[bookmark: _GoBack]







White Paper:
US Peer Leadership & Workforce Development


Presented by:
Pamela G. Hardin, MBA, M.Ed.,
Instructional Design Consultant
phardin1@austin.rr.com
+1 512.913.9728

Jennifer M. Padron, M.Ed., ACPS, CHW
Walden University, 
Department of Health Sciences, Public Health
jenpadron@me.com
+1 706.391.3864

Ron Manderscheid, PhD
Executive Director
National Association of County Behavioral Health & Developmental Disability Directors
rmanderscheid@nacbhd.org 
+1 202.942.4296 







	Padron, Hardin & Williams © 2014 | 



Contents
Section 1	5
Executive Summary	5
Workforce Development Plan	5
Entry Level Positions	5
Licensed Integrated Care Professional (LICP)	6
Lived Experience Professionals (LEP)	7
Section 2	7
The Paradigm Shift	7
The Fifties and Sixties	7
The Seventies	7
The Eighties and Nineties	8
Turn of the Century	8
Section 3	9
Background / Problems	9
Section 4	10
Innovation & Emergent Roles	10
IC&RC Peer Recovery Credential	12
The Content Validation Model	12
Section 5	13
Action Steps	13
Step 1 - Analysis and Planning	13
Step 2 - Association Creation	14
Step 3 – Licensed Integrated Care Professional	14
Step 4 – Curriculum Development	14
Step 5 – Collaboration and Validation	14
Step 6 – Beta Class	15
Step 7 – Process Evaluation	15
Step 8 – Roll out	15
Step 9 – Establish Institute	15
Step 10 – Develop national partnerships	15
Section 6	15
Acknowledgements	15
Section 7	16
Bibliography	16
Appendices	18
Appendix A: Peer Leadership	18
Appendix B: Ethics, Roles & Responsibility	23
Appendix C: Affordable Care Act Accessibility	25
Appendix D: Collaborative Opportunities: National Partnership for a U.S. Peer Leadership & Development Training Institute and Program	26
Appendix E: U.S. Peer Related Training Programs:	28
Appendix F: Peer Leadership Competencies	31


Proposed citation:

Hardin, P., Padron, J., (2014). Ed., Dr. Ron Manderscheid; White Paper: US Peer Leadership & Workforce Development





