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Abstract

Substance use disorder (SUD) is a public health crisis in the United States associated with significant

economic costs including healthcare, criminal justice, productivity, and mortality and morbidity costs.

In this paper, we present a tool for a customizable economic analysis that can be utilized by different

recovery program owners and operators within the SUD continuum of care that considers these

program’s operating and capital costs, location, size, and success rate. The goal of this tool is to provide

owners and operators with an accessible tool that can estimate their individual program’s economic

costs, benefits, and return on investment. In applications of the tool, we find that there are significant

benefits associated with SUD recovery-oriented services, even with more conservative modeling of

recovery benefits. Specifically, we find that a representative recovery housing program in Florida yields

a net benefit of $143 million over 20 years with an associated return on investment of $22.19 per dollar

invested. Further, we find that the net benefits of different recovery-oriented modalities including a

recovery house, a recovery campus, and a residential inpatient program are positive, with returns on

investment varying from nearly $22 per dollar invested to $1 per dollar.

Introduction

Substance use disorders (SUDs) are a public health crisis in theUnited States (U.S.), with over

46 million Americans meeting the definition for having an SUD (Office of the U.S. Surgeon

General, 2022; SAMHSA, 2022). SUDs, defined as the recurrent use of alcohol and/or drugs

that cause clinically significant impairment in daily life, have far-reaching consequences for

both individuals and society (CDC, 2022). Mortality related to SUD is at a historic high with

over 100,000 drug overdose deaths and nearly 140,000 deaths due to alcohol use disorder

in 2021 (Ahmad et al., 2021; SAMHSA, 2022). Beyond individual loss of life, SUD imposes

significant costs on society via healthcare costs, criminal justice costs, lost productivity costs,

and family and generational impacts. The total economic cost of SUD in theU.S. in 2019was

estimated to be approximately $3.7 trillion when including costs related to healthcare,

criminal justice, productivity, public assistance administration, research and prevention,

and quality of life lost (Recovery Centers of America, 2019).
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Despite the significant costs and individual suffering imposed by SUDs, treatment

resources do not meet the demands of those in need. In 2021, 95% of people ages 12 and

older with SUD did not receive any type of treatment (SAMHSA, 2022). Of thosewhowanted

to access treatment, commonly cited barriers to treatment included the lack of availability of

different recovery support services, lack of insurance coverage, and costs associated with

treatment (Park-Lee et al., 2017). Service gaps are plentiful along the entire SUD continuum

of care including prevention, harm reduction, screening, referrals, inpatient and outpatient

treatment, and other recovery support services (Blevins et al., 2018; Krawczyk et al., 2022;

Larney et al., 2017; Lenahan et al., 2023; Mintz et al., 2021; Tomko et al., 2022). Expansion

of recovery support services has the potential to yield significant benefits for both individuals

and society as a whole.

A number of cost–benefit analyses have been conducted on different treatment interven-

tions for SUD, themajority of them finding that the economic benefits of treatment exceed the

economic costs (Cartwright, 2000; Fardone et al., 2023). Positive net benefits have been

found for youth prevention programs (Miller & Hendrie, 2008), deflection and diversion

programs (Aos et al., 2004; Carey & Finigan, 2004; Zarkin et al., 2015), medication-assisted

treatment (Fairley et al., 2021; Ijioma et al., 2021), harm reduction (Ijioma et al., 2021), and

recovery housing (Cole et al., 2021, 2022, 2023). Many of these cost–benefit analyses are

limited to short-term follow-up studies of individuals, single-individual programs, or state

systems’ monitoring of outcomes and involve a variety of different methods (Cartwright,

2000). Due to the variety of data sources and methods employed in these analyses, it is

difficult to compare the economic benefits of different treatment programs.

Economic analyses are often important to demonstrate the value of treatment services to

support investments and associated expansion, but many recovery programs operate with

relatively small operating budgets that are not conducive to the rigorous data collection

needed to support individual program cost–benefit analyses (Ashworth et al., 2022). Further,

in addressing community opposition and stigma, and addressing local stakeholders, many

recovery programs need to demonstrate local impacts at the state level to secure funding and

state support. As such, there is a need for an economic tool that is flexible enough to capture

the economic benefits and costs of different recovery support programs that can be easily

utilized and adapted by recovery program operators.

In this paper, we outline a tool that can be utilized by different recovery programs along

the continuum of care that estimates the benefits and costs of SUD recovery programs. The

goal of this tool is to provide owners and operators of recovery programs like recovery

housing, residential treatment, and outpatient programs with an accessible and straightfor-

ward tool that can be easily adapted to specific needs to estimate the economic costs,

benefits, and return on investment for programs. Economic benefits of SUD recovery

programs include reduced healthcare utilization, reduced criminal justice involvement,

and increased market and household productivity, as well as increased health and well-

being as reflected by reduced morbidity and premature mortality. Economic costs of

recovery programs include the annual operating costs including staffing, supplies, and

programming, as well as any capital costs related to infrastructure and land purchases.

When examining the costs and benefits of different recovery programs, we focus on three

recovery service modalities in particular: a recovery house, a recovery campus, and a 30-day

residential program as they represent multiple recognized pathways to recovery that vary in

their service intensity, financial makeup, and average success rate. Recovery housing, an

intervention model designed to support individuals in their recovery by providing stable
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housing and emphasizing abstinence and peer support, has been found to be associated with

positive changes in recovery-related outcomes including substance use, employment,

criminal justice involvement, andmental health (Jason& Ferrari, 2010;Mericle, Slaymaker,

et al., 2022b; Polcin, 2009; HUD, 2015). Based on studies conducted to-date, recovery

housing has been found to be a cost-effective resource, especially in rural communities, due

to the relatively high success rate and low cost of care (Ashworth et al., 2022; French et al.,

2008). A recovery campus program combines aspects of sober living, peer support, clinical

services, life skills education, and employment in one location to assist individuals in their

recovery. The recovery campus presented in this paper is modeled from the Recovery

Kentucky program which currently operates 18 centers serving nearly 2,000 individuals

in Kentucky (Cole et al., 2023). Short-term residential treatment programs are more

clinically focused than both recovery housing and a recovery campus and include more

intensive clinical services over a shorter period of time. Due to their intensive level of

services, many residential inpatient programs have a higher cost of care (French et al., 2008).

As many individuals going through residential inpatient programs do not receive adequate

follow-up care upon program departure (Bass et al., 2023), especially care pertaining to

health-related social needs, the success rate of such programs is often lower than that of

recovery housing or recovery campuses (Arbour et al., 2011; de Andrade et al., 2019).

We find that there are significant benefits associated with SUD treatment even with

a more conservative modeling of recovery benefits. Specifically, we find that a representa-

tive recovery housing program in Florida yields a net benefit of $143 million dollars over

20 years with an associated return on investment of $22 per dollar invested. Further, we find

that the net benefits of different treatment modalities including a recovery house, a recovery

campus, and a residential inpatient program are positive, with returns on investment varying

from nearly $22 to $1 per dollar invested. Altogether, we present a versatile tool that can

serve a variety of recovery program types that provide location-specific assessments of the

costs and benefits of recovery programs.

Methods

We begin by examining the benefits associated with recovery housing programs. Benefits

from SUD recovery are numerous and include both direct and indirect benefits. Direct

benefits can be captured via an individual’swillingness to pay for reductions inmortality risk

and an increase in health and wellbeing, whereas indirect benefits arise from avoided costs

pertaining to healthcare utilization, criminal justice involvement, decreased productivity,

family and generational impacts, emotional impacts, and public administration. The full

suite of indirect benefits from SUD recovery is difficult to quantify. As such, in this model,

we focus on the reliably quantified and impactful benefits including avoided healthcare,

criminal justice, and productivity costs.

