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A B S T R A C T

Introduction: Peer recovery support services (PRSS) provided by Recovery Community Centers (RCC) address 
critical needs for individuals navigating the recovery process. Limited literature exists on the costs of providing 
these services for individuals with Opioid Use Disorder (OUD). The goal of this study is to identify and cost 
services for two separate PRSS programs provided by a Kentucky RCC, Voices of Hope-Lexington (VOH).
Methods: The study evaluated two models: VOH RCC standard services and an expanded PRSS program, designed 
to promote MOUD linkage and retention as a core intervention for a federal grant. We collected 2022 financial 
data from the agency and administered key informant surveys to determine how VOH staff spent their time. The 
study entered results into a modified Substance Abuse Services Cost Analysis Program (SASCAP) to calculate 
program costs and estimate average labor costs per week for PRSS and administration.
Results: The RCC standard program enrolled 721 individuals over the course of the year and incurred operating 
costs of $876,831. A large portion of RCC expenses ($201,671) were dedicated to community support services for 
daily walk-ins, such as mutual aid meetings, laundry, computer access, and community meals. Administration 
(46 %) also drove labor expenses. Annual per-participant costs were $2824.
The Expanded PRSS program spent $2,500,613 on operations to serve 1411 individuals., Labor accounted for 
more than two-thirds of costs and the annual per-participant expenses were $5286. Allocations for administrative 
tasks comprised 20 % of expenses in the expanded PRSS program. The expanded PRSS program also invested 
heavily into barrier relief services, which was the second largest category for labor expenses among participant- 
facing services, representing a broad range of needs.
Conclusions: Within the VOH RCC, labor is the primary driver of costs for both PRSS programs. Administrative 
expenses were high within the standard RCC program since future funding is uncertain. Federally sponsored 
research funding provided expanded PRSS services for individuals with OUD and allowed for barrier relief 
support such as transportation and housing. These services were identified as important tools to linking and 
retaining individuals in treatment beyond the standard RCC provided services.

1. Introduction

Deaths involving opioids claimed the lives of over 70,000 individuals
within the U.S. in the 12 months leading up to May 2024 (Ahmad et al., 

2024). In addition, more than 9 million Americans needed treatment for 
opioid use disorder (OUD) in 2022 (Dowell, 2024). A congressional 
committee recently released a report estimating that the opioid crisis 
cost the U.S. nearly $1.5 trillion in 2020, a 37 % increase from the 
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Centers for Disease Control and Prevention (CDC) estimates released in 
2017 (United States Joint Economic Committee, 2022). The National 
Institute on Drug Abuse (NIDA) estimated that, of these costs, less than 4 
% were related to treatment. The remainder of these costs can be 
attributed to expenses associated with untreated OUD, such as criminal- 
legal system involvement, infectious disease transmission, higher over
dose rates, lost productivity, and healthcare service costs (National 
Institute on Drug Abuse, 2021).

Although OUD is typically chronic, it has historically been addressed 
through acute treatment (McLellan et al., 2000; Providers Clinical 
Support System, 2021). Acute treatment focuses on stabilizing a pa
tient's emergent condition and neglects optimal longer-term remission 
and recovery outcomes (McLellan et al., 2000; Stanojlović & Davidson, 
2021). Due to this gap in care, a focus on peer recovery support services 
(PRSS), specifically designed to improve linkage and retention on 
medications for opioid use disorder (MOUD) is essential. Although 
MOUD is the gold standard for OUD treatment, fewer than one in four 
individuals with a need for OUD treatment receive MOUD (Mauro et al., 
2022). With a lack of effective ongoing treatment access, as many as 3–9 
% of individuals with a prior opioid overdose are readmitted for opioid 
dependence or another overdose within a year (Grzebinski et al., 2021; 
Peterson et al., 2019). Importantly, among individuals who began 
MOUD treatment, over 60 % of enrollees discontinued care within 6 
months of initiation, with young adults being particularly vulnerable to 
this attrition (Samples et al., 2018; Viera et al., 2020).