June 2014	Page 31	Peer Workforce Development
[bookmark: _Toc378615336][bookmark: _Toc386225680]Section 1
[bookmark: _Toc378615337][bookmark: _Toc386225681]Executive Summary
The future is here. 2014 is the year of the peer.
In economics, the cycle of poverty is the "set of factors or events by which poverty, once started, is likely to continue unless there is outside intervention." (Wikipedia, 2014)  People with mental health, substance abuse and physical health challenges represent a large portion of individuals living in chronic poverty. The implementation of the Affordable Care Act (ACA) and the health activated social movement provide the integrated health community an exceptional opportunity to provide outside intervention.
[bookmark: _Toc386225682]Workforce Development Plan
Creating a national Lived Experience Workforce Development plan can establish and legitimize the lived experienced service provider as a healthcare occupation and should be recognized by the United States Department of Labor (DOL) as a billable healthcare provider category through the Centers for Medicare and Medicaid Services (CMS) and managed care organizations (MCO).
OptumHealth, an innovative MCO, implemented a Peer Services project in New York and Wisconsin both of which are producing remarkable outcomes. The Peer Services preliminary program evaluation results (July 2013) show members who received Peer Services:
· Have a Significant Decrease in the number of behavioral health hospital admissions
· Have a Significant Decrease in the number of behavioral health inpatient days 
· Have a Significant Increase in outpatient behavioral health visits
· Have Significantly Decreased total behavioral health care costs.
An integrated study with funding and support from both the National Institute for Mental Health (NIMH) and the National Institute for Health (NIH) is needed. Health outcome measures should reflect the whole person. Physical and mental health are equally important components contributing to an individual’s quality of life. 
We need research funded to study the outcomes for both the individual serviced and the peer providing services to legitimize the impact of including and developing this emerging workforce. We need quantifiable evidence from studies examining to what degree implementing a peer workforce career ladder:
· Increases access to care
· Reduces cost
· Improves participant outcomes
· Improves provider outcomes
Certified Peer Specialist, Recovery Coach, Community Health Worker 
Certified Peer Specialists (CPSs), Recovery Coaches (RCs) and Community Health Workers (CHWs) are all essential components for implementing ACA driven physical and behavioral integrated systems of care. Increasingly, peer services are being embedded in healthcare delivery, helping to inform and transform those systems through an emphasis on whole health, wellness, social inclusion, cultural competency and the professionalizing of a peer-led and peer driven workforce. A key goal of the peer workforce is to prevent co-optation and the diminution of critical peer support values and practices.
The entry level paid position on the recovery career ladder starts with a health activated CPS, RC and/or CHW who wants to share their recovery message with others. Health activated people represent a new approach to healthcare focusing on prevention and wellbeing instead of the medical model of disease treatment. These people are able to implement their own recovery and wellness so effectively that they learn and hone specific skills that increase their subsequent resiliency (Manderscheid, 2014). This proposal focuses on leadership development for the future of a truly integrated approach to recovery and rebirth for millions of Americans trapped in this cycle of poverty. Evidence based practices with CPS, RC and CHW all demonstrate improved health outcomes when interventions are delivered by individuals with shared life experience.
Peer roles in mental health, substance abuse and community health are evolving, as people with lived experience offer a potent resource to help other peers who are facing these health concerns through education, support, and coaching. Peer roles are evolving within the context of emerging “recovery-oriented” integrated health systems (Tucker, S. J., Tiegreen, W., Toole, J., Banathy, J., Mulloy, D., & Swarbrick, M., 2013).
The International Association of Peer Supporters, Inc. is currently developing national practice guidelines focusing on competencies, ethics, and implementation for peer workforce roles (INAPS National Practice Standards, 2014). Faces and Voices of Recovery is developing a credentialing process for organizations that deliver peer services (de Miranda, 2014).  This work is supported financially by SAMHSA and will create the cornerstone for the emerging peer workforce. The International Certification & Reciprocity Consortium (IC&RC) has developed and is currently piloting a Peer Recovery Credential after having a thorough job analysis conducted by Schroeder Measurement Technologies, Inc., in order to identify essential job functions for peer services.
We are introducing the development of a workforce of professionals whose shared life experience opens the door to end the cycle of poverty by creating a recovery based workforce who have empowered themselves using the principles of Recovery Based Practices. A great deal of important work has been done toward integrating mental health and substance abuse peer support services. The next phase of integration is to include physical health concerns including preventative services and wellness planning; thus the need for the Licensed Integrated Care Professional (LICP).
Other factors also compel further development of the peer workforce.  The ACA requires Medicaid and all other health plans to cover behavioral health care on par with health care for physical services. It also will add an estimated 8 million people to the Medicaid rolls in the first year, many of whom will have untreated mental illnesses. Another 7 million people are expected to get federal tax subsidies to purchase health insurance, many for the first time.  This surge in demand, combined with an already severe shortage of mental and community health workers not only supports but demands the need to expand the peer workforce and create a career ladder including Licensed Integrated Care Professionals and a certification process for licensed medical professionals to add Lived Experience Professional credential as a specialty.
[bookmark: _Toc386225684]Licensed Integrated Care Professional 
We propose using national/international mental health and substance abuse standards developed in conjunction with SAMSHA and cross walking those standards with national CHW standards to filter for cross program required competencies. We are not trying to compete with current plans for CPS, RC or CHW certification programs. Our goal is to build upon existing work and establish an infrastructure which values and supports multidisciplinary teams with specialized training to lead/manage a recovery based peer workforce and provide integrated care services to populations served. 
A LICP position adds a step to the new career ladder. LICPs are trained across disciplines; they are the third leg of a stool helping people become health activated and strive for wellness. LICPs are cross trained in mental health, substance abuse and physical/community health recovery and resiliency issues. They will mentor, support and manage the peer provider workforce lending value-added supports by integrating the strengths of the CPS, RC and CHW career paths and a step up and out of poverty for a large group of disenfranchised people. 
[bookmark: _Toc386225685]Lived Experience Professionals (LEP)
Establishing a Lived Experience Professional (LEP) certification for licensed healthcare professionals who embrace recovery practices, promote self-directed care models and are open to identifying as a person with lived experience is an additional board certification a medical professional could receive. Empowering licensed professionals to earn a LEP certification demonstrates they are recovery and self-directed care experts in their field of licensure. Healthcare customers will benefit by having additional information to use when selecting a licensed professional. Society as a whole benefits when lived experience and taking personal responsibility for health and wellness are respected instead of stigmatized.
[bookmark: _Toc386225686][bookmark: _Ref1896631][bookmark: _Toc378615338]Section 2
[bookmark: _Toc386225687]The Paradigm Shift
[bookmark: _Toc386225688]The Fifties and Sixties
The 1950s saw the reduction in the use of lobotomy and shock therapy (electroconvulsive therapy). These used to be associated with concerns and much opposition on grounds of basic morality, harmful effects, or misuse. Towards the 1960s, psychiatric medications came into widespread use and also caused controversy relating to adverse effects and misuse. There were also associated moves away from large psychiatric institutions to community-based services (later to become a full-scale deinstitutionalization), which sometimes empowered service users, although community-based services were often deficient.
[bookmark: _Toc386225689]The Seventies
By the 1970s, the women's movement, gay rights movement, and disability rights movements had emerged. It was in this context that former mental patients began to organize groups with the common goals of fighting for patients' rights and against forced treatment, stigma and discrimination, and often to promote peer-run services as an alternative to the traditional mental health system. Unlike professional mental health services, which were usually based on the medical model, peer-run services were based on the principle that individuals who have shared similar experiences can help themselves and each other through self-help and mutual support (Wikipedia, 2014).
[bookmark: _Toc386225690]The Eighties and Nineties
The Consumer/Survivor Movement of the 1980s and 1990s brought the recovery model to the forefront and inspired change throughout the mental health system. These grassroots advocates modeled recovery themselves and effectively argued for change. By 2002 the President’s New Freedom Commission on Mental Health paved the way for a system wide paradigm shift. As a result, quality mental health service systems today embrace a recovery model (Recovery within Reach, 2014). 
[bookmark: _Toc386225691]Turn of the Century
A significant theme that has emerged from consumer/survivor work, as well as from some psychiatrists and other mental health professionals, has been a recovery model which seeks to overturn therapeutic pessimism and to support sufferers to forge their own personal journal towards the life they want to live; some argue however that it has been used as a cover to blame people for not recovering or to cut public services.
There has also been criticism of the movement. Organized psychiatry often views radical consumerist groups as extremist, as having little scientific foundation and no defined leadership, as "continually trying to restrict the work of psychiatrists and care for the seriously mentally ill", and as promoting disinformation on the use of involuntary commitment, electroconvulsive therapy, stimulants and antidepressants among children, and neuroleptics among adults. However, opponents consistently argue that psychiatry is territorial and profit-driven and stigmatizes and undermines individual self-determination. The movement has also argued against social stigma or mentalism/saneism by wider society (Wikipedia, 2014). National Certification
Licensure/Accreditation:
· Ensures uniformity of core knowledge by LEPs at each provider level,
· Endorses continuing professional development and credibility,
· Advances uniform standards and scope of practice
· Promotes ethical practice,
· Values people with Lived Experience as an essential part of the healthcare team, and
· Establishes an education and career path for individuals committed to helping others by sharing “Lived Experience” in addition to education and training.

