bring together related reform 
efforts and reduce a “siloed” approach to serving 
children, youth, and families.

Those who have multiple system of care grants, for 
example, or related reform agendas underway, need to 
conceptualize these as part of the same cloth when 
they are focused on common populations of children, 
youth, and families.”

S. A. Pires, Building Systems of Care A Primer, 2nd Edition, Spring 2010, GUCCHD



Entrenched System Problems

• Lack of home and community-based services and supports both for children and youth and for 
families;  

• Patterns of utilization— i.e. relatively small percentages of children and families with the most 
serious and complex issues use a very large percentage of the service dollars… long 
stays/repeated stays in restrictive levels of care; financing streams may create incentives to place 
children;

• High costs associated with these patterns of utilization;  
• Racial and ethnic disparities in access to community services  and disproportional representation 

in restrictive services; 
• Administrative inefficiencies  when multiple systems serving children and families create parallel 

delivery systems serving many of the same children and families; 
• Knowledge, attitudes, and skills of key stakeholders (e.g., staff, supervisors, providers, clinicians, 

families, and youth) that do not embrace or know how to implement family-driven, youth-
guided, culturally and linguistically competent, strengths-based, and individualized services and 
supports; 

• A history of poor outcomes;  
• Rigid financing structures;  and 
• Deficit models with limited types of interventions that do not lend themselves to a strengths-

based, individualized approach 

S. A. Pires, Building Systems of Care A Primer, 2nd Edition, Spring 2010, GUCCHD



“…no one system controls everything, and every 
system controls something…Better outcomes 

are more likely to be achieved through the 
effective collaboration called for in systems of 

care.”

S. A. Pires, Building Systems of Care A Primer, 2nd Edition, Spring 2010, GUCCHD



A Non Categorical Approach

• A system of care, by definition, is non-
categorical; that is, it crosses agency and 
program boundaries and approaches the 
service and support requirements of families 
and youth holistically. 

• It adopts a population focus across systems.

S. A. Pires, Building Systems of Care A Primer, 2nd Edition, Spring 2010, GUCCHD





Thinking Non Categorically… 
Challenges

“State and Federal Governmental structures tend 
to be primarily categorical (i.e., individual 
agencies focused on a specific mission, 
population focus, and/or service type), with 
distinct mandates, missions, staffing 
requirements, funding streams, and 
accountability, making the interagency 
partnerships…both important and challenging.”
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Statewide Agency Collaboration, Davis C., 2012 



Thinking Non Categorically… 
Opportunities

Underutilized strategies include:

• Incorporating the system of care approach in 
protocols to monitor compliance with system of care 
requirements and into data systems for outcome 
measurement and quality improvement, and  

• Linking with and building on other system change 
initiatives like health care reform, parity legislation, 
or reforms in other systems.

16
D. Simons, CHCS, 2015



Thinking Non Categorically… Strategies

• Learn one another’s languages

• Align requirements and processes 

• Shared information systems

• Define and monitor outcomes that can only be 
achieved through collaborative strategies

17



A Shared Population Focus

• Demographics

• Intensity of system involvement

• At-risk characteristics

• Level of clinical/functional impairment

S. A. Pires, Building Systems of Care A Primer, 2nd Edition, Spring 2010, GUCCHD



“Who are the populations of children, youth, 
and families that we are especially concerned 

about because they are experiencing poor 
outcomes and/or high costs in our current 
service systems or are at very high risk of 

experiencing poor outcomes and/or high costs if 
we do nothing?”

S. A. Pires, Building Systems of Care A Primer, 2nd Edition, Spring 2010, GUCCHD



Population-Driven Systems Approach 

• Answer the questions for your state for the following 
populations: TAY, Infants & Young Children, and 
Adolescents:
– What outcomes (e.g., connection to caring adults, employment, 

education, and independence) do you want to see for this 
population? 

– What does your system look like for this population?
– What systems  (e.g., housing, vocational rehabilitation, 

employment services, mental health and substance abuse, 
Medicaid, schools, community colleges/universities, physical 
health, juvenile justice, and child welfare) are involved? 

– What dollars/resources do they control?
– What other systems need to be involved?

S. A. Pires, Building Systems of Care A Primer, 2nd Edition, Spring 2010, GUCCHD



“The President’s New Freedom Mental Health 
Commission Report stressed a number of 

important public health-related goals for a 
transformed behavioral health system, including 

education to reduce stigma, early screening, 
assessment and treatment, and reduction of 

disparities experienced by racially and ethnically 
diverse populations and those in rural 

communities.”
S. A. Pires, Building Systems of Care A Primer, 2nd Edition, Spring 2010, GUCCHD



“Effective system building requires a partnership 
between state, tribal, and local stakeholders to 

clarify and address the ways in which state 
policies and practices (e.g., regulations, funding, 

and reporting requirements) can be 
strengthened or altered to support local and 

tribal systems of care.”