Data

All benefits and costs that were included in this model were informed by the researcher’s

experience working with SUD recovery programs, as well as the feedback from recovery

program operators and individuals with SUD-lived experience. Specifically, estimates

related to avoided healthcare costs and avoided market and household productivity costs
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were drawn from the economic analysis provided by the Recovery Centers of America

(2019) which compiled numerous available datasets (as outlined in Table 1) to estimate the

total economic cost of SUD in 2019. Avoided criminal justice cost estimates were informed

by state-level criminal justice expenditure data from the Bureau of Justice Statistics (2017a).

Table 1 provides an overview of the benefits included in the model, benefit subcategories, as

well as associated data sources.

First, we focus on quantifying the avoided healthcare costs per person served by a recovery

program. We use an estimate of healthcare costs associated with SUD calculated by the

Recovery Centers of America which estimated the total costs associated with SUD in the

U.S. in 2019 (Recovery Centers of America, 2019). Healthcare costs included in their

estimate are those associated with inpatient and outpatient hospital stays, specialty disease,

health insurance administration, crime victim healthcare, treatment, and other costs associ-

ated with emergency services and prescriptions. In 2019, they estimated that direct healthcare

costs associated with SUD were $118.5 billion. As we already calculate the cost associated

with a recovery program elsewhere in themodel, we subtract healthcare costs associated with

SUD treatment and services (approximately $40.4 billion) to avoid double counting. Further,

we subtract healthcare costs that are likely to remain after an individual enters long-term

recovery, like costs from diseases associated with SUD (approximately $25.8 billion). As

such, the total estimated healthcare cost of SUD in the U.S. in 2019, after subtracting SUD

treatment costs and specialty disease costs, was approximately $52.35 billion (Recovery

Centers of America, 2019). Specifically, this estimate includes healthcare costs related to

inpatient and outpatient hospital utilization ($42.2 billion), other medical costs related to

Table 1. Types of benefits included in the model and their associated data sources

Benefit included in model Data source

Avoided healthcare costs Recovery Centers of America (2019)

Hospital visits (inpatient and outpatient) Agency for Healthcare Research and

Quality (2017a, 2017b)

Other medical costs (ambulance,

prescription drugs, etc.)

Health Care Cost Institute (2019);

SAMHSA (2014)

Insurance administration costs National Drug Intelligence Center (2011)

Crime victim healthcare costs Recovery Centers of America (2019)

Avoided criminal justice costs – State level Bureau of Justice Statistics (BJS) (2017a)

Wages for police, judicial, and legal BJS (2017a)

Capital outlays for correctional institutions BJS (2017a)

Other expenditures for police, judicial, and

legal.

BJS (2017a)

Avoided market and household productivity

costs

Recovery Centers of America (2019)

Productivity loss due to health Agency for Healthcare Research and

Quality (2017a); NDIC (2011)

Productivity loss due to incarceration BJS (2017b)

Reduced morbidity and premature mortality Keller et al. (2021)
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emergency services, primary care, prescription drugs ($7.59 billion), insurance administra-

tion ($2.53 billion), and crime victim healthcare ($33 million).

As we need a per person with a SUD estimate of healthcare costs, we then divide the total

healthcare costs associated with SUD by the estimated number of people with a SUD ages

18 and up in 2017 as estimated by the National Survey of Drug Use and Health (SAMHSA,

2020). As the majority of healthcare cost estimates were informed by 2017 data, we use 2017

as our reference year for the number of people with a SUD. In 2017, there were an estimated

18,708,000 individuals who met the criteria for having an SUD (SAMHSA, 2020). As such,

we divide our total estimated healthcare cost informed by the Recovery Centers of America

(2019) estimate ($52.35 billion) by the number of individuals with a SUD in 2017 (18.71

million). This gives us average healthcare costs associated with SUD per personwith an SUD

in 2017 of $2,798. As healthcare costs vary by state, we then weigh the per person healthcare

cost by comparing per capita healthcare spending in each state to theU.S. average. Finally,we

adjust the per person healthcare cost by state to 2021 dollars to account for general inflation

using the Economics and Pricing Tools package in R (Condylios, 2023). We present the

adjusted value of avoided healthcare costs per person with an SUD for each state in the

Supplementary Materials.

Next, we calculate avoided criminal justice costs per person served by a recovery program.

As our tool is designed to capture benefits based on the location of the program, we use state-

level criminal justice expenditures from 2017 provided by the Bureau of Justice Statistics

(BJS, 2017a). These costs include wages, capital outlays, and other expenditures related to

police protection, judicial and legal functions, and the Department of Corrections. The

percentage of crime associated with SUD is difficult to measure, however, according to the

Federal Bureau of Investigation’s UniformCrimeReporting, approximately 25%of arrests in

theU.S. were related to drug offenses or driving under the influence in 2017 (Criminal Justice

Information Services Division, 2017). While this may underestimate the total number of

criminal justice expenditures related to SUD, it provides a central estimate from which

sensitivity analysis may be conducted. We are then able to calculate the individual SUD

criminal justice cost by multiplying the state criminal justice expenditures by the percent of

criminal justice expenditures related to SUD (25%) and dividing by the estimated number of

individuals with an SUD per state in 2017 (SAMHSA, 2018). We then adjust the per-person

criminal justice cost by state to 2021 dollars for inflation using the Economics and Pricing

Tools package in R (Condylios, 2023). We present sensitivity analysis for the percent of

criminal justice expenditure related to SUD in the Supplementary Materials as well as the

adjusted value of avoided criminal justice costs per person with an SUD for each state in the

Supplementary Materials.

Next, we examine productivity costs associated with SUD due to premature death,

incarceration, absenteeism, and diminished productivity. To calculate the avoided produc-

tivity costs per person served by a recovery program, we use the total productivity costs

estimated byRecoveryCenters ofAmerica (2019). In 2019, theRecoveryCenters ofAmerica

estimated that productivity loss costs associated with SUD were approximately $206.75

billion. We subtract the productivity costs of SUD treatment (approximately $14.76 billion)

from the total estimate as we are already accounting for the costs of treatment. As such, the

estimated total annual productivity cost associated with SUD in our model is estimated to be

approximately $192 billion per year (Recovery Centers of America, 2019).We then calculate

the productivity cost per person with a SUD in 2019 by dividing the total productivity cost of

SUD by the estimated number of people with an SUD in 2019, approximately 20.33 million
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(SAMHSA, 2020). Dividing $192 billion by 20.331million, we find the average productivity

cost per personwith a SUD in 2019was $9,443. Then,we adjust the average productivity cost

per person with an SUD to 2021 dollars (approximately $10,009) to adjust for inflation using

the Economics and Pricing Tools package in R (Condylios, 2023).

Finally, we examine the direct benefits of SUD recovery as captured by quality adjusted

value of a statistical life year. The value of a statistical life year (VSLY) provides an

economic measure of an individual’s tradeoffs between health-related risks and other

consumption. VSLY can be calculated with the following formula, where L is the life

expectancy of an individual, rVSL is the personal time discount rate, andVSL is the value of a

statistical (VSL) estimate used:

VSLY=
rVSL ∗VSL

1� 1þ rVSLð Þ�L
(1)

As VSL can differ by context and country in which it is estimated, we use a central VSL

estimate ($8,989,328) informed by a systematic review of 21 health-related studies con-

ducted in developed countries (Keller et al., 2021). Assuming a standard life expectancy for

those who enter long-term recovery, we set the life expectancy L to be 78 (CDC, 2024). Our

annualized VSLY measure, as informed by Equation (1) and assuming a personal time

discount rate of 3% (Li & Pizer, 2021), is $299,545. As we are valuing nonfatal morbidity

reductions, we use the quality-adjusted life years (QALY) metric to measure the increased

utility of the health status of the individual (ICER, n.d.; Salomon, 2017). Estimates suggest

that SUD reduces the quality of life by 0.13 and 0.20QALYs, with higher estimates reserved

for more severe SUDs (Nicosia et al., 2009). Based on SUD severity indicators commonly

measured in recovery research, those who use recovery programs often have more severe

SUDs requiring higher levels of care (Johnson et al., 2020), thus we assume the added

QALY from successful utilization of a recovery program is 0.20. As such, we calculate the

added value of health improvement as QALY (0.20) multiplied by the VSLY ($299,545).