Lauren Spiro, Director of the National Coalition for Mental Health states: “We must change the paradigm from social exclusion to one of social inclusion. Understanding that we are all connected much more deeply than we understand inspires us to re-create the villages, the safety nets. When we focus on our shared priorities and our deep human connections we open up new and creative pathways that we may not have ever realized existed before.” Spiro’s life and national advocacy and leadership is focused on community-based dialogues of discovery and social action to co-create inclusive, healthy and sustainable communities. Her memoirs, “Living for Two: A Daughter’s Journey from Grief and Madness to Forgiveness and Peace” is now available to a community hungry for these teachings and mentorship.
[bookmark: _Toc386225692]Section 3
[bookmark: _Toc378615339][bookmark: _Toc386225693]Background / Problems
People living with serious mental illness in the United States die, on average, twenty-five years earlier than those without a serious mental illness, largely due to preventable medical conditions and suboptimal medical care (Brekke, J., Siantz,  E., Pahwa, R., Kelly, E., Tallen, L. and Fulginiti, A., 2013). Studies are finding higher incidences of certain physical disorders and addictions, among people with serious mental illnesses including:
· diabetes
· obesity
· high cholesterol or dyslipidemia
· metabolic syndromes
· cardiovascular problems and
· cancer
When combined with a serious mental illness, physical illness can lead to other health conditions and to a quality of life lower than that of both the general population and individuals with mental illnesses alone. These negative health consequences affect other recovery goals such as housing, vocational training, and education (Brekke, J., Siantz,  E., Pahwa, R., Kelly, E., Tallen, L. and Fulginiti, A., 2013) 
Peer providers bring their own experiences of living with mental illnesses, addictions and/or community health problems to light the path to recovery for others. Creating a recovery based peer driven and delivered workforce creates training and employment opportunities providing peers with a stronger role and voice in integrated care plus the opportunity to break the cycle of poverty with employment in this emerging new healthcare field.
The Affordable Care Act and its implementing regulations, building on the Mental Health Parity and Addiction Equity Act of 2008, expands coverage of mental health and substance use disorder benefits and federal parity protections in three distinct ways:
1. By including mental health and substance use disorder benefits in the Essential Health Benefits; 
2. By applying federal parity protections to mental health and substance use disorder benefits in the individual and small group markets; and 
3. By providing more Americans with access to quality health care that includes coverage for mental health and substance use disorder services (Stateline, C., 2013). 
CMS is developing new programs and tools as a result of the Affordable Care Act. The ACA is based on a wellness model rather than a fee for service model, changing the landscape of health care.
This new landscape is paving roads for peer provided services. 2014 is being coined as the Year of the Peer; the timing is right and integrated innovation and emergent solutions are expected. 
[bookmark: _Ref1896855][bookmark: _Toc378615340][bookmark: _Toc386225694]Section 4
[bookmark: _Toc378615341][bookmark: _Toc386225695]Innovation & Emergent Roles
Experts agree that peer providers are the most successful new component  for services that can improve outcomes for people recovering from mental illness and addiction and/or breaking the cycle of poverty. “They are a terribly important new addition to the workforce,” says Bob Glover, director of the National Association of State Mental Health Program Directors. “When peers are involved, outcomes are dramatically better across the board,” he says. 
Peer providers are health activated individuals who have developed a strong sense of personal wellbeing and of personal quality of life by learning and applying the principles of recovery and resiliency in daily life. Peer providers are role models supporting their peers to become health activated by removing some of the dependencies promoted by the medical model and promoting a high level of personal responsibility and resiliency. 
The delivery and payment for health care services are rapidly evolving and: 
1. Health services are increasingly being delivered in integrated systems of care (ACOs) and team based provider systems (PCMH, FQHC, other).
2. Treatment for behavioral health conditions are increasingly being coordinated or integrated with primary care.
3. Medicaid and Medicare are expanding the use of managed care vehicles to improve quality and control costs.
4. Over time - Commercial insurance, State Exchanges, and Medicaid and Medicare plans will have greater similarity in form and operations.
5. Models of reimbursement are shifting to population based outcomes and risk.
6. Peer Support Services (intentional and professionally delivered) are fundamentally health services, and there is a distinct and emerging role for self-care/self-management advocates in the engagement, activation, and ongoing care for those with chronic illnesses. These include Community Health Workers (CHW) in general health care and Peer Support Specialists (PSS) in specialty behavioral health.
Currently, there is limited coordination between roles and responsibilities for three different types of peer providers. These peer providers include: Certified Peer Specialists (CPS) who focus on mental health; Recovery Coaches (RC) who focus on substance abuse and addiction and Community Health Workers (CHW) who focus on physical needs. Essential competency requirements are different between types of peer providers although many competencies are the same for all types of peer providers. A structured approach is needed to integrate the strengths of each type of peer provider. Standardization of peer provider certification is out of scope for this proposal; however we seek to gather the data necessary to discover the overlapping competencies among  peer providers and to define and develop the occupational category of Licensed Integrated Care Provider.
[bookmark: _Toc386225696]IC&RC Peer Recovery Credential
International Certification & Reciprocity Consortium (IC&RC), worked with Schroeder Measurement Technologies, Inc. (SMT), to conduct a job analysis for their new Peer Recovery (PR) credential program. The IC&RC Peer Recovery credential can be viewed as the individual whose role is between the other recovery support individuals of a recovery sponsor and the substance abuse or mental health counselor. The role of the peer has emerged from the recognition of a need to reconnect substance abuse and mental health treatment to the longer lasting process of recovery. The peer is not a sponsor or a therapist but rather a role model, mentor, advocate and motivator (Mather, 2014).
[bookmark: _Toc386225697]The Content Validation Model
The foundation of a valid, reliable, and legally defensible professional licensing/certification program is a well-constructed job analysis (JA) study. The JA study establishes the link between test scores achieved on licensing exams and the competencies being tested; therefore, pass or fail decisions correlate to competent performance. When evidence of validity based on examination content is presented for a specific professional role, it is critical to consider the importance of the competencies being tested.
This peer provider workforce needs Licensed Integrated Care Professional to provide integrated services and supervision to all types of peer providers with working knowledge of mental health, substance abuse and community health recovery based practices. A Licensed Integrated Care Professional category creates the next step in a career ladder for peers without discounting or devaluing the important work peer providers perform and using a recovery based management approach with all direct reports including peer provider staff. A JA study of Integrated Care Professionals is necessary to identify competencies required before 
The Joint Standards for Educational and Psychological Testing (AERA, APA, and NCME, 1999) state: 
Standard 14.10 
When evidence of validity based on test content is presented, the rationale for defining and describing a specific job content domain in a particular way (e.g., in terms of tasks to be performed or knowledge, skills, abilities, or other personal characteristics) should be stated clearly. 
Standard 14.14 
The content domain to be covered by a credentialing test should be defined clearly and justified in terms of the importance of the content for the credential-worthy performance in an occupation or profession. A rationale should be provided to support a claim that the knowledge or skills being assessed are required for credential-worthy performance in an occupation and are consistent with the purpose for which the licensing or certification program was instituted. 

This licensure is open to those who meet specific requirements and provides credibility to the work done by peer providers in recovery that do not meet the present educational and supervisory criteria for clinical based licensure. Licensed Integrated Care Professional credentialing will open doors for peer provider career advancement and ensure the peer core values are honored
	[bookmark: _Toc378615345]Career Track for Leadership Development

	Healthcare provider
	Educational requirements

	CPS, RC, CHW
	Postsecondary non-degree award plus lived experience and internship

	Licensed Integrated Care Provider (LICP)
	Associate’s degree and supervision

	Lived Experience Professional (LEP) 
	Additional certification for Licensed Professionals focused on wellness and recovery practices.