S. A. Pires, Building Systems of Care A Primer, 2nd Edition, Spring 2010, GUCCHD



“… partnership does not mean that there will 
not be tensions between state, tribal, and local 

levels; such tensions are inevitable if only 
because there are different, and sometimes 

competing, constraints, demands, and resources 
at each level. However, tensions are more likely 

to be resolved when there is an effective 
partnership in place rather than a “we-they” 

operating mentality.” 

S. A. Pires, Building Systems of Care A Primer, 2nd Edition, Spring 2010, GUCCHD



Reform Initiatives and Catalyst 
Mechanisms 



Catalyst Mechanisms



The Importance of an Orientation to 
Sustainability

• Effective system builders pay attention to the 
sustainability and growth of the system of care 
from the outset. For example, if they are 
launching a system-building effort with the 
help of a federal system of care grant, they 
view the grant as “venture capital” to seed 
development of key system features and 
capacities, and they understand that 
“operating capital” has to be identified to 
sustain these. S. A. Pires, Building Systems of Care A Primer, 2nd Edition, Spring 2010, GUCCHD



National Context:  
Strategic Framework for Population 

Driven Systems



Mental Health Disorders Are the 
Costliest Conditions For Children 
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Percentage of Children Covered 
Through Various Insurance Options



You have reached the end of the presentation. 



Families Experience a Heavy Financial Burden in Addressing a 
Child’s Behavioral Health Needs

Mental Health Disorders in Childhood:  Assessing the Burden on 
Families, Busch and Barry, 2007
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Medicaid’s Purchasing Power

Medicaid serves 67
million Americans 

With expansion, may 
serve up to 79 million

41% newborns

33% children

Many people with 
chronic illnesses and 

disabilities

Many frail elderly

Poor health care 
quality is an issue for 

all Americans; 
however, the gap is 
substantially greater 

for Medicaid 
beneficiaries

As the largest 
purchaser of health 
insurance, Medicaid 

can leverage its 
purchasing power to:

Access performance 
data

Identify and address 
gaps in quality



Medicaid Fast Facts

33

66 million People in the United States with Medicaid coverage.

$415 billion State and federal Medicaid spending for FY 2012.

7-13 million 
Additional Medicaid/CHIP beneficiaries between 2014-2024, pending state decisions 
on Medicaid expansion.

48% Births in the United States covered by Medicaid.

1 in 3 Children in the United States covered by Medicaid.

58% Medicaid beneficiaries under 65 who are from diverse racial/ethnic groups. 

5%
Medicaid beneficiaries, many with chronic illnesses and disabilities, accounting for 
55% of total Medicaid spending.

49% Medicaid beneficiaries with disabilities diagnosed with mental illness. 

40% Total long-term care costs in the United States financed by Medicaid.

34% Percentage of Medicaid dollars spent on Medicare-Medicaid enrollees.

74% Medicaid recipients who are enrolled in managed care.
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Distribution of Psychiatric Diagnosis 
Among Children in Medicaid
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Diagnosis % N

ADHD 54.9% 654,863 

Mood 26.2% 312,642 

Anxiety 22.7% 270,721 

COD 22.8% 272,288 

DD 5.8% 69,541 

Psychosis 4.3% 51,323 

Other DX 1.4% 16,259 

No Dx 766,325 
Notes:

1) Ns are not unduplicated counts (children may have more than one diagnosis)
2) Percentages are among children with at least one psychiatric diagnosis

Pires, SA, Grimes, KE, Allen, KD, Gilmer, T, Mahadevan, RM.  2013. 
Faces of Medicaid: Examining Children’s Behavioral Health Service 
Utilization and Expenditures:  Center for Health Care Strategies: 
Hamilton, NJ



Differences in Child Behavioral Health Penetration Rates and Mean 
Expense by State Management and Payment Arrangement

Payment/
Delivery 
Structure

Average 
Penetration 

Rate

Penetration
Range

Mean 
Expenditure

Mean Expenditure
Range

All FFS 10.4% 2.5% - 17.3% $5,542
$2,099 to 
$14,803

Primarily FFS 7.5% 0.3% - 10.4% $4,709 $1,862 to $9,172

Primarily 
Capitated*

5.1% 1.6% - 8.9% $3,684 $1,193 to $9,377

43

*May understate utilization depending on completeness of encounter data submitted to state agencies.
May overstate expenditures , which are extrapolated from FFS expenditures.