From that calculation, we estimate that improved health status and reduced premature

mortality risk per year are valued at $59,909. We present a sensitivity analysis around the

personal discount rate (rVSL), the VSL central estimate (VSL), and the added QALY due to

SUD treatment in the Supplementary Materials.

Model

Next, we discuss calculations of the costs and benefits associated with recovery programs.

Table 2 provides an overviewof the parameters included in the calculations of costs andbenefits

associated with recovery programs, whether they are informed by the model or the recovery

program operators when using the tool, and the value (if applicable) of that parameter.

First, we discuss the costs captured in our model. We capture two aspects of costs

associatedwith a recovery program. First, we capture the variable operating cost of a recovery

program across each year. This cost can be assumed to be constant across all years or increase

according to planned expansions in the number of individuals served. Further, we include

capital costs that may be associated with a recovery program including the cost of purchasing

land and construction of buildings. The cost function is as follows:

C = Sþ
XX

x= 0

O 1þm ∗Xð Þð Þ ∗ 1þ rð Þ�x
(2)
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Table 2. Parameters included in the costs and benefit equations

Variable Definition Provided by Value

Costs

C Total costs (operating costs plus

capital costs)

Model N/A

O Operating costs Operator N/A

m Annual percentage increase in

healthcare service costs

Model 7%

S Total depreciation of capital assets

over the timeframe

Model N/A

Cap Initial capital investment Model N/A

l Percentage of capital investment

spent on land purchase

Operator 20%

U Years of the useful life of the capital

investment

Model 39 years

Benefits

δ Time lag of recovery benefits

discount parameter

Model Two years:δ2 =
1

1þe�5 x�1ð Þ

Five years: δ5 =
1

1þe�2 x�3ð Þ

A Success rate of the program

(percent of each cohort that

achieves long-term recovery)

Operator N/A

N Number of individuals served in

each annual cohort

Operator N/A

P Avoided productivity cost per

person with a SUD

Model $10,009

CJ State-specific avoided criminal

justice cost per person with a SUD

Model See state-specific costs in

Supplementary

Materials

HC State-specific avoided healthcare

cost per person with a SUD

Model See state-specific costs in

Supplementary

Materials

QALY Quality-adjusted monetary benefit

from increased quality of life from

long-term recovery

Model $59,909

Other parameters

TX Number of years each cohort is in

recovery (first cohort will be in

recovery for X – 1 years, second

cohort will be in recovery forX – 2

years, etc.)

Model N/A

X Number of yearly cohorts over

the timeframe of analysis

Operator N/A

r Real discount rate Model 3%

s State where the recovery program is

located

Operator NA
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where C is the total discounted costs, S is the capital costs of the project as captured by the

depreciation of the capital assets,O is the base year operating cost for each cohort of recovery

residents, m is the percentage increase in healthcare-related costs, and r is the real discount

rate. Costs associated with providing healthcare services have been shown to be increasing

by approximately 7% annually (PwC Health Research Institute, 2024). As such, we assume

that the operating costs of recovery programs will likely see the same increase in service

costs. As such, we setm equal to 7% such that each year operating costs will increase by 7%

from the base year. For example, if the recovery program has an annual operating cost of

$100,000 in the first year, the operating cost will increase 7% in the second year ($107,000),

14% in the second year ($114,000), 21% in the third year ($121,000), and so on.

As wewant to account for the residual value that land and construction may have after the

lifetime of the project, we calculate our total capital costs as follows:

S=
Cap ∗ 1� lð Þ½ �

U
∗X (3)

where S is the total depreciation of capital assets over the timeframe of analysis, Cap is the

initial capital investment, lis the percentage of the capital investment that was spent on land,

U is the years of useful life of the capital, andX is the number of yearly cohorts each recovery

program can serve in the timeframe of analysis. According to the above equation, we see that

the capital cost is the initial capital investment minus the depreciated residual value of the

investment at the end of the planning horizon.We assume standard straight-line depreciation

for nonresidential property as outlined by the Internal Revenue Service (IRS, 2022), such

thatU is equal to 39 years and assumes approximately 20% of capital investments are spent

on land.

A complication of conducting economic analyses of recovery programs is the modeling

of the recovery process itself. SUD recovery is often not a linear process where a treatment

intervention occurs, and a person enters recovery for the rest of their life. SUD is a chronic,

relapsing disease and studies have shown that people seeking recovery have an average of

five recovery attempts before long-term recovery is achieved (Kelly et al., 2019). Further,

once long-term recovery is achieved, there may be a delay before the benefits of recovery

start accruing. Research assessing different aspects of recovery across time, including

recovery capital, quality of life, and psychological distress, found that many recovery

indicators take between 2 and 5 years to reach the same levels as individuals who do not

have a SUD (Kelly et al., 2018). As such, we include a discount parameter, δ, to model the

time-lag of recovery benefits. Specifically, we present cases where δ is equal to one to

represent a linear and immediate model of recovery, where δ is a logistic function where

benefits begin to be fully accrued after two years and a case where δ is a logistic function

where benefits begin to fully accrue after 5 years.1

To calculate the present value of benefits from a recovery program, we sum the benefits

associated with recovery (avoided criminal justice, productivity, and healthcare costs and

reduced morbidity and premature mortality) for each annual cohort served by the recovery

program that enters long-term recovery overall cohorts served. The present value of benefits

of recovery programs is as follows:

1 Specifically, we parameterize the two-year lag to be δ2 =
1

1þe�5 x�1ð Þ and the five-year lag to be δ5 =
1

1þe�2 x�3ð Þ, such

that a fraction of total benefits are accrued before years two and five, respectively, and the full suite of benefits being

accruing at two and five years.
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BðsÞ =
XX

x= 1

ð
XTX

t = 0

½δðtÞ ∗ ðN ∗AÞ ∗ ½PþCJðsÞþHCðsÞþQALY�� ∗ ð1þ rÞ�tÞ (4)

where X is the number of yearly cohorts each recovery program can serve in the

timeframe of analysis, T is the number of years each cohort of recovery program participants

is in recovery, δ tð Þ is the time-lag of recovery benefits discount parameter, r is the real

discount rate, N is the number of individuals served in each annual cohort, A is the success

rate of the program defined as the percent of individuals that achieve long-term recovery due

to the recovery program, P is the avoided productivity cost per person with a SUD, CJ sð Þ is
the state-specific avoided criminal justice cost per person,HC sð Þ is the state-specific avoided
healthcare cost per person, and QALY is the quality-adjusted monetary benefit from the

increased quality of life due to the recovery program. The estimated value of a recovery

program is a function of the state in which it is located, s. Specifically, the avoided healthcare

and criminal justice costs differ by the state in which the program is located. Because we do

not include dynamicmodeling of individuals’ lifespans who achieve long-term recovery, the

planning horizon or number of yearly cohorts each program can serve, X, has a maximum

value of 30 as it is unlikely that thosewho enter long-term recovery due to the programwould

continue to live and accrue benefits more than 30 years past when they entered the recovery

program.

Benefits are calculated such that all individuals in a cohort that achieve long-term

recovery accrue benefits associated with recovery for the remaining timeframe of analysis.