[bookmark: _Ref1896870][bookmark: _Toc378615342][bookmark: _Toc386225698]Section 5
[bookmark: _Toc378615343][bookmark: _Toc386225699]Action Steps
The following steps outline the process for creating certification criteria for the Licensed Integrated Care Provider and the Lived Experience Professional.   
[bookmark: _Toc386225700]Step 1 - Analysis and Planning
Create a taskforce to research and identify certification programs for mental health, addiction and public/community health offered through public and private sector providers. 
Analyze data to:
· Identify and reach out to Technical Assistance providers for each type of peer provided service
· Identify potential board members
· Draft mission, vision, and goal statements
· Define roles and responsibilities for Licensed Integrated Care Professional
· Define roles and responsibilities for Lived Experience Professional (LEP) credentialing
· Identify potential funding sources for development costs
· Produce strategic plan including timeline and budget projections
[bookmark: _Toc386225701]Step 2 - Association Creation
Create the National Association of Lived Experienced Professionals
· Use taskforce recommendations to seat a Board of Directors 
· Use TAC assistance to compose bylaws for Association
· Define requirements for Lived Experience
· Collaborate with public and private sector to build support for association
· Secure funding sources
[bookmark: _Toc386225702]Step 3 – Licensed Integrated Care Professional 
Create a Licensed Integrated Care Professional accreditation board separate from but connected to the National Association of Lived Experienced Professionals.
· Develop competencies domains
· Develop competency matrix
· Identify and document mentorships and/or supervision requirement
· Establish process to validate and document Lived Experience at application stage
· Establish licensure process and requirements
· Create Licensure Exam
[bookmark: _Toc386225703]Step 4 – Curriculum Development
Develop core curricula for each competency domain
· Identify Subject Matter Experts (SMEs) from each peer group for each competency domain
· Recruit SMEs to work with Instructional Design team
· Establish measurable objectives for each competency domain
· Define success/failure for proving skill development
· Build training
[bookmark: _Toc386225704]Step 5 – Collaboration and Validation
Submit curricula to Certification Commission
· Use iterative process between Certification Commission, SMEs and Instructional Designers to solidify curriculum
· Partner with collaborative groups, for example: 
· Inter National Association of Peer Supporters 
http://inaops.org , 
· NASPID,
· International Certification & Reciprocity Consortium http://internationalcredentialing.org 
· Pacific Clinics Training Institute in conjunction with the University of Southern California School of Social Work http://www.healthnavigation.org/health-navigation-training 
· American Public Health Association http://www.apha.org/membergroups/sections/aphasections/chw 
· University of Texas Health Science Center, San Antonio, Institute of Medicine and Science Community Engagement program http://iims.uthscsa.edu/community.html 
[bookmark: _Toc386225705]Step 6 – Beta Class
Beta test training
· Recruit volunteers to pilot the training program
· Recruit peers in recovery to mentor/supervise pilot volunteers
· Validate training and testing instruments using TAC resources for each domain.
[bookmark: _Toc386225706]Step 7 – Process Evaluation
Evaluate Certification Process
· Make necessary adjustments
· Establish process for other curricula to meet certification standards
[bookmark: _Toc386225707]Step 8 – Roll out
Implementation
· Market Association through social media
· Present Association and certification process at local, state and national conferences
[bookmark: _Toc386225708]Step 9 – Establish Institute
University Program & Partnership for the US Peer Leadership & Training Institute and Program
· Establish a US university to house the US Peer Leadership & Training Institute and Program
· Develop the US National University Partnership for the US Peer Leadership & Training Institute and Program
[bookmark: _Toc386225709]Step 10 – Develop national partnerships
Develop National Collaborative Partnership for the US Peer Leadership & Training Institute and Program 
· See Appendix D
[bookmark: _Toc386225710]Section 6
[bookmark: _Toc378615351][bookmark: _Toc386225711]Acknowledgements