Pires, SA, Grimes, KE, Allen, KD, Gilmer, T, Mahadevan, RM.  2013. Faces of Medicaid: 
Examining Children’s Behavioral Health Service Utilization and Expenditures:  Center for Health Care Strategies: Hamilton, NJ



Children with Serious Behavioral Health Conditions  Are a 
Distinct Population from Adults with Serious and Persistent 

Mental Illness

• Children with SED do not have the same high rates of co-morbid physical 
health conditions as adults with SPMI

• Children, for the most part, have different mental health diagnoses from adults 
with SPMI (ADHD, Conduct Disorders, Anxiety; not  so much Schizophrenia, 
Psychosis, Bipolar as in adults),  and diagnoses change often

• Among children with serious behavioral health challenges, two-
• thirds typically are involved with child welfare and/or juvenile justice systems
• and 60% may be in special education – systems governed by legal mandates

• Coordination with other children’s systems – child welfare, juvenile justice, 
• schools – and among behavioral health providers, as well as family issues, 

consumes most of 
• care coordinator’s time, not coordination with primary care

• To improve cost and quality of care, focus must be on child and 
family/caregiver(s) –

• takes time

•

Pires, S. March 2013  Customizing Health Homes for Children with Serious Behavioral Health Challenges .Human Service Collaborative



Adverse Childhood Experiences 
(ACES)—Making the Case for 
Trauma-Informed Systems

http://www.preventconnect.org/2013/03/infograp
hic-how-adverse-childhod-experience-affect-our-
lives-and-society/



The Role of Structure



Premises on the Role of Structure in 
Systems of Care 

1. Certain functions must be organized to implement 
systems of care successfully; that is, they cannot be left 
to happenstance.

2. The structures that are created send a message about 
values, either undermining or reinforcing the values and 
principles that have been adopted.

3. The structures that are created have very much to do 
with how power and responsibility are distributed.

4. The structures that are created affect the subjective 
experiences of stakeholders, that is, how families, youth, 
providers, staff, administrators, and others feel about the 
system.

S. A. Pires, Building Systems of Care A Primer, 2nd Edition, Spring 2010, GUCCHD



Premises on the Role of Structure in 
Systems of Care (cont.)

5. Structure affects practice and outcomes.

6. Structures need to be evaluated and modified, if 
necessary, over time.

7. New structures replace existing ones; some existing 
ones may be worth keeping, and some are more 
difficult to replace than others.

8. There are no perfect or “correct” structures.

S. A. Pires, Building Systems of Care A Primer, 2nd Edition, Spring 2010, GUCCHD



“By definition, systems of care are modifying 
existing delivery systems in some fashion. 
Planners must be able to illustrate those 

modifications and create a clear picture of the 
reformed system.”

S. A. Pires, Building Systems of Care A Primer, 2nd Edition, Spring 2010, GUCCHD



In your state:

• How is planning structured? Is it an ongoing 
activity of system building or a one-time 
event?

• What strategies can we implement to improve 
our planning process structure?

• Has your planning process led to consensus on 
the population or populations of focus and on 
a design for the system of care guided by a 
consensus on values and a practice model?

S. A. Pires, Building Systems of Care A Primer, 2nd Edition, Spring 2010, GUCCHD
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Creating “win-win” Scenarios 

Wrap-Milw

Child Welfare

Alternative to residential tx. care 

high costs/poor outcomes

Juvenile Justice

Alternative to residential 

treatment/corrections

Medicaid

Alternative to IP/ER-high cost

Special Education

Alternative to out-of-school

placements – high cost



ACTIVITY #2 Part 1:
Draw how a child or youth accesses 

wraparound in your State



What Are Care Management Entities (CMEs)?

• CMEs are organizational entities that serve as 
centralized accountable hubs to coordinate care 
for youth with complex behavioral health 
challenges who are involved in multiple 
systems, and their families. 



CME Core Services

• Intensive Care Coordination (at low 
ratios) with fidelity wraparound

• Family and Youth Peer Support

• Mobile Crisis Response and Stabilization

• Intensive In-Home Services



Interagency Structures Supporting 
Wraparound

Strong, coordinated and collaborative 
interagency structures are required for 

effective Systems of Care

56



Louisiana Coordinated System of Care 
(CSoC)

• Integrated service approach for youth under 22 
with significant BH challenges, co-occurring 
disorders, and in or at imminent risk of out-of-
home placement. 