For example, if a recovery program serves 20 annual cohorts, the timeframe of analysis

would be 20 years. The individuals that achieve long-term recovery in the 1st year of the

program’s operation would accrue recovery benefits for 19 years and the individuals that

achieve long-term recovery in the 2nd year of the programwould accrue recovery benefits for

18 years. Total benefits each year is a cumulative sum of the benefits in a year by all

individuals that have achieved long-term recovery in all years prior. For example, the total

annual benefits in year 3 of the programwould be the annual benefits accrued from recovery

for those individuals who entered long-term recovery in years 1 and 2.

Finally, the present value of net benefits is calculated by subtracting the total costs

informed by Equation (2) from the total benefits informed by Equation (4). Additionally, the

return on investment of a recovery program is calculated by dividing the net benefits by the

total costs.

Results

In this section, we present results from a series of use cases as well as sensitivity and break-

even analyses regarding key parameters. Table 3 shows the benefits, costs, net benefits, and

return on investment for a baseline recovery program that was parameterized to be repre-

sentative of an average recovery housing program serving 50 residents annually. Specifi-

cally, the representative recovery housing program has an average annual operating cost of

$250,000 per year and an initial capital cost of $670,000.We set the location of the recovery

house in Florida as Florida has the highest estimated number of recovery houses in the

U.S. (Mericle et al., 2022a). We set the success rate, the percentage of residents served that

enter long-term recovery for the entire time horizon, at 35% as indicated by studies on

recovery housing length of stay (Aase et al., 2014; Jason et al., 2007a; Jason et al., 2016;
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Jason et al., 2007b). Finally, we set the time horizon of the analysis at 20 years such that the

recovery program is serving 20 yearly cohorts.

With no time lag of benefits factored into our calculation, we find that the present value of

net benefits of a representative recovery house is positive and substantially large. Specif-

ically, we find that total benefits are estimated to be $199 million and total costs of the

recovery program are estimated to be $6.5 million, leading to net benefits of approximately

$192.6 million over 20 years. The majority of the benefits accrued come frommorbidity and

premature mortality risk reductions (77%), with the next largest portion of benefits being

accrued from avoided productivity costs (13%). Avoided healthcare and criminal justice

costs both accounts for approximately 6% and 5%, respectively, of the total benefits accrued

from the recovery housing program. The return on investment with no time lag of benefits is

approximately $29.80 per dollar invested into the program. More conservative estimates of

the economic impacts of a representative recovery house also show significant economic

benefits. Including a two-year time lag in the accrual of benefits decreases the net benefits by

approximately 5.5%or $10.6million. Similarly, including a 5-year time lag decreases the net

benefits by 25.5% or $49.2 million. Even with a more conservative estimate of the value of a

recovery housing program that includes a 5-year time lag, the return on investment of the

program is substantial at $22.19 per dollar invested.

Next, we examine the economic value of different types of recovery programs, including

a singular recovery housing program, a recovery campus program, and a residential inpatient

program.We parameterize the recovery housing program based off a representative recovery

house serving 100 residents in Florida with an operating cost of $500,000 per year, capital

costs of $1.34 million, and a success rate of 35% (Ashworth et al., 2022). We examine a

recovery campus that serves 100 individuals annually in Florida with an operating cost of

$2.8 million per year, capital costs of $12.5 million, and a success rate of 45% (Cole et al.,

2023). Finally, we parameterize a residential inpatient program based off research on the

average costs of residential programs as well as a search of nonprofit residential inpatient

program capital costs (French et al., 2008). Specifically, we examine a residential clinical

Table 3. Benefits, costs, and return on investment of Baseline Recovery Program* across

different models of recovery including linear model, 2-year time lag of benefits, and

5-year time lag of benefits

Variable* No lag 2-Year lag 5-Year lag

Total benefits $199,113,622 $188,527,476 $149,914,496

Total costs $6,463,864 $6,463,864 $6,463,864

Net benefits $192,649,758 $182,063,612 $143,450,632

Avoided criminal justice costs $9,415,129 $8,914,561 $7,088,738

Avoided healthcare costs $11,148,111 $10,555,406 $8,393,516

Avoided productivity costs $25,560,277 $24,201,331 $19,244,570

Reduced morbidity and premature

mortality $152,990,105 $144,856,178 $115,187,671

Total return on investment $29.80 $28.17 $22.19

*Parameter values informed by program: Number of yearly cohorts (X) = 20, Number of residents served in each annual cohort (N) =

50, state where program is located (s) = Florida, operating costs (O) = $250,000 per year, capital investments (Cap) = $670,000,

Percentage of each cohort that achieves long-term recovery (A) = 35%.
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program in Florida serving 100 people each year with an annual operating cost of $3.9

million, capital costs of $3.5 million, and a success rate of 23%. Table 4 shows the economic

benefits, costs, and return on investment across the three treatment modalities.

We find positive net benefits across all recovery programs examined, with the highest

return on investment attributed to the recovery housing program ($22.19), followed by the

recovery campus ($4.18), and finally the residential clinical program ($1.01). Recovery

housing has a higher rate of return on investment due to its significantly lower costs and

comparable success rates compared to the recovery campus and residential clinical pro-

grams. A recovery campus program yields 8% more in net benefits than recovery housing

but at a significantly higher cost. While the residential clinical program has the lowest return

on investment and net economic benefits of the three treatment modalities examined, it still

yields over $99 million in net benefits across 20 years.

As the success rate of the program can be the most difficult to estimate, especially for

smaller programs with limited data collection capacities, we conduct sensitivity analyses for

each recovery program type across different success rate assumptions. The present value of

net benefits for the recovery house is positive given a success rate of approximately 2%. The

present value of net benefits for the recovery campus and the residential inpatient program

are 9% and 12%, respectively.

Discussion

In this paper, we present an adaptable tool that can be utilized by a variety of different types

of recovery programs to assess the economic costs and benefits associated with their

program. We find that, for representative cases of different types of recovery programs

including recovery housing, a recovery campus, and a residential clinical program, that the

net present value of the programs is positive. We find that a representative recovery house

serving approximately 100 people has a total economic value of almost $143 million over

20 years. We find that even for more costly, high-intensity treatment models like residential

clinical programs, the net benefits of the program are positive, with a return on investment of

over $1 per dollar invested over 20 years. Although there is oftenmuch uncertainty about the

actual success rates of different recovery programs, we show that net benefits of different

programs remain positive even at success rates as low as 12%.

Table 4. Economic characteristics, benefits, and costs across different recovery program

types assuming a 5-year time lag in benefits

Variable Recovery house Recovery campus Residential clinical

Operating cost $500,000 2,800,000 3,900,000

Capital cost $1,340,000 12,500,000 3,500,000

Success rate 35% 45% 23%

Total benefits $299,828,992 $385,494,418 $197,030,480.13

Total costs $12,927,728 $74,444,919 $97,984,177.69

Net benefits $286,901,263 $311,049,498 $99,046,302.44

Return on investment $22.19 $4.18 $1.01
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Our results highlight the importance of considering themultifaceted impacts of SUD both

on individuals and society as a whole. Cole and coauthors estimate that, in 2023, the

Recovery Kentucky centers had an estimated $2 return on investment (Cole et al., 2023).

Comparatively, our model suggests that a recovery campus program parameterized similarly

to the Recovery Kentucky centers would lead to a $4 return on investment as we account not

only for avoided costs but also the additional indirect benefits of improved quality of life and

reduced premature morbidity due to SUD. Cost–benefit analyses that account only for the

indirect costs in terms of lives lost due to SUD or only the direct costs of criminal justice,

healthcare, and productivity are not capturing the full picture of the benefits that recovery

entails.