Recovery community organizations (RCOs), typically non-profit or
ganizations led by people with lived experience, may bridge the gap 
between a need for OUD treatment and linkage and retention on MOUD. 
In particular, RCOs, which may operate at a state or regional level, aim 
to celebrate and support recovery of local community members 
(Recovery Community Organization Toolkit, 2023; Substance Abuse 
and Mental Health Services Administration, 2023). RCOs embrace all 
pathways to recovery, including harm reduction and MOUD, and are 
ideally situated to provide a broad array of recovery support services. 
Recovery Community Centers (RCCs), a novel type of RCO growing in 
popularity throughout the nation, are places where individuals with 
OUD regularly visit for social support and recreational activities. RCCs 
provide services, such as peer recovery support services (PRSS), tele
phone recovery support, mutual aid meetings, and pro-social activities 
(Kelly et al., 2021). RCCs also offer a physical location uniquely 
equipped to serve individuals with MOUD and where individuals can 
drop in to be linked to and/or enrolled in programs; some RCCs also 
provide mobile harm reduction outreach (Ashford et al., 2018; Hoepp
ner et al., 2024).

Several studies have demonstrated that RCCs are effective in facili
tating and supporting recovery among people who use substances (Eddie 
et al., 2019; Fallin-Bennett et al., 2020; Hutchison et al., 2023). Re
covery coaching is a type of PRSS commonly offered in RCCs. Recovery 
coaches engage participants in strengths-based, tailored coaching ses
sions designed to empower participants to build their recovery capital, 
navigate barriers, and link people to community resources. PRSS have 
been connected to improvements in MOUD outcomes, reductions in 
substance use and acute care services (hospitalization or withdrawal 
management), improvements in treatment completion and satisfaction, 
and feelings of connection and support (Eddie et al., 2019; Fallin-Ben
nett et al., 2020; Harris et al., 2022; Hutchison et al., 2023; O'Connell 
et al., 2020; Treitler et al., 2024; Winhusen et al., 2020). Further, a 
recent systematic review of the literature identified 12 studies of PRSS 
specifically designed for people with OUD (Gormley et al., 2021). 
Among those, the majority focused on linkage to MOUD or follow-up 
(91.7 %); however, none of the identified studies focused on MOUD 
retention (Gormley et al., 2021).

Although evidence supports that PRSS results in fewer costly nega
tive outcomes (e.g., emergency department utilization and hospitaliza
tions), there is limited data available on the cost of PRSS itself. 
According to Kelly and colleagues, due to the high variance in RCC 

programming and budgets (ranging from $17,000 to $760,000 per 
year), summarizing a “standard” program and budget for the operation 
of an RCC is difficult (Kelly et al., 2020). Further, these investigators did 
not break down the costs for specific programs operating within an RCC 
(e.g., the cost of providing PRSS). Overall, our team was unable to 
identify any studies that reported on the cost for RCCs or their specific 
services, such as PRSS to promote linkage and retention to MOUD. 
Understanding the services provided and the associated costs would 
allow RCCs to more accurately budget for services provided. Sustain
ability of RCCs is also uncertain given that many RCCs rely on a 
patchwork of funding from disparate sources that may not be renewed 
from year to year.

Obtaining accurate cost information for RCCs and peer recovery 
services is critical for evaluating program effectiveness and informing 
future policy decisions. The two objectives of this study are to identify 
the set of service categories and activities provided by Voices of Hope 
(VOH), a RCC located in Lexington, KY, and to conduct a comprehensive 
cost analysis of VOH. To our knowledge, this study is the first to identify 
the specific activities and services provided by an RCC and to estimate 
the economic costs of service delivery under two funding scenarios. 
First, we examine a set of VOH PRSS that are provided throughout the 
year under normal operations using funds from the Kentucky Opioid 
Response Effort (KORE), foundation grants, and philanthropy. Second, 
we examine an expanded set of PRSS, including peer navigation pro
grams designed to promote MOUD linkage and retention that were 
funded through the National Institutes of Health (NIH) Helping to End 
Addiction Long-Term (HEAL®) initiative. This work was part of the 
HEALing Communities Study (HCS), a four-state study with the over
arching objective of implementing evidence-based practices (EBPs) to 
significantly reduce opioid-related overdose fatalities in 67 urban and 
rural communities and the Justice Community Opioid Innovation 
Network (JCOIN), a research cooperative featuring interventions 
designed to address OUD among people in the criminal-legal system. 
Kentucky was one of the JCOIN hubs focusing on increasing MOUD 
initiation and maintenance among high-risk justice-involved women 
transitioning from jail to community settings (HEALing Communities 
Study Consortium, 2020; Staton et al., 2021). Separate manuscripts 
describing total costs of HCS and JCOIN interventions are also in 
progress.