• Supported by Executive Order and by the 
Coordinated System of Care Governance Board

• A component of the Louisiana Behavioral Health 
Partnership

57



New Jersey Children’s System of Care

• New Jersey Department of Children and Families:
– Division of Children’s System of Care
– Division of Child Protection & Permanency
– Division of Family & Community Partnerships
– Division on Women
– Office of Adolescent Services

• CYBER – Child and Youth Behavioral Health 
Electronic  Record - state owned

• Contract performance requirements align with 
system of care values and principles

58



Livingston County, MI

• Human Service Collaborative 
– Responsible for overseeing the provision of ICC/wraparound in the county

• Community Consultation Team
– Responsible for authorizing enrollment in wraparound services

• Unique blended funding mechanism to provide ICC/wraparound 
services

• Financial and outcomes data are presented monthly to the 
funding partners.

59



ACTIVITY #2 Part 2:
Move to another table and provide 
consultation on how their system could 
improve access routes for a child/youth 
who has been referred for wraparound



Financing 



S. A. Pires, Building Systems of Care A Primer, 2nd Edition, Spring 2010, GUCCHD
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Sources 
of Funds

S. A. Pires, Building Systems of Care A Primer, 2nd Edition, Spring 2010, GUCCHD



Examples of 
Medicaid Options 

Used to Cover 
Evidence-Based 
and Promising 
Community-

Based Services

S. A. Pires, Building Systems of Care A Primer, 2nd Edition, Spring 2010, GUCCHD



Medicaid “State Plan” Services
Mandatory Optional
• Inpatient/outpatient hospital
• Prenatal care
• Vaccines for children
• Physician services
• Nursing facility for persons aged 21 or 

older
• Family planning services and supplies
• Rural health clinic
• Home health care for persons eligible 

for skilled-nursing services
• Laboratory and x-ray services
• Pediatric and family nurse practitioner 

services
• Nurse-midwife services
• FQHC services
• Early and periodic screening, diagnostic, 

and treatment (EPSDT) services for 
children under 21

• Diagnostic services
• Clinic services
• Intermediate care facilities for the 

mentally retarded (ICF-MR)
• Prescription drugs and prosthetic 

devices
• Optometrist services and eyeglasses
• Nursing facility services for children 

under 21
• Transportation services
• Targeted case management
• Rehabilitation and physical therapy 

services
• Home and community-based services 

for individuals with chronic conditions
• Hospice care
• Dental care

All Medicaid services are subject to medical necessity standards that are developed by the 
states under federal guidelines.  



EPSDT Benefit for Youth

EPSDT = Early and Periodic, Screening, Diagnosis, and Treatment

– Medicaid’s comprehensive health benefit for youth under 21

– Intended to help identify and treat health problems early before 
problems become more complex and costly

 Not a service-but a requirement

 EPSDT was added in 1969, later expanded in 1989 to include:

• Any medically necessary treatment needed 
even if not in a State plan but covered by 
Medicaid 

• Mental illnesses (include SUD) and 
developmental delays

– State’s are required to make available treatment services 
once an issue has been identified through a screen, work 
with Medicaid to ensure that:



CHIP 

• Covered 8.1 million children FY 2013 

• Enrollment by income- Income eligibility ranges from 175 percent FPL in North Dakota to 405 percent FPL in 
New York with 88% having family income at or below 200 percent FPL

• About 70 percent were age 6-17 

• Almost 85 percent live in households with one parent working at least 50 weeks of the past year 



Population Covered Through CHIP

• Covered 8.1 million children FY 2013 

• Enrollment by income- Income eligibility ranges from 175 
percent FPL in North Dakota to 405 percent FPL in New York 
with 88% having family income at or below 200 percent FPL

• About 70 percent were age 6-17 

• Almost 85 percent live in households with one parent working 
at least 50 weeks of the past year 

• Source: Medicaid and CHIP Payment and Access Commission www.macpac.gov



Covered Benefits

• States have considerable flexibility in designing their benefits 

• The states decision on how it will use one of the three options to offer CHIP impacts 
the services covered in the CHIP program. 

• Certain benefits that are not required in CHIP, such as EPSDT, long-term care, 
Federally Qualified Health Centers (FQHCs) , and rehabilitative services.

• States with Medicaid-expansion CHIP programs must provide enrollees with the full 
Medicaid benefit package including EPSDT.  

• Otherwise must provide comprehensive health care services based on a benchmark 
benefit package as defined under the Affordable Care Act  (ACA).  Required services 
include preventive and screening services (including well-child care and 
immunizations), emergency services, and dental care.

• All separate CHIP programs cover outpatient and inpatient mental health services, 
without limits in most states; many provide some level of outpatient substance 
abuse treatment services, and almost all cover inpatient substance abuse 
treatment. 