Our model has several limitations that are important to note. First, wemodel recovery as a

linear process where individuals going through the program either enter long-term recovery

or they do not. Recovery is not a linear process, with most individuals in long-term recovery

indicating that they had attempted to recover five or more times before finally entering long-

term recovery (Kelly et al., 2018, 2019). To account for some of the nonlinearity of the

recovery process, we include a time lag in the model where benefits from being in recovery

do not fully start accruing until five years after leaving the program. Further, long-term

recovery does not necessarilymean total abstinence from substances for everyone. Recovery

from SUD is increasingly being recognized as meeting recovery goals, even if those goals

include moderation of use rather than complete abstinence (Eddie et al., 2022; SAMHSA,

2012; Stea et al., 2015;Witkiewitz & Tucker, 2020). As such, this modeling tool may not be

applicable to programs that promote moderation and harm reduction as the full suite of

benefits included in the model may not apply. Additionally, longitudinal studies are needed

to quantify health service utilization, productivity, criminal justice involvement, and

QALYs related to these clinical outcomes of harm reduction programs.

Second, our model does not capture all the costs or benefits associated with recovery

programs. Our model does not account for the generational impacts of SUD, nor the impact

SUDcan have on childrenwhose caregivers have a SUDand associated childwelfare service

costs, such as foster care. Further, we do not account for all the public assistance and

prevention costs that are associatedwith SUD.On the cost side, we do not account for the lost

utility individuals may face fromwithdrawing from different substances, nor the opportunity

cost of time residents may have during treatment. Our model focused on the largest, most

reliably quantified costs and benefits associated with recovery programs to provide an

estimate of the economic costs and benefits. Future research is also needed to expand this

model, specifically modeling the generational impacts of SUD, as well as examiningways in

which the individual costs of SUD treatment are better captured.

Finally, our model and the estimates of the avoided healthcare, productivity, and criminal

justice costs are all based on data that were collected prior to the COVID-19 pandemic.

While this does allow for estimates of the costs of SUDwithout the distortions caused by the

pandemic, it does not account for the increased incidence of SUD in the past five years, nor

the increasing impacts of fentanyl in the drug supply. Mortality and morbidity associated

with SUDhave increased significantly in the past five years in part due to the rise of synthetic

opioids like fentanyl and theCOVID-19 pandemic (Alexander et al., 2020; Becker&Fiellin,

2020; Hedegaard, 2021). As such, the data used to estimate the costs of SUD in this model

may underestimate the real costs of SUD in theU.S. Further, our data sources formany of the

avoided costs differed in the year for which data was available. Healthcare and criminal

justice cost estimates were informed primarily by data from 2017, whereas productivity cost
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datawas informed by estimates from2019. This discrepancymay impact the relative share of

benefits that can be attributed to each type of benefit and neglect to capture any changes that

might have occurred between those two years that may have fundamentally changed cost

estimates. Future work and iterations of this model will benefit by using the most up-to-date

data to ensure the costs of SUD are accurately captured.

Altogether, we present an adaptable and customizable tool for cost–benefit analyses of

recovery programs that can be used by recovery programs across the U.S. Such analyses can

help recovery program operators communicate with stakeholders about their economic

value, plan service expansions, and document outcomes.2

Supplementary material. The supplementary material for this article can be found at http://doi.org/10.1017/

bca.2024.26.

Acknowledgments. We want to thank Fletcher Group leadership and outreach and engagement specialists for

their continued support of research efforts and recovery housing across the U.S. Specifically, wewould like to thank

Grant Meyer, Joe Smallman, and Nathaniel Conklin for their constructive feedback.

Funding statement. This publication was supported by the Health Resources and Services Administration

(HRSA) of the US Department of Health and Human Services (HHS) under grant number UD9RH33631-01-00

as part of an award totaling $3.3 M with 0% financed with nongovernmental sources. The contents are those of the

authors and do not necessarily represent the official views of, nor endorsed byHRSA, HHS, or the USGovernment.

Competing interest. The authors have no potential conflicts of interest or financial disclosure.

References

Aase, D. M., L. A. Jason, J. R. Ferrari, Y. Li, and G. Scott. 2014. “Comorbid mental health and substance abuse

issues among individuals in recovery homes: Prospective environmental mediators.” Mental Health and

Substance Use : Dual Diagnosis, 7(2): 170–183. https://doi.org/10.1080/17523281.2013.806342.

Agency for Healthcare Research and Quality. 2017a. National Inpatient Sample (NIS) [dataset]. https://hcup-

us.ahrq.gov/nisoverview.jsp.

Agency for Healthcare Research and Quality. 2017b. Nationwide Emergency Department Sample (NEDS)

[dataset]. https://hcup-us.ahrq.gov/nedsoverview.jsp.

Ahmad, F., L. Rossen, and P. Sutton. 2021. Provisional drug overdose death counts. National Center for Health

Statistics. https://www.cdc.gov/nchs/nvss/vsrr/drug-overdose-data.htm#citation.

Alexander, G. C., K. B. Stoller, R. L. Haffajee, and B. Saloner. 2020. “An epidemic in the midst of a pandemic: opioid

use disorder and COVID-19.” Annals of Internal Medicine, 173(1): 57–58. https://doi.org/10.7326/M20-1141.

Aos, S., P. Phipps, and R. Barnoski. 2004. Washington’ drug offender sentencing alternative: An evaluation of

benefits and costs. Olympia: Washington State Institute for Public Policy.

Arbour, S., J. Hambley, and V. Ho. 2011. “Predictors and outcome of aftercare participation of alcohol and drug

users completing residential treatment.” Substance Use & Misuse, 46(10): 1275–1287. https://doi.

org/10.3109/10826084.2011.572941.

Ashworth, M., R. Thompson, E. Fletcher, G. L. Clancy, and D. Johnson. 2022. “Financial landscape of recovery

housing in the United States.” Journal of Addictive Diseases, 0(0): 1–4. https://doi.org/10.1080/10550

887.2022.2036575.

Bass, B., D. Urada, D. Khurana, A. Boustead, and V. Joshi. 2023. “The effect of the drug Medi-Cal organized

delivery system 1115 demonstration waiver on substance use disorder treatment access: evidence from

California.” Drug and Alcohol Dependence, 246: 109847. https://doi.org/10.1016/j.drugalcdep.2023.109847.

2Currently, this cost–benefit analysis tool is available for recovery programs to access through the RCORP-

Rural Center of Excellence on SUD Recovery at the Fletcher Group. (https://www.fletchergroup.org/2023/10/02/

economic-calculator/).

Journal of Benefit-Cost Analysis 13

https://doi.org/10.1017/bca.2024.26 Published online by Cambridge University Press

http://doi.org/10.1017/bca.2024.26
http://doi.org/10.1017/bca.2024.26
https://doi.org/10.1080/17523281.2013.806342
https://hcup-us.ahrq.gov/nisoverview.jsp
https://hcup-us.ahrq.gov/nisoverview.jsp
https://hcup-us.ahrq.gov/nedsoverview.jsp
https://www.cdc.gov/nchs/nvss/vsrr/drug-overdose-data.htm#citation
https://doi.org/10.7326/M20-1141
https://doi.org/10.3109/10826084.2011.572941
https://doi.org/10.3109/10826084.2011.572941
https://doi.org/10.1080/10550887.2022.2036575
https://doi.org/10.1080/10550887.2022.2036575
https://doi.org/10.1016/j.drugalcdep.2023.109847
https://www.fletchergroup.org/2023/10/02/economic-calculator/
https://www.fletchergroup.org/2023/10/02/economic-calculator/
https://doi.org/10.1017/bca.2024.26


Becker, W. C., and D. A. Fiellin. 2020. “When epidemics collide: Coronavirus disease 2019 (COVID-19) and the

opioid crisis.” Annals of Internal Medicine, 173(1): 59–60. https://doi.org/10.7326/M20-1210.