Thanks to the following individuals for their subject matter expertise and assistance in the writing and resourcing for this paper: 
Steve Harrington | Sharon Kuehn |Dale Jarvis | Harvey Rosenthal| Iden Campbell McCollum | Jennifer Maurer | Joseph Rogers | Adam Slosberg | Lauren Spiro | Lisbeth Riis Cooper | Magdalena Caballero-Phillips | Mark Salzer | Peggy Swarbrick | Ron Manderscheid |Larry Davidson | John Brekke | Gitane Williams |  Mary Jo Mather | BRSS TAC | Peter Ashenden |  Sue Bergeson | The Meadows Foundation | Denise Camp | Donna Bishop | Frank A. Aquino, Jr. | Gordon Espes | Trenda Hedges | William Irvin | Joelene Beckett | Joe Powell | Ken Minkoff | John de Miranda| Rachel Whitmire |Sabra Alderete | Wendy Latham | Tammy Heinz | 
[bookmark: _Toc378615350][bookmark: _Toc386225712]Section 7
[bookmark: _Toc378615353][bookmark: _Toc386225713]Bibliography
Manderscheid, Ron.  The Business of Treatment and Recovery: From recovery to resilience via health activation, Behavioral Healthcare. April 13, 2014. Retrieved April 13, 2014 from  http://www.behavioral.net/blogs/ron-manderscheid/recovery-resilience-health-activation 
Beronio, Kirsten, Po, Rosa, Skopec, Laura, Glied, Sherri. ASPE Issue Brief: Affordable Care Act Expands Mental Health and Substance Use Disorder Benefits and Federal Parity Protections for 62 Million Americans. United States Department of Health and Human Services, Office of the Assistance Secretary for Planning and Evaluation, February 20, 2013. Retrieved March 2014 from  http://aspe.hhs.gov/health/reports/2013/mental/rb_mental.cfm 
Brekke, John S., Siantz,  Elizabeth, Pahwa, Rohini, Kelly, Erin, Tallen, Louise and Fulginiti, Anthony. Reducing Health Disparities for People with Serious Mental Illness: Development and Feasibility of a Peer Health Navigation Intervention. Lyceum Books, Inc., Best Practices in Mental Health, Vol. 9, No. 1, March 2013. Retrieved March 2014 from http://www.healthnavigation.org/files/docs/2013-04-26_Reducing-Health-Disparities-For-People-With-Serious-Mental-Illness.pdf
Cycle of poverty (n.d.). In Wikipedia. Retrieved March 2014 from http://en.wikipedia.org/wiki/Cycle_of_poverty 
deMiranda, John, comments received via personal electronic communication on May 20, 2014
Fisher, Daniel and Spiro, Laureen (2013). Emotional CPR (eCPR), Retrieved December 29, 2013, http://www.emotional-cpr.org/
[bookmark: _Toc378613989][bookmark: _Toc378615354]Harrington, Steve. (2013) Peer Leadership
IC&RC Peer Recovery Credential Overview received via electronic communication with Mary Jo Mather, March 16, 2014.
INAPS National Practice Standards http://inaops.org/national-standards/ 
Behavioral Health Centers of Excellence & the Future of Health Draft Concept Paper, The National Council On Behavioral Health, Retrieved December 29, 2013, http://www.thenationalcouncil.org/wp-content/uploads/2013/12/BHCOE-draft-FINAL-12-18-13.pdf
Manderscheid, Ron. (2013). Essential New Roles for Peers and Service Recipients in the Whole Health Era, Retrieved December 29, 2013, http://www.behavioral.net/blogs/ron-manderscheid/essential-new-roles-peers-and-service-recipients-whole-health-era
Manderscheid, Ron. From recovery to resilience via health activation. Behavioral Healthcare, April 13, 2014. Retrieved April 13, 2014 from http://www.behavioral.net/blogs/ron-manderscheid/recovery-resilience-health-activation?utm_source=feedburner&utm_medium=feed&utm_campaign=Feed%3A+BehavioralHealthcareMagazine+(Behavioral+Healthcare+Magazine 
Mead, Sheri & Hanson, Chris, What is IPS?  Intentional Peer Support, Retrieved May 10, 2014 from http://www.intentionalpeersupport.org/what-is-ips/ 
National Federation for Families of Children’s Mental Health.  Certification Information Retrieved March 2014 from http://certification.ffcmh.org/
Psychiatric survivors’ movement. (n.d.). In Wikipedia. Retrieved March 2014 from http://en.wikipedia.org/wiki/Psychiatric_survivors_movement
Recovery model. (n.d.). In Wikipedia. Retrieved March 2014 from http://en.wikipedia.org/wiki/Recovery_model
Recovery to Practice http://rtp4ps.org/overview 
Stateline, Christine Vestal. 'Peers' Seen Easing Mental Health Worker Shortage.  Kaiser Health News, September 11, 2013. Retrieved March 2014 from http://www.kaiserhealthnews.org/Stories/2013/September/11/peer-mental-health-workers.aspx?p=1
The Standards for Educational and Psychological Testing. Developed jointly by: American Educational Research Association (AERA), American Psychological Association (APA)and National Council on Measurement in Education (NCME), 1999.
Tucker, S. J., Tiegreen, W., Toole, J., Banathy, J., Mulloy, D., & Swarbrick, M. (2013). Supervisor Guide: Peer Support Whole Health and Wellness Coach. Decatur, GA: Georgia Mental Health Consumer. Retrieved March 2014 from http://www.integration.samhsa.gov/Supervisor_Guide_to_Peer_Support_Whole_Health_and_Wellness_-c-_2013.pdf
Wang, Zijian Gerald, Peer Recovery Credential Job Analysis Report 2013. International Certification and Reciprocity Consortium. received via electronic communication with Mary Jo Mather, March 16, 2014.
[bookmark: _Toc386225714]Appendices 
[bookmark: _Toc378615356][bookmark: _Toc386225715][bookmark: _Ref1899012][bookmark: _Ref1899029][bookmark: _Ref1899059][bookmark: _Toc378613991][bookmark: _Toc378615357]Appendix A: Peer Leadership
[bookmark: _Toc378613992][bookmark: _Toc378615358][bookmark: _Toc378615468]Steve Harrington, JD, has a “lived experience” with psychiatric disorders and is an international consultant on mental health systems transformation. He earned a Master’s degree in Public Administration from Grand Valley State University and a law degree from Cooley Law School. He is the author of three books on mental health issues and is a frequent keynote speaker at state and national mental health conferences. Steve served as a delegate and lecturer at the 2009 World Mental Health Congress in Athens, Greece, and has presented on leadership issues at behavioral health summits in Ireland and Spain. Steve is a faculty member of Boston University’s Global Leadership Institute and is the founder and executive director of the International Association of Peer Supporters.
Why Lead?
Those of us who receive, or have received, mental health services know what works. We’ve been on the side of the table where highly educated mental health professionals slap labels on us and dictate treatment plans. We’ve been secluded, restrained, denied, unemployed, homeless and medicated beyond reason. When a group of mental health policy makers gather, we are the most important persons in the room—but only if we speak up.
When we remain silent, mental health systems lack vision and change is relegated to a concept instead of a plan of action. And, if nothing changes everything stays the same. Because the vast majority of mental health systems are in need of change (and a great many of those systems recognize that need), the voice of peers is especially important to guide that change. All too often, however, administrators have considerable difficulty finding people who will participate. Without peer leadership, change, if it occurs, will be guided by a small pool of administrators and academicians who perceive—not know with certainty—what is best.
Very often, peer providers are identified as potential change agents. But the reality is that a great many peer specialist are “co-opted.” That means they act and think more like mental health professionals than peers. In their zeal to belong or retain their positions, they have often lost touch with such important recovery components as self-determination, the strengths perspective, spirituality, natural supports and, most fundamental to recovery, hope.
There are other factors that make peer leadership especially important at this juncture. The challenging economy has resulted in severe budget cuts and, very often, those cuts are reflected in reduction or outright elimination of peer-run programs and initiatives. Administrators are forced to evaluate priorities and, without a peer voice, some of the most effective endeavors are on the chopping block.
Another important reason for peer leadership is the fact that many of those who have led us to the brink of significant change are tired. Many are simply getting old and have been advocating for many years. If the leadership “pipeline” is not fed and fed now, we run the risk of a knowledge gap where new leaders will have to relearn lessons and skills now in the advocacy toolbox of current leaders.…if nothing changes everything stays the same.

A troubling reality is that, as economic problems continue, traditional mental health organizations are seeking contracts and grants as never before. In many cases, such funding is available only for peer run organizations. Some traditional organizations have engaged in creating “token” peer run organizations where peers unlikely to contest issues are carefully selected to “participate” on boards but actually have no control.
These types of organizations are a threat because they do not contribute to change, use scarce financial resources and demean peer involvement. Without effective peer leaders who are intolerant of such sham organizations, change will remain an unattainable goal.
Consider what happened in New Jersey when a large number of psychiatric hospitals were closed in favor of community-based treatment two decades ago. This state had a large and well-organized peer group that agreed to “take on” community-based treatment. As a result, almost all mental health services are provided by peer-run organizations that hire and fire staff and set policies. Services are now more readily available, less expensive and more effective.
[bookmark: _Toc378613993][bookmark: _Toc378615359][bookmark: _Toc378615469]How to Lead
There are many leadership opportunities but effective leadership takes preparation. One cannot simply declare themselves a “leader” and engage in meaningful participation.Without effective peer leaders who are intolerant of such sham organizations, change will remain an unattainable goal.