Affordable Care Act Defined Essential Health Benefits (EHB) 

1. ambulatory patient services 

2. emergency services

3. hospitalization, 

4. maternity and newborn care, 

5. mental health and substance use disorder services

6. prescription drugs, 

7. rehabilitative and habilitative services and devices, 

8. laboratory services, 

9. preventive and wellness services and chronic 
disease management, and 

10.pediatric services, including oral and vision care



What Do We Know About Private Plan Coverage for Behavioral Health

Source: Medicaid & CHIP Payment Access Commission: March 2015 Report to Congress, 
Chapter 3: Comparing CHIP Benefits to Medicaid, Exchange Plans, and Employer-Sponsored 
Insurance



Percent of Medicaid Enrollment in Managed Care

Source: Medicaid Managed Care Enrollment Report, Centers for Medicare and Medicaid 
Services, U.S. Department of Health and Human Services, November 2012. 



Structure of Approach to Managing Behavioral Health 

Integrated

• One plan manages 
both physical and 
behavioral health 
benefits

Subcontracted

• One plan is 
responsible for 
both physical and 
behavioral health 
benefits but 
subcontracts 
management of 
behavioral health 
to another entity

Separate

• Different entities 
are responsible for 
physical health and 
behavioral health 
benefits; with 
variation in 
contractual 
obligations to 
coordinate 
care/work together

74



Structure of Approach to Managing Behavioral Health 

• MCE structure will inform how behavioral health –specific information is used by 
the MCE 

– Physical “side” is larger than BH “side” – inadvertent  
competition for resources  

– Depth of knowledge about behavioral health issues

– How incentives are aligned (or not) to address behavioral 
health 

– Ability to access/use data to guide action

– Level of integration of care

– Informed decision-making about member level and system 
level resources

75



Structure of MCE Approach to Managing Behavioral Health 

• It is the managed care processes, responsibilities, 
contract requirements, fiscal incentives that may or 
may not be geared to address unique aspects of 
mental health and substance use disorders

• Many levers to press to ensure high quality 
behavioral health care no matter the structure

76



Differences between MCE and State Purchaser Roles*

State Purchaser MCE

Defining covered services

Use of evidenced-based practices

Defining access standards (Ex: geography, language, 
choice) 

Ensuring standards are met by providers 

Strategies used to manage utilization

Establishing provider credentialing

Establishing performance measures

Setting rates and paying claims

Use of data to improve quality and control costs

77



Managed Care Activities

78

These activities are inter-dependent and are 
not separate activities  



Utilization Management (UM)

• Processes that address under and over utilization

• Covered services

• Criteria for access to a covered service 

• Medical necessity criteria

• Initial, concurrent, and discharge criteria  

• Care Management ( and/or disease management)

• Authorization--amount, duration, scope & processes used  

• Clinical reviews

• Appeals

79



Network Management (NM)

• Provider credentials for each covered service

• Ensuring that providers can meet access standards set by federal or 
state requirements:

• Ex: language, geography/travel time, choice

• Ensuring that providers deliver services according to service definitions 
and clinical/practice standards 

• (also tied to QM) 
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Quality Management (QM)

• Evidenced-based practices  (also tied to UM and covered 
services) 

• Outcome measures

• Performance or service delivery process measures

• Pay-for-performance

81



Rates & Claims Payment

• Establishing rates for services

• Paying “clean” claims

• Pursuing any other insurance available for an MCE covered member

• Fraud and abuse monitoring  
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Impact of Managed Care 

• Mixed results on overall savings-some states experiencing savings, others not

• Savings has mainly come from decreasing inpatient utilization

• Specialty behavioral health approaches have shown improved access, improved 
utilization and increased satisfaction in care received. 

• Sources: Lesson readings including: Research Synthesis report; Health Care Reform 
Tracking projects; Frank, Garfield article, and Oregon study.  



• ACTIVITY #3: 

• Circle the funding sources currently being 
used in your state (7min)

• How would you use other funding structures 
(e.g. managed care, etc…)(8 min)



Rate Setting Methodologies 



Activities = Costs

All of the activities that go into providing a 
given service translate to costs for the provider 
of the service ….but

the Medicaid rate may not encompass all of
the activities.



Relationship between  Medicaid Service Definition 
(Allowable Activities) and Rate

Example:  Peer Support

Does the service definition allow for ---
Telephone time?
Transportation? Meals? Lodging?
Documentation time?
Supervision/coaching?
Training?

How many hours of service (per day, per week, per month, 
per year) are allowed?

What are the requirements for who can provide the service?
Is training required? Certification?