BJS. 2017a. Justice Expenditure And Employment Extracts Series. [dataset]. https://www.bjs.gov/index.cfm?ty=

pbdc&dcid=286&iid=1.

BJS. 2017b. Justice Expenditures and Employment in the United States. Bureau of Justice Statistics. https://

bjs.ojp.gov/library/publications/justice-expenditures-and-employment-united-states-2017.

Blevins, C. E., N. Rawat, and M. D. Stein. 2018. “Gaps in the substance use disorder treatment referral process:

Provider perceptions.” Journal of Addiction Medicine, 12(4): 273–277. https://doi.org/10.1097/ADM.000

0000000000400.

Carey, S. M., and M. W. Finigan. 2004. “A detailed cost analysis in a mature drug court setting: A cost-benefit

evaluation of the Multnomah County Drug Court.” Journal of Contemporary Criminal Justice, 20(3): 315–338.

https://doi.org/10.1177/1043986204266893.

Cartwright, W. S. 2000. “Cost–benefit analysis of drug treatment services: Review of the literature†.” The Journal

of Mental Health Policy and Economics, 3(1): 11–26. 10.1002/1099-176X(200003)3:1<11::AID-MHP66>3.0.

CO;2-0.

CDC. 2022, October 5. Substance Use Disorders (SUDs). Centers for Disease Control and Prevention. https://

www.cdc.gov/dotw/substance-use-disorders/index.html.

Centers for Disease Control and Prevention (CDC). 2024, May 2. Life Expectancy. https://www.cdc.gov/nchs/

fastats/life-expectancy.htm.

Cole, J., T. Logan, J. Miller, and A. Scrivner. 2021. Findings from the recovery center outcome study 2021 annual

report. University of Kentucky Center on Drug and Alcohol Research.

Cole, J., T. Logan, andA. Scrivner. 2022.Findings from the recovery center outcome study 2022 report. University

of Kentucky, Center on Drug and Alcohol Research. https://www.fletchergroup.org/annual-reports/.

Cole, J., T. Logan, A. White, and A. Scrivner. 2023. Findings from the recovery center outcomes study: 2023

annual report. University of Kentucky, Center on Drug and Alcohol Research.

Condylios, S. 2023. Economics and Pricing Tools (1.01) [R]. https://cran.r-project.org/web/packages/priceR/

priceR.pdf.

deAndrade, D., R. A. Elphinston, C. Quinn, J. Allan, and L.Hides. 2019. “The effectiveness of residential treatment

services for individuals with substance use disorders: A systematic review.”Drug andAlcoholDependence, 201:

227–235. https://doi.org/10.1016/j.drugalcdep.2019.03.031.

Criminal Justice Information Services Division. 2017. 2017 Crime in the United States—Persons Arrested. U.S.

Department of Justice, Federal Bureau of Investigation. https://ucr.fbi.gov/crime-in-the-u.s/2017/crime-in-the-

u.s.-2017/topic-pages/persons-arrested.

Eddie, D., B. G. Bergman, L. A. Hoffman, and J. F. Kelly. 2022. “Abstinence versusmoderation recovery pathways

following resolution of a substance use problem: Prevalence, predictors, and relationship to psychosocial well-

being in a U.S. national sample.” Alcoholism, Clinical and Experimental Research, 46(2): 312–325. https://doi.

org/10.1111/acer.14765.

Fairley, M., K. Humphreys, V. R. Joyce, M. Bounthavong, J. Trafton, A. Combs, E. M. Oliva et al. 2021. “Cost-

effectiveness of treatments for opioid use disorder.” JAMA Psychiatry, 78(7): 767–777. https://doi.org/10.1001/

jamapsychiatry.2021.0247.

Fardone, E., I. D. Montoya, B. R. Schackman, and K. E. McCollister. 2023. “Economic benefits of substance use

disorder treatment: A systematic literature review of economic evaluation studies from 2003 to 2021.” Journal of

Substance Use and Addiction Treatment, 152: 209084. https://doi.org/10.1016/j.josat.2023.209084.

French, M. T., I. Popovici, and L. Tapsell. 2008. “The economic costs of substance abuse treatment: Updated

estimates and cost bands for program assessment and reimbursement.” Journal of Substance Abuse Treatment,

35(4): 462–469. https://doi.org/10.1016/j.jsat.2007.12.008.

Health Care Cost Institute. 2019. 2017 Health Care Cost and Utilization Report. https://healthcostinstitute.org/

images/pdfs/HCCI_2017_%20Health_%20Care_Cost_and_Utilization_Report_02.12.19.pdf.

Hedegaard, H. 2021.Urban–rural differences in drug overdose death rates, 1999–2019. National Center for Health

Statistics. https://doi.org/10.15620/cdc:102891.

ICER. n.d.. Cost-Effectiveness, the QALY, and the evLYG. Institute for Clincal and Economic Review. Retrieved

March 24, 2023. Available from https://icer.org/our-approach/methods-process/cost-effectiveness-the-qaly-

and-the-evlyg/.

Ijioma, S. C., V. M. Pontinha, D. A. Holdford, and N. V. Carroll. 2021. “Cost-effectiveness of syringe service

programs, medications for opioid use disorder, and combination programs in hepatitis C harm reduction among

14 Madison Ashworth, David Johnson and Robin Thompson

https://doi.org/10.1017/bca.2024.26 Published online by Cambridge University Press

https://doi.org/10.7326/M20-1210
https://www.bjs.gov/index.cfm?ty=pbdc&dcid=286&iid=1
https://www.bjs.gov/index.cfm?ty=pbdc&dcid=286&iid=1
https://bjs.ojp.gov/library/publications/justice-expenditures-and-employment-united-states-2017
https://bjs.ojp.gov/library/publications/justice-expenditures-and-employment-united-states-2017
https://doi.org/10.1097/ADM.0000000000000400
https://doi.org/10.1097/ADM.0000000000000400
https://doi.org/10.1177/1043986204266893
https://doi.org/10.1002/1099-176X(200003)3:1&e_x003C;11::AID-MHP66&e_x003E;3.0.CO;2-0
https://doi.org/10.1002/1099-176X(200003)3:1&e_x003C;11::AID-MHP66&e_x003E;3.0.CO;2-0
https://www.cdc.gov/dotw/substance-use-disorders/index.html
https://www.cdc.gov/dotw/substance-use-disorders/index.html
https://www.cdc.gov/nchs/fastats/life-expectancy.htm
https://www.cdc.gov/nchs/fastats/life-expectancy.htm
https://www.fletchergroup.org/annual-reports/
https://cran.r-project.org/web/packages/priceR/priceR.pdf
https://cran.r-project.org/web/packages/priceR/priceR.pdf
https://doi.org/10.1016/j.drugalcdep.2019.03.031
https://ucr.fbi.gov/crime-in-the-u.s/2017/crime-in-the-u.s.-2017/topic-pages/persons-arrested
https://ucr.fbi.gov/crime-in-the-u.s/2017/crime-in-the-u.s.-2017/topic-pages/persons-arrested
https://doi.org/10.1111/acer.14765
https://doi.org/10.1111/acer.14765
https://doi.org/10.1001/jamapsychiatry.2021.0247
https://doi.org/10.1001/jamapsychiatry.2021.0247
https://doi.org/10.1016/j.josat.2023.209084
https://doi.org/10.1016/j.jsat.2007.12.008
https://healthcostinstitute.org/images/pdfs/HCCI_2017_%20Health_%20Care_Cost_and_Utilization_Report_02.12.19.pdf
https://healthcostinstitute.org/images/pdfs/HCCI_2017_%20Health_%20Care_Cost_and_Utilization_Report_02.12.19.pdf
https://doi.org/10.15620/cdc:102891
https://icer.org/our-approach/methods-process/cost-effectiveness-the-qaly-and-the-evlyg/
https://icer.org/our-approach/methods-process/cost-effectiveness-the-qaly-and-the-evlyg/
https://doi.org/10.1017/bca.2024.26


opioid injection drug users: A public payer perspective using a decision tree.” Journal of Managed Care &

Specialty Pharmacy, 27(2): 137–146. https://doi.org/10.18553/jmcp.2021.27.2.137.

