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PEER RESPITE POLICY BRIEF 

Massachusetts lacks sufficient voluntary, non-clinical community behavioral health options for 

individuals experiencing mental or emotional distress. One solution to this problem is to establish 

peer respites throughout the state.  SD.832/HD.539 would do just that, placing a peer respite in each 

county of the Commonwealth while establishing two respites devoted to the Black/Brown, 

Indigenous, and People of Color (BIPOC) community and two respites devoted to the LGBTQIA+ 

community. Peer respites reduce costs, promote recovery, and conserve crucial resources of an 

overburdened mental health system. This brief explains what these facilities are, how they operate, 

and why they are needed to address the current mental health crisis confronting this state.  

What are Peer Respites? 

Peer respites are a form of crisis intervention that provide safe and supportive environments 

for individuals experiencing emotional or mental distress. They provide individuals with voluntary, 

short-term lodging and nonclinical, trauma-informed, person-centered emotional support in a non-

coercive, homelike environment. These centers are easily accessible and operate on a 24-hour basis—

there is no need for prior-authorizations, and other gatekeeping functions are limited. Peer respites 

serve individuals who do not or cannot get their needs met in a traditional, clinical mental health 

setting. 

Peer support and peer respite services are based on the commonsense notion that individuals 

who have personal experience with mental health issues, navigating mental health and other systems, 

and related challenges are uniquely qualified to assist others confronting similar struggles. Such 

connections and services have been shown to promote hope surrounding the possibility of recovery, 



personal strength, and choice.i This is in part attributable to the peer respites’ focus on helping 

individuals maintain long-term recovery past acute crises. Key components of this model include 

empowering and involving consumers of behavioral health services in shaping their own care and the 

integration of peer providers into the workforce supporting recovery and resilience. 

Each peer respite is completely staffed and operated by “peer supporters” who are formally 

trained in the provision of peer support and respite services, and each of whom has psychiatric 

histories and/or have faced and navigated similar emotional crises.ii These individuals provide 

assistance that promotes engagement, socialization, recovery, self-sufficiency, self-advocacy, 

resiliency, wellness, and the development of skills necessary to confront and overcome mental and 

emotional challenges in the future. This paradigm allows individuals to receive emotional support and 

practical assistance from peers with similar lived experiences in an environment that fosters personal 

growth and recovery, while avoiding hospitalization and other invasive and life-disrupting 

interventions.  

Why Peer Respites? 

Peer respites work. They save lives and cut unnecessary health care spending while promoting 

recovery and self-determination. They have also been recognized as a cost-effective alternative to 

inpatient psychiatric hospitalization by clinical experts,iii the Substance Abuse and Mental Health 

Services Administration,iv the Centers for Medicare & Medicaid Services,v the World Health 

Organization and United Nations,vi and the Massachusetts Department of Mental Health.vii 

And while the services they offer are non-clinical in nature, the research shows that the use of peer 

respites leads to better clinical outcomes. Peer respites improve users’ self-esteem and confidence,viii 

empathy and acceptance,ix sense of control and ability to bring about changes in their lives,x quality of 

life and life satisfaction,xi empowerment and hope,xii community engagement,xiii engagement and 

activation in treatment,xiv and social functioning.xv In addition, peer respites use has led to decreased 



hospitalization,

xviii

xvi use of inpatient services,xvii and self-stigmatization among individuals experiencing 

emotional or mental struggles.   

The Need for Peer Respites 

Effective solutions are needed to combat the mental health crisis confronting the nation. 

Approximately 1 in 5 adults in the United States (46.6 million people in total) experience life-

interrupting emotional or mental distress each year; suicide is the 10th leading cause of death in the 

United States, and the 2nd leading cause of death for people aged 10-34.xix There simply are not 

enough outpatient facilities to meet the needs of individuals experiencing mental and emotional 

distress. This leads to overcrowded psychiatric emergency rooms, a lack of inpatient beds, and 

emergency room boarding of individuals for days on end. 

Yet, most individuals experiencing acute mental or emotional distress do not require inpatient 

hospitalization. For many individuals, traditional psychiatric emergency room and inpatient hospital 

services are undesirable and avoidable when less coercive or intrusive community-based supports are 

available. Nevertheless, many individuals who do not require or will not benefit from emergency care 

end up in hospital emergency rooms due to the lack of accessible non-coercive community behavioral 

health options.xx This process is costly and ineffective and results in overutilization of limited hospital 

resources, invasive pharmacological interventions, and unnecessary involuntary commitments.xxi  

Unfortunately, there are only three operational peer respites

xxiii

xxii in the entire state, and none 

focus on serving the LGBTQIA+ community. There is a distinct need for such facilities. LGBTQIA+ 

youth report significantly higher rates of attempting suicide.   In 2022 alone, 41% of LGBTQIA+ 

youth in Massachusetts reported seriously considering suicide, including 51% of transgender and 

nonbinary youth; and 11% and 15% of such individuals attempted suicide, respectively.xxiv More than 

half of LGBTQIA+ youth reported experiencing symptoms of depression, and over 70% reported 



experiencing anxiety.xxv These figures were even higher for youth identifying as transgender and 

nonbinary, with 64% reporting experiencing symptoms of depression and 78% reporting anxiety.xxvi  

The creation of additional peer respites will provide individuals experiencing mental or emotional 

distress with a safe place to go to and enable them to receive effective nonclinical support from 

trained peers who themselves have overcome similar struggles. The establishment of LGBTQIA+- and 

BIPOC-focused peer respites will additionally provide members of this community with a unique, 

supportive resource and temporary refuge from harmful situations. 

There is No Better Time to Invest in Peer Respites 

Legislation or appropriations are needed for the purpose of establishing additional peer 

respites throughout the state. The attached legislation will accomplish this end. This bill will establish 

fourteen additional peer respites throughout the Commonwealth, including two LGBTQIA+-specific 

and two BIPOC-specific facilities. If signed into law, this bill will ensure that each county has at least 

one peer respite facility available for individuals in crisis. It will also ensure that the existing peer 

respites and relevant stakeholders have a say in how these new peer respites are operated.  

The peer respite legislation is a unique opportunity to establish a system devoted to the 

principles of self-determination, individual autonomy, and sustained recovery. Peer respites empower 

individuals to seek assistance for their needs without fear of having their liberty deprived through 

involuntary hospitalization or their autonomy subverted with the forcible administration of 

psychiatric drugs. This legislation will help establish a true nonclinical, voluntary behavioral health 

option for such individuals, and will simultaneously reduce waste and free up hospital beds for 

individuals who require a higher level of care. It is a win for all parties involved. 
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