Steps to Take

Understand all of the activities involved in providing
a given service
Cost out the activities (for example, estimate how
many hours per week a peer support provider will spend
filling out required documentation of the activities performed,
multiplied by the rate per hour)
Know what activities Medicaid will allow/cover
Know what Medicaid is proposing to pay (or is paying)
Compare your full costs to what Medicaid is paying (or
proposing)



Implications of How Medicaid Pays

How payment is structured --
•15-minute billing increments
•Monthly or daily case rate
•“Per session” rate (with minimum time established per 
session)

Is there a yearly cap on what can be billed?

Is payment through a managed care organization (MCO) or
behavioral health managed care organization (BHO)?  If so,
how much will the MCO/BHO pay and how?



Gather Data about Rates Paid in Other States and 
How the Rates Are Structured

Resource:

Medicaid Financing for Family and Youth Peer Support: 
A Scan of State Programs
http://www.chcs.org/resource/medicaid-financing-for-family-and-youth-
peer-support-a-scan-of-state-programs-3/ 

http://www.chcs.org/resource/medicaid-financing-for-family-and-youth-peer-support-a-scan-of-state-programs-3/


CREATING A RATE FOR PEER SUPPORT

Deborah S. Harburger, MSW
Director of Fiscal Strategy, The Institute for Innovation & Implementation
Senior Policy Analyst, The TA Network 
University of Maryland School of Social Work





How do I design a rate for peer 
support?

• Revisit the steps outlined previously:
– Identify all of the activities and which are billable
– Determine your peer support to supervisor ratio
– Figure out your personnel structure, not including 

executive management, who are typically included in 
indirect costs (except in very small organizations)

– Document your overhead, administrative, and fixed costs
– Consider the billing structure and whether there is any 

flexibility (15 minute versus monthly, ability for telephonic 
consultation, etc)

• Get out the Excel spreadsheet and start playing with 
numbers!



Keep in Mind…

• The rate structure that we are going to walk through is for an 
organizational rate.  If you are looking to build a rate for a peer 
support partner only, without organizational costs, supervision, etc, 
the construct is going to be simpler and the costs will be lower. This 
rate structure assumes that the peer support partner is within a 
family support organization or other agency structure.

• As you have more peer support providers or other individuals 
providing billable services, you will achieve a certain economy of 
scale and can spread the infrastructure and overhead costs across 
more direct staff.

• Be practical and realistic—strive for the best possible, appropriate, 
and reasonable rate but be mindful of what other providers with 
similar qualifications are paid within your state.



Build your rate upon the 
costs of employing 1 Full-

Time Equivalent (FTE) peer 
support partner. 



Total Billable Time

Total Billable Time
Total Work Hours 

in the Year -
All Non-Billable 

Activities=

Total Billable Hours
Total Work 

Hours in the 
Year

÷ = % of Hours that 
are Billable



Basic Assumptions 
(will vary based on your particular organizational and 

state requirements)

• 20 days of sick, holiday, and vacation leave per year

• 16 days of training per year

• 44.8 work weeks (after subtracting off sick, holiday, vacation, 
and training days)

• 8 hour days x 5 days per week x 44.8 weeks = 1792 work 
hours



Example of Billable Time Calculation

2080 Total work hours per year (8 hour day * 260 days)
- 160 Vacation, sick & holiday leave: 20 days@8 hours per day
- 128 Training: 16 days @8hours per day

1792 Total Work Hours after Leave & Training

- Travel (not with client)

- Documentation (not with client)
Total Non-Billable Time

Total Projected Billable Time
% Non-Billable



How much to budget for travel 
depends on:

• The geographic size of your service area

• Whether you can bill for telephonic peer-to-
peer support



How much to budget for 
documentation time will depend on:

• Whether you can bill for 
documentation that is not done in the 
presence of a client

• The amount of administrative support 
available to the peer support partners

• The amount of documentation 
required and the usability of the 
management information system



Example of Billable Time Calculation

2080 Total work hours per year (8 hour day * 260 days)
- 160 Vacation, sick & holiday leave: 20 days@8 hours per day
- 128 Training: 16 days @8hours per day

1792 Total Work Hours after Leave & Training

- 440 Travel (not with client): 10 hours per week *44 weeks
- 260 Documentation (not with client): 1 hour per day * 260 days

988 Total Non-Billable Time
1092 Total Projected Billable Time
52.5% % Billable



Calculating Personnel Costs

• The focus of your rate composition is the peer 
support partner.

• Assume 1 FTE peer support partner, unless you 
know otherwise.

• Ideally, use actual costs from your organization or 
other similar organizations.  

• In the absence of actual costs, utilize living or 
housing wages and profiles of average costs in 
your geographic area.