Self Stigma—How we view ourselves can play a significant role in how we approach leadership. So many of us have been told—in many ways and from many sources—we are incapable of contributing to society. If we believe that, if we internalize that stigma, our role as leaders is doomed.
The first step, then, is to grapple with self-awareness. Are you hopeful? Self-confident? Determined? If you cannot answer “yes” to all of these questions, then you may not be ready to lead. The good news is these barriers can be overcome. Support groups and courses such as Wellness Recovery Action Planning (WRAP) and Pathways to Recovery can help us understand ourselves and our place in the world. With this understanding, we can gain an attitude and personal attributes that will make us effective leaders.
Each of us has a particular skill set that could help us be the most effective leaders we can be. For example, some people are excellent writers while others are more skilled in public speaking. But don’t discount advocacy through socializing, art, photography and other skills and interests.
Vision—Do you have a vision for yourself? Do you have a vision as to how mental health systems can improve? Have you learned to dream and dream big? Having a vision is important and is often related to self-confidence and self-esteem. We must be willing to take risks and venture outside our comfort zones if we are to be leaders. 
Persistence—You can tell you are a leader when you offer ideas that are shot down; sometimes in very hurtful ways. Being persistent, though, can make the difference. When an idea is rejected, it is often useful to listen beyond the “no.” Ask yourself, “Why is this person (or group of people) rejecting this idea?” Very often, you will find it is because of fear of change and not a personal attack.
In one southern state, a group of peers arranged for a meeting with their state mental health director. The group came for support for a peer specialist program in that state. They were told, by the director, that recovery was a myth and under no circumstances would there be a peer specialist program. The group was persistent, however, and they went from one organization to another to build support. About 18 months after they were rejected by the mental health director, the state adopted a peer specialist certification program. Within a few years, the state boasted about 1,000 trained, certified and working peer specialist and had become a national leader in the field. Had this group accepted the director’s initial response, peer support in that state would still be a dream. Today, it is a reality that is helping people recover from the ravages of mental illnesses.
Education—It is vital to understand how organizations are structured and operate. Knowing who makes decisions and why can save time and advocacy effort. You can spend months trying to convince a line-level bureaucrat or administrator that a certain policy change is needed. But if that person does not have the authority to make the necessary decisions, your time and effort may be wasted.
It is also important to know how meetings are conducted. There is often a protocol that determines when and how peer input is appropriate. Some meetings are governed in a very structured manner and follow Robert’s Rules of Order to the letter. Others may be more informal and encourage participation anytime.
How you communicate can be vital. An adversarial approach that feeds conflicts is rarely productive and people who use personal attacks instead of calmly expressed, reasoned arguments often find themselves isolated and ineffective.Knowing who makes decisions and why can save time and advocacy effort.

Very often, mental health leaders are involved in very emotional issues. A personal experience, or that of a good friend, can feed the adrenalin and threaten a good argument. If carelessly presented, a good idea may be rejected not because it lacks merit but because the leader alienated the audience. 
Collaborate—A single voice does not carry as far as a chorus. Look for others who share your desire for change. They may be other individuals or organizations. Learn, through networking and socializing, what others find important. Use this information to find others who may be sympathetic to your cause and partner with them to advocate.
One, often overlooked, way to form collaborations is to join other organizations. The National Alliance on Mental Illness (NAMI) has local, state and national organizations. The same may be true for other groups such as Mental Health America (MHA) and the Depression and Bipolar Support Alliance (DBSA). Becoming a member—perhaps even a board member—can help you learn about the organization’s goals and how they may be similar to your own.
Collaboration can offer more than a loud voice. Working with others can help you refine your goals and ways and means of expression. Collaboration can contribute to resiliency. Leadership brings with it times of much frustration. Having others who understand and can empathize could help you see issues in a different perspective. Or, just having an opportunity to “vent” can provide some much-needed relief. 
One mantra among mental health leaders is: “Remember, we’re all in this together.” That simple phrase can be used not just among peer leaders but with those who may present roadblocks as well. Sometimes, simply reminding others that a common goal is wellness is enough to break tension and get a discussion back on track.
Communication—Why would anyone follow you? The answer to that question will be dependent upon your ability to communicate a vision, collaborate and keep everyone informed. With expert communication (which also takes considerable time), followers will be inspired, motivated and feel invested in the effort.
Time and Energy—Many would be leaders often underestimate the amount of time and energy it takes to lead. One must carefully assess the demands on one’s time and energy. Leadership will take its toll on relationships (especially friends and family) unless time and energy are budgeted. Delegation alone will not relieve these demands. As a leader, there are some things that simply cannot be left to others—regardless of how competent they may be.
Self-Care—The need for self-care is another aspect often overlooked. Leadership can be frustrating, intense and stressful. Unless you have a very specific plan of how you are going to take care of yourself and plan “down time,” you run the risk of “burn out.” If you fail to care for yourself and remain healthy—physically and mentally—leadership is likely to also fail. 
Be intentional about self-care. Learn what will help you best deal with leadership pressures, plan leisure time with friends and family and act on that plan. Consider a new hobby and setting aside a specific day or part of a day for YOU. Turn off your telephone. Set mail aside. Hang out with your friends. Cook a special meal. Take a long walk. You deserve it and will need it!If you have a well-defined and expressed goal, you are more likely to enjoy the support of others.