Understanding the costs of this OUD intervention within a highly 
impacted state will provide greater insight into its economic viability 
and support researchers, practitioners, and policymakers in determining 
future funding allocations for combatting the opioid crisis.

2. Methods

The cost analysis was performed from the perspective of the peer 
recovery agency to quantify the costs of the specific services provided 
through the RCC for their standard operations and as a part of the 
expanded PRSS programs.

The HCS Kentucky (KY) Health Economics team followed a micro- 
costing approach and conducted semi-structured interviews with VOH 
staff to identify which services were provided and to group services into 
distinct categories. A modified version of the Substance Abuse Services 
Cost Analysis Program (SASCAP) (Zarkin et al., 2004) was employed to 
calculate the costs of services provided. Per the instrument's creators, 
“the SASCAP is a validated instrument that collects program expendi
tures for resource categories, such as labor, building space, contracted 
services, and supplies and materials, as well as staff labor hours spent on 
the provision of direct treatment services and administrative activi
ties…”(Dunlap et al., 2018). For our analysis, we used the SASCAP cost 
and labor modules to collect data on overall agency costs as well as 
detailed information on how staff time is allocated across the PRSS. This 
instrument was administered by the HCS KY Health Economics team 
through an electronic survey and follow-up interviews were completed 
on an as-needed basis with agency personnel. Financial data were 
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collected from the agency's accounting software, which included actual 
program operation expenses and staff wages. No other cost data sources 
were included for the analysis. The reference year for our analysis is 
2022 and all costs are therefore reported in 2022 dollars.

VOH's RCC services included recovery coaching, telephone recovery 
support, multiple types of mutual aid meetings, overdose education and 
naloxone distribution (OEND), substance-free social events (e.g., com
munity meals and holiday celebrations), and large-scale community 
events designed to reduce stigma in the community (e.g., Overdose 
Awareness Day). VOH staff also regularly conduct community outreach 
(e.g., speaking engagements designed to provide education around 
stigma reduction, recovery, and VOH services) in locations, such as re
covery residences, drug court meetings, and local schools or churches. 
Further, VOH operates a mobile harm reduction outreach service, which 
visits 1–2 sites per day to ‘meet people where they are’ and offers on-site 
recovery coaching, treatment, and resource referrals. The VOH mobile 
outreach program distributes free harm reduction supplies (e.g., fenta
nyl test strips, naloxone, and information on safer drug use) as well as 
hygiene items and snacks. For the purposes of this study, these services 
are referred to as the “RCC standard services” throughout this 
manuscript.

As noted above, VOH partnered with the University of Kentucky on 
two of the NIH HEAL initiatives (HCS and JCOIN) to operate an 
expanded PRSS and peer navigation program. These programs were 
designed to promote MOUD linkage and retention as a core intervention 
being evaluated in these studies (Moffitt et al., 2024; Staton et al., 2021). 
For the purposes of this study, we refer to the NIH-funded model as the 
“expanded PRSS model” throughout this manuscript.

Both the HCS-VOH and JCOIN recovery coaching and navigation 
services were designed to provide more intensive support tailored for 
individuals with OUD than is possible within VOH standard RCC ser
vices, which serves individuals with all manner of SUDs. The study 
calculated costs for these programs, provided by the RCC, separately 
from the RCC's standard offerings and represent the costs of the intensive 
OUD-specific services provided through these studies. Within the HCS, 
recovery coaching programs were implemented with a focus on linking 
individuals to treatment and then undergoing efforts to retain them in 
treatment for long-term recovery. First, individuals who were in active 
opioid use enrolled in the linkage recovery coaching program, which 
provided daily recovery coaching calls until the participant attended 
their first MOUD appointment. Individuals, who were linked or previ
ously engaged in MOUD treatment, enrolled in the retention program 
and received recovery coaching sessions, weekly telephone support 
calls, SMART, and SMART Family & Friends meetings (SMART Recovery 
US, 2024). Through funding from HCS, participants in both the linkage 
and retention programs had access to assistance not available within the 
RCC, including transportation support (e.g., peer-driver transports to 
opioid treatment programs) and barrier relief funds (e.g., 2 weeks of 
emergency housing at a hotel or rental assistance). Throughout 2022, 
HCS-VOH linkage and retention coaches were embedded in 42 agencies 
throughout eight counties, such as syringe service programs, opioid 
treatment programs, and criminal-legal system settings.