Calculating the Annual Salary Cost for 
Positions Other Than the 

Peer Support Partner

Annual Salary Cost 
per 1 FTE Peer 

Support Partner

Annual Salary X
% FTE Per 1 FTE 

Peer Support 
Partner

=



Sample Personnel Costs

Personnel

Annual 
Amount or 

Rate %FTE
Salary 
Cost

Fringe 
Benefits

Salary + 
Fringe Cost

Family Support Partner $39,354 1 $  39,354 
Family Support Partner 
Supervisor $ 50,000 0.10 $    5,000 
Administrative Assistant $  39,354 0.15 $    5,903 
Billing Support Specialist $39,354 0.05 $    1,968 
Administrator $ 55,000 0.05 $    2,750 
Total 1.35 $  54,975 



Fringe Benefits

• Fringe Benefits can include: 
– FICA/Medicare
– Retirement
– Disability insurance
– Life insurance
– Unemployment insurance
– Dental, prescription and health insurance
– Worker's compensation

• Other costs that may be part of your costs, depending on the size of your 
organization, are separation leave payments, tuition remission, employee 
assistance, wellness programs, and other employee benefits.

• Again, use actual costs if you have them.  If not, you can use a number like 
25% as a proxy cost.  If you offer many benefits, you may want to use a 
higher figure like 30-40%.  

• Fringe benefits are calculated as a percent of salary costs
• Most organizations use standardized benefit rates for all employees, 

regardless of which benefits they take



Sample Personnel Costs

Personnel

Annual 
Amount or 

Rate %FTE Salary Cost

Fringe 
Benefits
@ 25%

Salary + 
Fringe Cost

Family Support Partner $39,354 1 $  39,354 $   9,839 $49,192.50 
Family Support Partner 
Supervisor $50,000 0.10 $    5,000 $ 1,250 $ 6,250.00 
Administrative Assistant $ 39,354 0.15 $    5,903 $   1,476 $ 7,378.88 
Billing Support Specialist $ 39,354 0.05 $    1,968 $ 492 $  2,459.63 
Administrator $ 55,000 0.05 $    2,750 $     688 $ 3,437.50 
Total 1.35 $  54,975 $ 13,744 $68,718.50 



“Other” Costs (aka, everything else!)
• Rent/Office Space Costs (per FTE per year)
• Cellular Phone, Internet & Communications (per FTE per year)
• Mileage

– Total estimated miles x Privately Owned Vehicle Rate
– Unless otherwise prescribed, use the U.S. General Services 

Administration (GSA) rate for operation of a privately owned vehicle 
(http://www.gsa.gov/portal/content/100715?utm_source=OGP&utm_m
edium=print-radio&utm_term=mileage&utm_campaign=shortcuts) 

– If you have agency cars available, factor in the cost of maintaining those 
cars and the cost of gasoline and wear & tear on the vehicle instead of 
using the GSA POV rate

• Office supplies and maintenance (include any costs for printing, 
photocopying, fax machine, postage, IT software and equipment, and 
routine office supplies; per FTE/year)

• Management Information System User Fees (per FTE/year)
• Insurance (general liability, professional liability) per FTE/year

http://www.gsa.gov/portal/content/100715?utm_source=OGP&utm_medium=print-radio&utm_term=mileage&utm_campaign=shortcuts


Except for mileage, costs are based on the total number of FTEs per Peer Support Partner

Personnel

Annual 
Amount or 

Rate %FTE Salary Cost

Fringe 
Benefits
@ 25%

Salary + 
Fringe Cost

Family Support Partner $39,354 1 $  39,354 $   9,839 $49,192.50 
Family Support Partner 
Supervisor $50,000 0.10 $    5,000 $ 1,250 $ 6,250.00 
Administrative Assistant $ 39,354 0.15 $    5,903 $   1,476 $ 7,378.88 
Billing Support Specialist $ 39,354 0.05 $    1,968 $ 492 $  2,459.63 
Administrator $ 55,000 0.05 $    2,750 $     688 $ 3,437.50 
Total 1.35 $  54,975 $ 13,744 $68,718.50 



Direct Costs & 
Modified Total Direct Costs

Total Direct Costs
All Personnel 

Costs + All Other Costs=

Modified Total 
Direct Costs

All Direct Costs - Rent Costs=



Indirect Cost Rate

• Do you have a federally approved indirect cost rate 
agreement?

• If not, what is the average indirect cost rate that your 
Medicaid office typically approves?

• If you need to create an indirect cost rate, consider the 
costs that have not been included in any other line 
item, including costs for executive administration.

• Often, indirect costs are calculated off of the modified 
total direct costs.  In other situations, it is based on the 
salary costs or personnel costs only.  