[bookmark: _Toc378613994][bookmark: _Toc378615360][bookmark: _Toc378615470]Where to Lead
It is not enough to be a leader. You have a place—a goal—to which you are leading. If you have a well-defined and expressed goal, you are more likely to enjoy the support of others.
Your goal-definition process may begin with your vision and it may be as broad as: “Bringing recovery to others.” Within that vision, however, it is usually helpful to have specificity. For example, “Starting a drop-in center” may fit within that broad vision statement. Or, your vision may be something like “Change the system.” If that is the case, identify a particular aspect of the system that could be changed. For example, you may decide more peer members should be on a policy making board. Specificity will also help identify collaborators and find supporters and resources.
Where can you find a vision? That may get back to education. You may know the system can improve but may be unsure as to how. One way to learn about change options is through networking. Meeting with others—especially those from other areas—can help you identify potential endeavors you can adapt for your area. But be aware that not every idea or program is appropriate for every area. And if you try to do too much, you may end up doing nothing.
A good place to meet others to share ideas is at state, regional and national mental health conferences. Workshops often focus on particular initiatives and presenters are potential resources for additional information and support. Look for handouts (you may want to pick up multiple copies if an idea seems particularly viable) and trade business cards with the presenters.
Peer leadership has never been more vital than it is today. We have real opportunities to create meaningful change that not only saves money but helps more people on their recovery journeys as well.
There are a number of leadership development programs available. Some are found through community or business organizations. Others are offered through peer-run organizations and are directed specifically for those interested in mental health advocacy. You may want to seek these programs out as they offer leadership knowledge and skill creation and development. You may also find collaborators among fellow students.
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Key concepts of peer leadership and development are grounded firmly in a foundation of recovery, hope, personal responsibility, diversity, linguistic and cultural competency, mutual respect and intentionality which are put into a framework and practice via national community collaboration and partnership as follows:
· Mutual Respect and Commonly Held Beliefs of Recovery, Whole Health & Wellness Solutions: A Whole Community v. Silos;
· An Intentional Foundational Infrastructure for A National Community;
· National Collaboration and Partnership through Relationship and Leveraging of Existing Networks;
· Leadership as a Common Act and Individual Personal Responsibility and Community Responsibility Moving Towards Mutual Goals;
· National Recruitment;
· Mentorship & Education;
· Leadership Development;
· Relationship, Collaboration and Partnership
· Action
· Multicultural Leadership ~ We need all our leaders!
We are a global community, from all backgrounds, ages, ethnicities and races that are standing together to cause the evolution of consciousness and culture. 
Effective leadership is multicultural and can show up as differences in behavioral styles, cognitive processing, values and expressions, directly or indirectly. 
Culture is defined broadly to be inclusive of differences of ethnicity, race, gender, age, sexual orientation and social class
Peer Supports that are a necessary part of our growth and development
1. Telling One’s Story 
2. Facilitating Groups
3. Communication Skills
4. Program Development
5. Addressing Power Differences
6. Conflict Resolution
7. Budgets and Operations
8. Community Organizing
9. Culture of Systems (family mental health, educational)
10. Strategic thinking and leading through influence
11. Policy making and politics
12. Building alliances
13. Tools for collaboration and shared decision making; 
14. Mastering money conversations
15. Building Coalitions
16. Walk your Talk with personal WRAP plans
We need each other to learn more about ourselves to ensure you or your employees are fully equipped to rise to these challenges, and become great Peer Support Workforce.
The challenges of working in Peer Support are unique. Peer Support Workers are required to bring elements of deeply personal experience into a professional setting, and to make difficult decisions on a regular basis about how best to promote the recovery of their peers.
Peer Supporters:
1. Understand the philosophical and ethical foundation of recovery-based peer support 
2. Are culturally competent, and able to implement the learning with others in their work 
3. Understand and be able to apply the concept of promoting autonomy in peer support work
4. Understand the role of advocacy in peer support 
5. Understand the role of peer support and how it relates to mental health services 
6. Understand the change cycle and how to facilitate change 
7. Are able to identify safe peer support practices and demonstrate safe and (ethical practice including use of external supervision) 
8. Develop skills to support and facilitate recovery and wellness 
9. Develop individual and group communication skills 
10. Develop the ability to reflect critically on their practice. 
The workforces of peers or people with lived experiences need to know their skills. Within the transformational changes, we also need to be mindful of vocational assessments, and what education or training we need to sustain our lifestyle as a contributing member of economical society.
· Become aware of the cultural embeddedness of our practice goals, methods, ‘norms’, frustrations, & what we construct as positive outcomes.
· Become aware that those we serve are experiencing our encounters through their own cultural lens. Envision the future, with every one and all our diverse cultures, languages, religions, in it.
Contextual Ethnics - As soon as you know better, you can do better, you have an opportunity to make a change as soon as you are aware of it, start a new behavior, and it is a call to deprogram yourselves of self-defeating attitudes and actions.
Sharing the principles of wellness and recovery, the transformation process and the varied roles of leadership. We help influence peers and their family members and the important roles community well-being can play. Recognizing that individual participants are likely to be involved in activities at their organizations and/or local communities, addressing individualized needs and personal goals.
Core competencies and skill development are needed to address these three levels:
1. Individual and Family,
2. Systems or organizational; and 
3. Community.
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In total, through the Affordable Care Act, 32.1 million Americans will gain access to coverage that includes mental health and/or substance use disorder benefits that comply with federal parity requirements and an additional 30.4 million Americans who currently have some mental health and substance abuse benefits will benefit from the federal parity protections. By building on the structure of the Mental Health Parity and Addiction Equity Act, the Affordable Care Act will extend federal parity protections to 62 million Americans
	
	Individuals who will gain mental health, substance use disorder, or both benefits under the Affordable Care Act, including federal parity protections
	Individuals with existing mental health and substance use disorder benefits who will benefit from federal parity protections
	Total individuals who will benefit from federal parity protections as a result of the Affordable Care Act

	Individuals currently in individual plans
	3.9 million
	7.1 million
	11 million

	Individuals currently in small group plans
	1.2 million
	23.3 million
	24.5 million

	Individuals currently uninsured
	27 million
	N/A
	27 million



[bookmark: _Toc378615365][bookmark: _Toc386225718][bookmark: _Toc378613998][bookmark: _Toc378615366]Appendix D: Collaborative Opportunities: National Partnership for a U.S. Peer Leadership & Development Training Institute and Program
	Organization
	Program
	Contact

	ACMHA College For Behavioral Health Leadership (PLIG)
	Learner/Mentor Program
	Kris Ericsen, Director

	Depression & Bipolar Support Alliance National
	Faces & Voices Of Recovery; National Training Programs
	Lisa Goodale, Director of Training

	Innovative Employers
	Leadership & Development
	Chief Executive Officer

	Local, State, National Providership
	US Local, State And National Physical And Behavioral Providership
	TBA

	Managed Care Organizations
	Optum Health, Magellan, Others
	Susan Bergeson; Tom Lane; Others

	Mental Health America National
	The Nation’s Voice On Mental Health, TAC
	Public Policy Director; Patrick Hendry, Nat’l Consumer Director

	National Alliance On Mental Health
	NAMI Star, TAC
	Chacku Mattai, Director; Tanya C. Naranjo, Project Manager

	National Council On Behavioral Health Leadership
	Integration On Physical And Behavioral Health Innovations, Peer Supports
	Laura Galbraith