Within the JCOIN study, trained recovery coaches provided peer 
navigation and remote coaching services for women during incarcera
tion through re-entry for women incarcerated in Kentucky jails (Tillson 
et al., 2022). Recovery coaches conducted an introductory video session 
during incarceration and then provided at least weekly check-ins for 12 
weeks after release. JCOIN recovery coaching participants were able to 
receive more intensive support compared to VOH RCC participants. For 
example, JCOIN coaches were able to provide coaching services via 
social media and spend time each week working to contact participants 
through a variety of means when necessary (e.g., alternative contacts, 
social media).

We estimated the costs of the RCC standard services and the 
expanded PRSS programs separately. We felt this approach was impor
tant for several reasons. First, many of the services provided by the VOH 

RCC and the expanded PRSS programs to promote MOUD differ in both 
design and populations served. Also, compared to the VOH RCC recov
ery coaching program which generally accepts participants with any 
SUD, the VOH-HCS expanded PRSS program models were created to 
provide more intensive and geographically targeted OUD services 
through grant funding. Further, some costs in the expanded PRSS pro
gram were associated with the specific services the study required and 
do not reflect standard services (e.g., protection of human subjects, time 
spent on study-related data collection, regular meetings with study 
personnel, etc.). While research-related costs are not typically included 
in a cost analysis, they were retained here since the research staff time 
was a necessary investment to ensure the recovery coaches were prop
erly trained, able to provide the same level of rigor across the different 
sectors in which they were placed and prepared to collect data related to 
their efforts. We believe these activities represent expenses which would 
also be incurred outside of a research study to be able to offer the 
expanded services. In addition to these specific requirements, recovery 
coaches engaged in the study went through rigorous trainings, related to 
MOUD and motivational interviewing, which went beyond the history of 
lived experience and 30 h of credentialing required for peers in Ken
tucky (Department for Behavioral Health, Developmental and Intellec
tual Disabilities, 2024; Kentucky General Assembly, 2024, p. 908). 
Training costs are captured within the staff education sections of our 
analysis for both programs, training costs for the grant-initiated pro
grams were paid through federal funds, while the RCC covered cre
dentialing expenses for their standard operations. Information on 
recovery coaches and the training they received on the HCS can be found 
in recently published literature by our study colleagues (Moffitt et al., 
2024).

The cost analysis estimates total annual operating costs of the agency 
and a breakdown of labor and non-labor costs for each model. Weekly 
labor allocation costs were calculated by multiplying the hours reported 
in the key informant survey for each position in each service category by 
that position's hourly rate, including fringe, as reported by VOH. Once 
the total labor costs per week were identified, the total cost per hour was 
calculated by dividing the number of hours spent in that category. Total 
labor costs per year are the weekly labor costs multiplied by 52 weeks. 
Data analysis was performed in Microsoft Excel® (Microsoft Corpora
tion, 2024). The primary outcomes of interest in this study include the 
per participant costs for each service scenario and the distribution of 
overall expenses per service category across the agency. This study 
protocol (Pro00038088) was approved by Advarra Inc., the HEALing 
Communities Study Single Institutional Review Board (ClinicalTrials. 
gov Identifier: NCT04111939).

3. Results

Throughout 2022, the RCC regularly staffed over 50 full-time 
equivalent (FTE) positions and used over 1800 h of volunteer time 
during the year in a variety of programmatic and administrative roles. 
The VOH RCC enrolled 721 individuals in recovery coaching and/or 
telephone PRSS, with an average daily census of 239. The operating 
costs for the RCC during 2022 were $876,831 (Table 1a). Within the 
RCC, 23 % of total costs ($201,671) were incurred for services, labor and 
non-labor, not driven by the number of enrolled participants (in 
Table 1a, we refer to this as non-participant driven costs). These costs 
consist of community support services for daily walk-ins, such as mutual 
aid meetings, laundry, computer access, and community meals. The 
annual per-participant driven costs were $2824 for RCC services. Labor 
costs for administration accounted for 46 % of total service level ex
penses (Table 2a).