Calculating Indirect Costs

Indirect Costs
Modified Total 

Direct Costs X Indirect Cost Rate=



Total Costs

Total Costs Total Direct Costs + Indirect Costs=



Sample Budget for 1 Peer Support Partner

Personnel

Annual Amount 

or Rate %FTE

Salary 

Cost

Fringe 

Benefits (25%)

Salary + 

Fringe Cost

Family Support Partner 39,354$              1 39,354$  9,839$              49,192.50$     

Family Support Partner Supervisor 50,000$              0.10 5,000$    1,250$              6,250.00$       

Administrative Assistant 39,354$              0.15 5,903$    1,476$              7,378.88$       

Billing Support Specialist 39,354$              0.05 1,968$    492$                 2,459.63$       

Administrator 55,000$              0.05 2,750$    688$                 3,437.50$       

Total 1.35 54,975$  13,744$            68,718.50$     

Other Costs

Rent ($200/monthper FTEs) 3,240.00$       

Cellular Phone, Internet & Communications (@$110/month per FTE) 1,782.00$       

Mileage (10,500 miles per year @ $0.56/mile) 5,880.00$       

Office supplies and maintenance (incl printing, copier/fax) @ $750 per FTE 1,013$            

Management Information System User Fees (@$150/FTE) 203$               

Insurance (general liability, professional liability) @ $1,000 per FTE 1,350$            

Indirect Cost (7% of modified total direct costs) 5,526$            

Total Cost FTE 87,711.69$     



Time to set the rate!

Hourly Rate
Total Cost for 1 
Peer Support 

Partner
÷

Total Billable 
Hours=

15-minute 
Rate

Total Cost for 1 
Peer Support 

Partner
÷ Total Billable 

Hours= 4÷



Total Projected Billable Time 1092 hours

Total Cost per 1 FTE Peer
Support Partner $     87,711.69 

Hourly Rate $            80.32 

30-Minute Rate $            40.16 

15-Minute Rate $            20.08 

Be ready to negotiate!  You may not get the rate you want, but see if 
you can get a rate that is feasible.  (Don’t undercut yourself, though!)

Sample Rate



Other Rate-Setting Notes
• Telephonic Rate:

– If you are able to create a rate for telephonic peer support, 
consider using a 15-minute rate that is 50% of the standard rate

– It will be difficult to create a telephonic rate if you have a rate 
that is in units greater than 1 hour

• If you are creating a daily, weekly, or monthly rate, make 
sure that you are not just multiplying the hourly rate 
because that rate factors in non-billable time and it does 
not consider the number of families on the peer support 
partner’s caseload.  



Reality Check
State Medicaid Rate Medicaid Authorization

Alaska $17/15 minutes State Plan Amendment

Arizona $14.59/15 minutes State Plan Amendment

Arkansas $4.25/15 minutes-current
$17.23/15 minutes-newly proposed
$8.62/15 min-newly proposed telephonic 
rate

State Plan Amendment

Georgia $20.78/15-minutes (paid to Organization) 1915(c) PRTF Demonstration Waiver

Indiana $15/15 minutes 1915(c) PRTF Demonstration Waiver

Kansas $10/15 minutes (individual)
$3/15 minutes (group)

1915(c) HCBS SED Waiver

Massachusetts $15.42/15 minutes State Plan Amendment

Michigan $80/day 1915(c) HCBS SED Waiver & 1915(b) 
State Plan Amendment

Oklahoma $9.43/15 minutes State Plan Amendment

SOURCE: Center for Health Care Strategies. (2012).  Medicaid 
Financing for Family and Youth Peer Support: A Scan of State 
Programs.  Technical Assistance Tool.  Available from www.chcs.org. 

http://www.chcs.org/


Maryland’s Reality Check
Medicaid Authorization Rate Rate converted 

into hourly 
equivalent

1915(c) PRTF Demonstration Waiver 
Rate

$50/day, for up to 3 
hours

$16.60

1915(i) State Plan Amendment (as 
submitted to CMS 3/14)

$15.97/15 minutes

$7.98/15 minutes 
telephonic rate

$63.88

$31.92

Individual Therapy  provided by an 
Outpatient Mental Health Clinic

$59.19/30 minutes $118.38

Individual Therapy provided by 
other mental health professional

$34.98/30 minutes $69.96



What if you need to make your organization’s 
budget fit an existing rate?

• If you already have a rate and need to figure out the budget 
for your organization, apply this method backwards.

• Start with the rate and calculate your total anticipated 
revenue based on billable hours.

• The revenue can then be broken down into personnel and 
other costs.

• You need to worry more about the caseload and 
anticipated number of families served if you are working off 
of a daily, weekly, or monthly rate.  If you are working with 
a 15-minute, 30-minute, or hourly rate, you can use billable 
hours as the foundation.



Questions?