	National Technical Assistance Centers
	Peer Innovation, Leadership & Development
	Project Directors

	NCBHDD
	Us Peer Innovations
	Ron Manderscheid

	Peer Rural Satellite Network
	Us Peer Rural Satellite Infrastructure Network
	Jennifer Padron; Gitane Williams

	SAMHSA
	CMHS
	Pamela Hyde, Chief; Paolo Del Vecchio, Director, CMHS

	SAMHSA Ads Center
	Social Inclusion
	Ruth Montag, Director

	Universities
	Academic Supports
	Departmental Directors/Faculty

	Us Department Of Health & Human Services
	Innovation, Leadership & Development
	Chief

	Us Rural Mental Health Association
	Rural Mental Health Initiatives
	Lynda Werlein, Board Of Director

	Us State By State Consumer Organizations
	501c3’s, COSPS
	Us State Consumer Organization Gatekeepers

	Vanguard Communications
	Wellness And Social Inclusion with SAMHSA
	Crystal Borde, Programs Manager


	
[bookmark: _Toc378615367][bookmark: _Toc386225719][bookmark: _Toc378614000][bookmark: _Toc378615368]Appendix E: U.S. Peer Related Training Programs:
	Primary Us Peer Trainings For Personal & Professional Enrichment
	Program Offerings For Peers Nationwide
	Contact(S)
	Goal/Vision

	36 Us State By State Certified Peer Specialist Certification (Behavioral Health)
	State By State CPS Certification Projects, Application Only
	Your State Department For MH/SA Consumer Representative For Certified Peer Specialist/Recovery Coach Certification Programming
	Certified Peer Specialist Behavioral Health & Wellness Coach Certification (Sub-endorsements available by individual states)

	ACMHA College For Behavioral Health Leadership Learner/Mentor Program
	Leadership
Management
Training
Education
Mentorship
Development
Application Only
	Kris Ericson, Executive Director
Executivedirector@Acmha.Org 
	Train and culminate the next generation of behavioral health leadership in the United States 

	Community Health Worker Certification
(Physical Health/Chronic Disease, Education, Marketing & Promotion)
	State By State CHW Certification Projects, Application Only
	Your State Department Of Health Services
	Community Health Worker Certification

	Emotional CPR
	eCPR Nationwide, Application/Broad Acceptance 
	Lauren Spiro/Daniel Fisher, National Empowerment Center
	Dialogue and Emotional CPR for crisis assistance

	Intentional Peer Support
	Intentional Peer Support (IPS) State
Regionally
Nationally
Application/Broad Acceptance
	Chris Morgan, Business Director, www.Intentionalpeersupport.Org 
	Peer to Peer “Mutuality, Intentionality”

	Mental Health First Aid
	State by State MHFA Trainings and Offerings, Application/Broad Acceptance
	The National Council of Behavioral Health
	Medical model v. Recovery model in relation to education of diagnosis, crisis stabilization of normalized environments

	Recovery Coach Certification (Addiction)
	State By State Recovery Coach Certification Offerings, Application Only
	Your State MH/SA Consumer Representative for Certified Peer Specialist/Recovery Certification Programming
	Recovery Coach Certification (Substance Abuse & Addiction Recovery Coach)

	SAMHSA/HRSA Training Physical & Health Integration Training TAC
	BHB National Training Opportunities, Application Only
	The National Council, SAMHSA
	Providing national peer-run providers an opportunity to on-line direct training on integrated care during within the context of the accountable care act

	The National Council On Behavioral & Physical Health: Integration TAC
	See Above.
	See Above.
	See Above.

	Trauma Informed Care Recovery (SAMHSA/National Council/NASHMPD)
	NASHMPD, SAMHSA, The National Council Trauma Informed Care Recovery Training offered regionally, state, nationally through organizational application process
	Jeremy Mcshane, NASHMPD, Training Coordinator
	Education, training, organizational foundational support, development on trauma informed care recovery and restrains & seclusion

	US Peer Rural Satellite Network
	Regional peer-provided subject matter expertise and training, technical assistance in us rural locations for capacity building and foundational supports; organizational/individual application process for service need
	Jennifer Padron, Gitane, and National Collaborative Network of TAC Providers
	Education, training, organizational foundational support, development for peer supports/services in rural us locales

	WRAP ®
	The Copeland Center, Vermont
	Matthew Federici, Executive Director
	Wellness Recovery Action Plan And WRAP Pals ® 



[bookmark: _Toc378615369][bookmark: _Toc386225720][bookmark: _Toc378615370]Appendix F: Peer Leadership Competencies
[bookmark: _Toc378615371][bookmark: _Toc378615481]The Greater Bay Area Mental Health and Education Workforce Collaborative and the California institute for Mental Health published the “MENTAL HEALTH COMPETENCIES PROJECT” in January 2014 Co-Authored by Donna M. Wigand, LCSW and Dr. Susan A. Taylor, Ph.D, MSW outlining 6 Tiers for Management Competencies and Occupation-Specific Requirements of the following which we recommend for further peer leadership, development and management in all/any programmatic services and supports:
· [bookmark: _Toc378615372][bookmark: _Toc378615482]Staffing
· [bookmark: _Toc378615373][bookmark: _Toc378615483]Informing
· [bookmark: _Toc378615374][bookmark: _Toc378615484]Delegating
· [bookmark: _Toc378615375][bookmark: _Toc378615485]Networking
· [bookmark: _Toc378615376][bookmark: _Toc378615486]Monitoring Work
· [bookmark: _Toc378615377][bookmark: _Toc378615487]Entrepreneurship
· [bookmark: _Toc378615378][bookmark: _Toc378615488]Supporting Others
· [bookmark: _Toc378615379][bookmark: _Toc378615489]Motivating & Inspiring
· [bookmark: _Toc378615380][bookmark: _Toc378615490]Developing & Mentoring
· [bookmark: _Toc378615381][bookmark: _Toc378615491]Strategic Planning /Action
· [bookmark: _Toc378615382][bookmark: _Toc378615492]Preparing & Evaluating Budgets
· [bookmark: _Toc378615383][bookmark: _Toc378615493]Clarifying Roles & Objectives
· [bookmark: _Toc378615384][bookmark: _Toc378615494]Managing Conflict & Team Building
· [bookmark: _Toc378615385][bookmark: _Toc378615495]Developing an Organizational Vision
· [bookmark: _Toc378615386][bookmark: _Toc378615496]Monitoring & Controlling Resources