The HCS-VOH expanded PRSS program enrolled 1411 participants 
with an average daily census of 473 and operating costs of $2,500,613 
(Table 1b). The annual per participant costs were $5286 for the 
expanded PRSS program. The expanded PRSS programs only required a 
small percentage of contracted services (11 %) within the non-labor 
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expense category but accounted for a large amount of building costs (26 
%) due to the large number of staff employed within these programs. 
Expenses for OEND are only inclusive of staff time to perform this ser
vice as the naloxone itself was provided by third parties through state 
and federal grant programs.

Labor accounted for two-thirds of the agencies' expenses and costs 
were primarily driven by staff time spent across the eight participant 
services. Fig. 1 displays the results from the surveys administered to key 
informants within the agency and elucidates the total staff time spent on 
average on each service category to illustrate the difference in scope of 
the two programs. The greatest direct service time for staff was 
providing recovery coaching in the expanded PRSS programs but this 
was second in the standard RCC model (preceded by community edu
cation and outreach). While most participant service category time is 
directly related to the number of participants served, recovery barrier 
relief efforts are disproportionately higher in the expanded PRSS pro
grams (supported by federal grant dollars) because the RCC had limited 
resources (e.g., donations) for this type of support. The breakdown of 
costs by service category is displayed in Tables 2a and 2b. Data in some 
fields are listed as “Not Available” due to the services not being provided 

or being performed by volunteers, whose time was not included in the 
instrument completed by key informants. During 2022, RCC volunteers 
provided over 1800 h of services, which were allocated across the 
following activities: Harm reduction kit assembly (40 %), Reception (20 
%), Harm Reduction Van and Community Outreach (15 %), Telephone 
Recovery Support calls (20 %), prosocial activities, and chairing mutual 
aid meetings (5 %). The percentage of costs for recovery coaching per 
week was higher for the expanded PRSS program because the PRSS 
themselves were more intensive, and recovery coaching comprised a 
much greater proportion of the total activities that staff performed in 
these programs.

Labor costs for community education and outreach were $2252.98 
per week and represented the largest weekly participant expense for the 
standard RCC services, exceeded only by weekly administrative ex
penses. Labor costs for providing recovery coaching were second and 
amounted to $1716.43 per week. Within the RCC, some meetings are led 
by staff and others are led by volunteers. Additionally, telephone PRSS 
within the RCC are conducted by volunteers when available, which re
duces the direct program costs of those services, although it does require 
the time and effort of a volunteer.

Labor costs for recovery coaching within the expanded PRSS model 
were $7156.16 per week and represented the largest expense category. 
Costs for staff education within the expanded PRSS programs were 
notably high ($2135.60 per week) due to the requirements for properly 
training a workforce with specialized knowledge in MOUD, as well as 
the inclusion of trainings related to the ethical conduct of research, 
study protocols, and data collection and entry (Moffitt et al., 2024).

4. Discussion

This cost analysis of VOH, a RCC within a state highly impacted by 
the opioid crisis, provides a much-needed view into the resources 
required to provide these lifesaving services, which are often only 
available through block grants or philanthropic contributions (Kelly 
et al., 2020). A common theme among prior studies of peer support 
services is the lack of a clear definition of the term “peer.” It is applied 
generally, and does not specify lived experience, prior training, certifi
cation or unique services provided by an individual (Bassuk et al., 2016; 
Gormley et al., 2021; Reif et al., 2014). This paper categorizes and costs 
peer recovery support roles and responsibilities within the VOH RCC and 
enumerates the key resources needed to implement and sustain these 
services.