IRS. 2022. How to Depreciate Property. Internal Revenue Service. https://www.irs.gov/publications/p946.

Jason, L. A.,M. I. Davis, and J. R. Ferrari. 2007a. “The need for substance abuse after-care: Longitudinal analysis of

Oxford House.” Addictive Behaviors, 32(4): 803–818. https://doi.org/10.1016/j.addbeh.2006.06.014.

Jason, L. A., and J. R. Ferrari. 2010. “Oxford house recovery homes: Characteristics and effectiveness.” Psycho-

logical Services, 7(2): 92–102. https://doi.org/10.1037/a0017932.

Jason, L. A., B. D. Olson, J. R. Ferrari, J. M. Majer, J. Alvarez, and J. Stout. 2007b. “An examination of main and

interactive effects of substance abuse recovery housing onmultiple indicators of adjustment.”Addiction, 102(7):

1114–1121. https://doi.org/10.1111/j.1360-0443.2007.01846.x.

Jason, L. A., D. Salina, and D. Ram. 2016. “Oxford recovery housing: Length of stay correlated with improved

outcomes for women previously involved with the criminal justice system.” Substance Abuse, 37(1): 248–254.

https://doi.org/10.1080/08897077.2015.1037946.

Johnson, K., K. K. Rigg, and C. Hopkins Eyles. 2020. “Receiving addiction treatment in the US: Do patient

demographics, drug of choice, or substance use disorder severity matter?” International Journal of Drug Policy,

75: 102583. https://doi.org/10.1016/j.drugpo.2019.10.009.

Keller, E., J. E. Newman, A. Ortmann, L. R. Jorm, andG.M. Chambers. 2021. “Howmuch is a human life worth?A

systematic review.” Value in Health, 24(10): 1531–1541. https://doi.org/10.1016/j.jval.2021.04.003.

Kelly, J. F., M. C. Greene, and B. G. Bergman. 2018. “Beyond abstinence: Changes in indices of quality of life with

time in recovery in a nationally representative sample of U.S. adults.” Alcoholism, Clinical and Experimental

Research, 42(4): 770–780. https://doi.org/10.1111/acer.13604.

Kelly, J. F., M. C. Greene, B. G. Bergman, W. L.White, and B. B. Hoeppner. 2019. “Howmany recovery attempts

does it take to successfully resolve an alcohol or drug problem? Estimates and correlates from a national study of

recovering U.S. adults.” Alcoholism, Clinical and Experimental Research, 43(7): 1533–1544. https://doi.

org/10.1111/acer.14067.

Krawczyk, N., B. D. Rivera, V. Jent, K. M. Keyes, C. M. Jones, and M. Cerdá. 2022. Has the treatment gap for

opioid use disorder narrowed in the U.S.?: A yearly assessment from 2010 to 2019.” International Journal of

Drug Policy, 110: 103786. https://doi.org/10.1016/j.drugpo.2022.103786.

Larney, S., A. Peacock, J. Leung, S. Colledge, M. Hickman, P. Vickerman, J. Grebely, et al. 2017. “Global,

regional, and country-level coverage of interventions to prevent and manage HIV and hepatitis C among people

who inject drugs: A systematic review.” The Lancet Global Health, 5(12): e1208–e1220. https://doi.

org/10.1016/S2214-109X(17)30373-X.

Lenahan, K., S. Rainer, R. Baker, R. Goren, and E. Waddell. 2023. Oregon substance use disorder services

inventory and gap analysis. OHSU-PSU School of Public Health, Oregon Health and Science University,

Oregon Alcohol and Drug Policy Commission, and Oregon Health Authority, Health Systems Division and

Public Health Division. https://www.oregon.gov/adpc/SiteAssets/Pages/gap-analysis/2023_January%2027_

OHSU%20SUD%20Gap%20Analysis%20and%20Inventory%20Report.pdf.

Li, Q., and W. Pizer. 2021. Discounting for public benefit-cost analysis. Resources for the Future. https://media.

rff.org/documents/Li-Pizer_IB_21-05_Discounting.pdf.

Mericle, A. A., D. Patterson, J. Howell, M. S. Subbaraman, A. Faxio, and K. J. Karriker-Jaffe. 2022a. “Identifying

the availability of recovery housing in the U.S.: The NSTARR project.” Drug and Alcohol Dependence, 230:

109188. https://doi.org/10.1016/j.drugalcdep.2021.109188.

Mericle, A. A., V. Slaymaker, K. Gliske, Q. Ngo, and M. S. Subbaraman. 2022b. “The role of recovery housing

during outpatient substance use treatment.” Journal of Substance Abuse Treatment, 133: 108638. https://doi.

org/10.1016/j.jsat.2021.108638.

Miller, T., andD.Hendrie. 2008. Substance abuse prevention dollars and cents: A cost-benefit analysis (No. (SMA)

07-4298). Substance Abuse and Mental Health Services Administration.

Mintz, C. M., S. M. Hartz, S. L. Fisher, A. T. Ramsey, E. H. Geng, R. A. Grucza, and L. J. Bierut. 2021. “A cascade

of care for alcohol use disorder: Using 2015–2019 national survey on drug use and health data to identify gaps in

past 12-month care.” Alcoholism: Clinical and Experimental Research, 45(6): 1276–1286. https://doi.

org/10.1111/acer.14609.

National Drug Intelligence Center. 2011. The economic impact of illicit drug use on American society. U.S.

Department of Justice. https://www.justice.gov/archive/ndic/pubs44/44731/44731p.pdf.

Nicosia, N., R. L. Pacula, B. Kilmer, R. Lundberg, and J. Chiesa. 2009. The economic cost of methamphetamine use

in the United States, 2005. RAND Corporation. https://www.rand.org/pubs/monographs/MG829.html.

Journal of Benefit-Cost Analysis 15

https://doi.org/10.1017/bca.2024.26 Published online by Cambridge University Press

https://doi.org/10.18553/jmcp.2021.27.2.137
https://www.irs.gov/publications/p946
https://doi.org/10.1016/j.addbeh.2006.06.014
https://doi.org/10.1037/a0017932
https://doi.org/10.1111/j.1360-0443.2007.01846.x
https://doi.org/10.1080/08897077.2015.1037946
https://doi.org/10.1016/j.drugpo.2019.10.009
https://doi.org/10.1016/j.jval.2021.04.003
https://doi.org/10.1111/acer.13604
https://doi.org/10.1111/acer.14067
https://doi.org/10.1111/acer.14067
https://doi.org/10.1016/j.drugpo.2022.103786
https://doi.org/10.1016/S2214-109X(17)30373-X
https://doi.org/10.1016/S2214-109X(17)30373-X
https://www.oregon.gov/adpc/SiteAssets/Pages/gap-analysis/2023_January%2027_OHSU%20SUD%20Gap%20Analysis%20and%20Inventory%20Report.pdf
https://www.oregon.gov/adpc/SiteAssets/Pages/gap-analysis/2023_January%2027_OHSU%20SUD%20Gap%20Analysis%20and%20Inventory%20Report.pdf
https://media.rff.org/documents/Li-Pizer_IB_21-05_Discounting.pdf
https://media.rff.org/documents/Li-Pizer_IB_21-05_Discounting.pdf
https://doi.org/10.1016/j.drugalcdep.2021.109188
https://doi.org/10.1016/j.jsat.2021.108638
https://doi.org/10.1016/j.jsat.2021.108638
https://doi.org/10.1111/acer.14609
https://doi.org/10.1111/acer.14609
https://www.justice.gov/archive/ndic/pubs44/44731/44731p.pdf
https://www.rand.org/pubs/monographs/MG829.html
https://doi.org/10.1017/bca.2024.26


Substance Abuse and Mental Health Services Administration. 2022. 2021 NSDUH Annual National Report

(PEP22-07-01-005). U.S. Department of Health and Human Services. https://www.samhsa.gov/data/report/

2021-nsduh-annual-national-report.