This study provides evidence that depending on resource availabil
ity, an agency which performs similar community education and 
outreach activities and has an annual participant enrollment of 
700–1400 may expect to have between $875,000 and $2.5 M in oper
ating costs, however this is dependent on the intensity of services pro
vided and regional labor and facility cost variations. Most of these costs 
are comprised of staff time spent directly providing participant services 
and are driven by both the intensity of services, such as recovery 
coaching, and the types of provided services, such as an organizations' 
ability to provide outreach and education services within their com
munity. Additionally, barrier relief services, which are an important tool 
to linking and retaining individuals in treatment and recovery, may be a 
cost driver if funds are available for these purposes. Within the HCS, a 
budget and formal process were developed for awarding barrier relief 
funds consistently for individuals in need, whereas the VOH RCC is only 
able to award a limited amount of these relief funds when donations are 
received. Availability of organizational funding will determine the 
ability to spend resources on participants who need assistance most and 
reduces the time and efforts required to obtain and retain funding.

The results of this work show that on average each participant may 
be provided PRSS, from a peer with extensive training on MOUD, as well 
as housing and barrier relief funds and transportation for an average of 
$5000 a year. If reducing expenses related to the burden of untreated 
OUD is the outcome of interest, one can see that these programs have the 

Table 1a 
Program annual costs – RCC (2022$).

Program costs Annual cost Percentage of total annual 
cost

Total labor costa $551,253.00 63 %
Total nonlabor cost $325,578.00 37 %
Total cost $876,831.00 100 %
Participant-driven labor cost $424,464.81 48 %
Participant-driven nonlabor costs $250,695.06 29 %
Total participant-driven costs $675,159.87 77 %
Non-participant driven costs $201,671.13 23 %
Total nonlabor cost breakdown
Contracted services costs $64,643.00 20 %
Building costs $43,071.00 13 %
Supplies costs $29,094.00 9 %
Misc costs $188,770.00 58 %
Total annual cost per participant $2824.94
Annual labor cost per participant $1776.00
Annual non-labor cost per 

participant
$1048.93

Average weekly cost per 
participant

$54.33

There were 239 participants enrolled in the RCC model.
a In the RCC, labor costs include $27,200 representing 1800 h of volunteer 

effort.

Table 1b 
Program annual costs – expanded (2022$).

Program costs Annual cost Percentage of total annual 
cost

Total labor cost $1,663,147.00 67 %
Total nonlabor cost $837,466.00 33 %
Total cost $2,500,613.00 100 %
Participant-driven labor cost $1,663,147.00 67 %
Participant-driven nonlabor costs $837,466.00 33 %
Total participant-driven costs $2,500,613.00 100 %
Non-participant driven costs $0.00
Total nonlabor cost breakdown $837,466.00
Contracted services costs $88,467.00 11 %
Building costs $213,878.00 26 %
Supplies costs $49,144.00 6 %
Misc costs $485,977.00 58 %
Total annual cost per participant $5286.71
Annual labor cost per participant $3516.17
Annual non-labor cost per 

participant
$1770.54

Average weekly cost per 
participant

$101.67

There were 473 participants enrolled in the expanded model.
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ability to greatly reduce the costs of this disease in a number of areas, 
including healthcare and health insurance, criminal-legal system 
involvement, lost productivity, reduced quality of life, and the value of a 

lost life (Florence et al., 2021). PRSS may also serve as a key enhance
ment to standard SUD treatment modalities such as in outpatient clinical 
settings (Eddie et al., 2019).

Reimbursement for PRSS in this case may be tied to existing 

Fig. 1. Total staff time per week (in hours). 
Bar chart showing the number of staff hours spent on PRSS and administrative service categories between the two Voices of Hope programs.

Table 2a 
Service-level costs per hour - RCC (2022$).

Total labor 
cost per 
hour

Total labor 
costs per 
week

Total labor 
costs per year

%

Peer recovery service
Intake & peer 
introduction

$21.19 $1059.53 $55,095.30 9 %

aTelephone recovery 
support

NA NA NA

Recovery coaching 
(linkage & retention)

$21.19 $1716.43 $89,254.39 14 
%

Recovery meetings $21.19 $296.67 $15,426.68 2 %
Recovery barrier relief 
efforts

$24.13 $407.85 $21,208.26 3 %

Overdose education & 
naloxone distribution 
(OEND)

$21.19 $445.00 $23,140.03 4 %

Community education 
& outreach

$17.82 $2252.98 $117,155.20 19 
%

aOther participant 
services

NA NA NA

Administration
Staff education $28.47 $404.33 $21,025.14 3 %
Program 
administrative

$25.02 $5591.45 $290,755.56 46 
%

Any other activity NA NA NA

a Services are provided by unpaid volunteers in the RCC.

Table 2b 
Service-level costs per hour - expanded (2022$).

Total labor 
cost per 
hour

Total labor 
costs per 
week

Total labor 
costs per year

%

Peer recovery service
Intake & peer 
introduction

$21.32 $4604.57 $239,437.69 14 
%

Telephone recovery 
support

$21.19 $3263.34 $169,693.52 10 
%

Recovery coaching 
(linkage & retention)

$21.30 $7156.16 $372,120.14 21 
%

Recovery meetings $21.19 $1398.57 $72,725.80 4 %
Recovery barrier relief 
efforts

$21.21 $6322.49 $328,769.41 19 
%

Overdose education & 
naloxone distribution 
(OEND)

$21.41 $856.35 $44,529.97 3 %

Community education 
& outreach

$42.79 $23.54 $1223.86 0 %

Other participant 
services

$22.70 $635.74 $33,058.48 2 %

Administration
Staff education $32.96 $2135.60 $111,051.25 6 %
Program 
administrative

$29.13 $6977.84 $362,847.76 20 
%

Any other activity $30.36 $698.21 $36,307.15 2 %
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reimbursement mechanisms through Medicaid or other forms of insur
ance. Many states are currently exploring ways of funding PRSS and 
other previously unreimbursed SUD services through Medicaid Waiver 
Programs (Fitzgerald & Williams, 2023; Medicaid and CHIP Payment 
and Access Commission (MACPAC), 2019; Medicaid Behavioral Health 
Services, 2022). This financing landscape continues to change and will 
be important to future work evaluating the economic impact of PRSS 
(Fitzgerald & Williams, 2023).

While this study provides a comprehensive cost analysis of a growing 
service within the SUD recovery field, it is not without limitations. First, 
while we made an important step in highlighting a set of service cate
gories that are standard for this agency, it may not be comprehensive 
across all RCC's, and more work is needed to standardize these services 
among different geographic regions and populations. Additionally, since 
this analysis was completed on just one organization in Kentucky, costs 
may not be representative for other similar organizations across the U.S. 
Next, the time measures used in this study were based on key informant 
reports for their staff. While these are likely accurate representations of 
the time spent in each of these areas, a more formal time-driven activity- 
based costing study may provide further clarification on the staff time 
and other resources needed to provide these services. Finally, a formal 
time-driven activity-based costing study should also include specifics on 
volunteer hours, which are an important cost aspect from both the 
program and societal perspective for evaluating resource requirements.

5. Conclusion

As the opioid crisis continues to evolve, the need for effective and 
economically feasible treatment programs is paramount. This study is, to 
our knowledge, the first to provide estimates of the costs of PRSS within 
an RCC. Results of this work display how labor drives the costs of ser
vices, given the nature of peer recovery support, and per hour total labor 
costs vary between $20–30 within this specific agency. Program 
administrative costs were high for the RCC standard services model 
primarily due to the work required for RCC oversight and to obtain and 
retain uncertain funding. At the time of this writing, Voices of Hope 
(VOH) services are being sustained primarily through funding from the 
Kentucky Opioid Abatement Commission. Research funding allowed 
VOH to expand their available services and provide transportation, 
housing, and barrier relief support to participants, which were identified 
as one of the most important tools to linking and retaining individuals to 
treatment and recovery. These vital services are much more difficult to 
support with current standard funding sources but are a valuable tool for 
long term recovery.
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Appendix A 

Table A.1 
Taxonomy of peer recovery and administrative services offered by Voices of Hope, Kentucky.