Office of the U.S. Surgeon General. 2022. Current Priorities of the U.S. Surgeon General. https://www.hhs.gov/

surgeongeneral/priorities/opioids-and-addiction/index.html.

Park-Lee, E., R. N. Lipari, S. L. Hedden, L. A. Kroutil, and J. D. Porter. 2017.Receipt of Services for Substance Use

and Mental Health Issues among Adults: Results from the 2016 National Survey on Drug Use and Health

[NSDUH Data Review]. Substance Abuse and Mental Health Services Administration. https://www.samhsa.

gov/data/sites/default/files/NSDUH-DR-FFR2-2016/NSDUH-DR-FFR2-2016.htm.

Polcin, D. L. 2009. “Communal living settings for adults recovering from substance abuse.” Journal of Groups in

Addiction & Recovery, 4(1 & AMP): 7–22. https://doi.org/10.1080/15560350802712355.

PwCHealth Research Institute. 2024.Medical Cost Trend: Behind the Numbers 2024. PwCHealth Research Institute.

https://www.pwc.com/us/en/industries/health-industries/library/assets/pwc-behind-the-numbers-2024.pdf.

Recovery Centers of America. 2019. Economic cost of substance abuse disorder in the United States, 2019.

Recovery Centers of America. https://recoverycentersofamerica.com/resource/economic-cost-of-substance-

abuse-disorder-in-united-states-2019/.

Salomon, J. A. 2017. “Quality adjusted Life years.” In S. R. Quah (Ed.) International Encyclopedia of Public

Health (Second Edition). pp. 224–228. Academic Press. https://doi.org/10.1016/B978-0-12-803678-5.00368-4.

SAMHSA. 2012. SAMHSA’s working definition of recovery. Substance Abuse and Mental Health Services

Administration. https://store.samhsa.gov/sites/default/files/d7/priv/pep12-recdef.pdf.

SAMHSA. 2018. 2017 National survey of drug use and health. Substance Abuse and Mental Health Services

Administration. https://www.samhsa.gov/data/release/2017-national-survey-drug-use-and-health-nsduh-

releases.

SAMHSA. 2020. 2019 National survey of drug use and health (NSDUH) releases. Substance Abuse and Mental

Health Services Administration. https://www.samhsa.gov/data/release/2019-national-survey-drug-use-and-

health-nsduh-releases.

Stea, J. N., I. Yakovenko, and D. C. Hodgins. 2015. “Recovery from cannabis use disorders: Abstinence versus

moderation and treatment-assisted recovery versus natural recovery.” Psychology of Addictive Behaviors, 29(3):

522–531. https://doi.org/10.1037/adb0000097.

Substance Abuse and Mental Health Services Administration. 2014. Projections of National Expenditures for

Treatment of Mental and Substance Use Disorders, 2010–2020. https://store.samhsa.gov/product/projections-

national-expenditures-treatment-mental-and-substance-use-disorders-2010-2020.

Tomko, C., M. Olfson, and R. Mojtabai. 2022. “Gaps and barriers in drug and alcohol treatment following

implementation of the affordable care act.” Drug and Alcohol Dependence Reports, 5: 100115. https://doi.

org/10.1016/j.dadr.2022.100115.

U.S. Department of Housing and Urban Development (HUD). 2015. Recovery Housing Policy Brief, p. 9. https://

files.hudexchange.info/resources/documents/Recovery-Housing-Policy-Brief.pdf.

Witkiewitz, K., and J. A. Tucker. 2020. “Abstinence not required: Expanding the definition of recovery from

alcohol use disorder.” Alcoholism, Clinical and Experimental Research, 44(1): 36–40. https://doi.org/10.1111/

acer.14235.

Zarkin, G. A., A. J. Cowell, K. A. Hicks, M. J. Mills, S. Belenko, L. J. Dunlap, and V. Keyes. 2015. “Lifetime

benefits and costs of diverting substance-abusing offenders from state prison.” Crime and Delinquency, 61(6):

829–850.

Cite this article:Ashworth, Madison, David Johnson, and Robin Thompson. 2024. “Adaptable Tool for Modeling

the Benefits and Costs of Substance Use Disorder Recovery Programs.” Journal of Benefit-Cost Analysis,

doi:10.1017/bca.2024.26

16 Madison Ashworth, David Johnson and Robin Thompson

https://doi.org/10.1017/bca.2024.26 Published online by Cambridge University Press

https://www.samhsa.gov/data/report/2021-nsduh-annual-national-report
https://www.samhsa.gov/data/report/2021-nsduh-annual-national-report
https://www.hhs.gov/surgeongeneral/priorities/opioids-and-addiction/index.html
https://www.hhs.gov/surgeongeneral/priorities/opioids-and-addiction/index.html
https://www.samhsa.gov/data/sites/default/files/NSDUH-DR-FFR2-2016/NSDUH-DR-FFR2-2016.htm
https://www.samhsa.gov/data/sites/default/files/NSDUH-DR-FFR2-2016/NSDUH-DR-FFR2-2016.htm
https://doi.org/10.1080/15560350802712355
https://www.pwc.com/us/en/industries/health-industries/library/assets/pwc-behind-the-numbers-2024.pdf
https://recoverycentersofamerica.com/resource/economic-cost-of-substance-abuse-disorder-in-united-states-2019/
https://recoverycentersofamerica.com/resource/economic-cost-of-substance-abuse-disorder-in-united-states-2019/
https://doi.org/10.1016/B978-0-12-803678-5.00368-4
https://store.samhsa.gov/sites/default/files/d7/priv/pep12-recdef.pdf
https://www.samhsa.gov/data/release/2017-national-survey-drug-use-and-health-nsduh-releases
https://www.samhsa.gov/data/release/2017-national-survey-drug-use-and-health-nsduh-releases
https://www.samhsa.gov/data/release/2019-national-survey-drug-use-and-health-nsduh-releases
https://www.samhsa.gov/data/release/2019-national-survey-drug-use-and-health-nsduh-releases
https://doi.org/10.1037/adb0000097
https://store.samhsa.gov/product/projections-national-expenditures-treatment-mental-and-substance-use-disorders-2010-2020
https://store.samhsa.gov/product/projections-national-expenditures-treatment-mental-and-substance-use-disorders-2010-2020
https://doi.org/10.1016/j.dadr.2022.100115
https://doi.org/10.1016/j.dadr.2022.100115
https://files.hudexchange.info/resources/documents/Recovery-Housing-Policy-Brief.pdf
https://files.hudexchange.info/resources/documents/Recovery-Housing-Policy-Brief.pdf
https://doi.org/10.1111/acer.14235
https://doi.org/10.1111/acer.14235
https://doi.org/10.1017/bca.2024.26
https://doi.org/10.1017/bca.2024.26

	Adaptable Tool for Modeling the Benefits and Costs of Substance Use Disorder Recovery Programs
	Introduction
	Methods
	Data
	Model

	Results
	Discussion
	Supplementary material
	Acknowledgments
	Funding statement
	Competing interest
	References