Peer recovery service Description of services

Intake & Peer Introduction Application receipt to determine the needs of the individual. May be received in person, over the phone, or agency referral
Telephone Recovery Support Weekly call to check in on status, progress, and assist in navigating current needs
Recovery Coaching  

(Linkage & Retention)
The goal of recovery coaching is either linkage to treatment or retention on treatment

Recovery Meetings SMART Recovery meetings (https://www.smartrecovery.org/) 
SMART Friends & Family meetings (https://www.smartrecovery.org/family/)

(continued on next page)
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Table A.1 (continued )

Peer recovery service Description of services

Recovery Barrier Relief Efforts Providing/supporting transportation and purchasing/distributing phones, funds for housing, utilities, etc.
Overdose Education & Naloxone Distribution 

(OEND)
Providing training to an individual on how to administer naloxone and then distribution

Community Education & Outreach Ongoing activities such as Yoga, Tai chi, Community meals, Coffee & Conversations, movies, mobile, etc. where the goal is 
awareness and advertisement

Other Participant Services Includes any other tasks not included in the above categories (i.e., one time or ad hoc events such as angel tree, holiday events, etc.)

Administration

Staff Education Staff training and education to provide the services related to their position
Program 

Administrative
Includes administrative activities not directly related to the individual’s recovery such as file review, answering phones, greeting people, activities 
associated with contracts and invoicing, and non-recovery activities associated with regulatory (federal, state, local) compliance.

Any Other Activity Participation in research components of work (i.e., planning for and obtaining and submitting data to research organizations and contributing to 
publications)

List of peer recovery and administrative services provided by Voices of Hope and a description of the activities within each service line.
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Altice, F. L. (2020). Adherence to and retention in medications for opioid use 
disorder among adolescents and young adults. Epidemiologic Reviews, 42(1), 41–56. 
https://doi.org/10.1093/epirev/mxaa001

Winhusen, T., Walley, A., Fanucchi, L. C., Hunt, T., Lyons, M., Lofwall, M., … 
Chandler, R. K. (2020). The opioid-overdose reduction continuum of care approach 
(ORCCA): Evidence-based practices in the HEALing communities study. Drug and 
Alcohol Dependence, 217, Article 108325. https://doi.org/10.1016/j. 
drugalcdep.2020.108325

Zarkin, G. A., Dunlap, L. J., & Homsi, G. (2004). The substance abuse services cost 
analysis program (SASCAP): A new method for estimating drug treatment services 
costs. Evaluation and Program Planning, 27(1), 35–43. https://doi.org/10.1016/j. 
evalprogplan.2003.09.002

D.D. Speer et al.                                                                                                                                                                                                                                 Journal of Substance Use and Addiction Treatment 172 (2025) 209655 

8 

Downloaded for Anonymous User (n/a) at University of Kentucky from ClinicalKey.com by Elsevier on April 21, 
2025. For personal use only. No other uses without permission. Copyright ©2025. Elsevier Inc. All rights reserved.

https://doi.org/10.1016/j.jsat.2018.09.001
https://smartrecovery.org
https://smartrecovery.org
https://doi.org/10.1177/1178221820976988
https://doi.org/10.1177/1178221820976988
https://doi.org/10.1016/j.jsat.2021.108284
https://doi.org/10.1016/j.jsat.2021.108284
https://store.samhsa.gov/sites/default/files/peer-specialist-support-my-recovery-pep23-02-01-004.pdf
https://store.samhsa.gov/sites/default/files/peer-specialist-support-my-recovery-pep23-02-01-004.pdf
https://doi.org/10.1017/cts.2022.441
https://doi.org/10.1017/cts.2022.441
https://doi.org/10.1001/jamanetworkopen.2024.3614
https://doi.org/10.1001/jamanetworkopen.2024.3614
https://www.jec.senate.gov/public/index.cfm/democrats/issue-briefs?ID=CE55E977-B473-414F-8B88-53EB55EB7C7C
https://www.jec.senate.gov/public/index.cfm/democrats/issue-briefs?ID=CE55E977-B473-414F-8B88-53EB55EB7C7C
https://doi.org/10.1093/epirev/mxaa001
https://doi.org/10.1016/j.drugalcdep.2020.108325
https://doi.org/10.1016/j.drugalcdep.2020.108325
https://doi.org/10.1016/j.evalprogplan.2003.09.002
https://doi.org/10.1016/j.evalprogplan.2003.09.002

	The costs of peer recovery support services provided through two models within a recovery community center
	1 Introduction
	2 Methods
	3 Results
	4 Discussion
	5 Conclusion
	CRediT authorship contribution statement
	Disclaimer
	Declaration of competing interest
	Acknowledgement
	Appendix A Acknowledgement
	References


