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Objective: Recovery community centers (RCCs) are a rapidly growing source of support for many Americans seeking or in recovery from substance use disorder. Research that examines the effectiveness of RCCs is critically needed. Determining how the “effectiveness” of RCCs ought to be measured, however, is challenging, because RCCs seek to confer benefits on multiple levels and because recovery is a multi-faceted construct. RCC directors are uniquely suited to provide insight into what outcome measures may be viable to use to capture the impact of RCCs on their participants.

Methods: As part of a nationwide survey of RCCs directors (n = 122/198, 62% response rate), we presented seven measures to RCC directors: process measures (Client Satisfaction Questionnaire (CSQ-8); a list of ways in which RCCs confer benefit) and longer term outcome measures (Brief Assessment of Recovery Capital (BARC-10); EUROHIS-QOL; Substance Use Recovery Evaluator (SURE); PERMA Profiler; a list of life goals). We then asked RCC directors if they expected that RCC participants would show progress over time on these measures (yes/no), if the measure would be useful to demonstrate the impact of their RCC (yes/no), and which measure they felt was the best measure of the positive impact RCCs can make on RCC participants.

Results: All measures had considerable buy-in from RCC directors: 87% or more of RCC directors said RCC participants would show progress on each measure, and 72% or more said that each measure would be useful to demonstrate the impact of their RCC. Most frequently, RCC directors endorsed as useful the list of ways in which RCCs confer benefit, the list of life goals, and the BARC-10 (≥95% of RCC directors each). RCC directors were split on which measure would be the best measure, with no single measure exceeding 26% of RCC directors rating it as the best of the seven presented scales.

Conclusion: Several existing scales resonate with RCC directors, yet little consensus regarding a single primary outcome variable exists. Close collaboration with RCCs is needed to ensure that research on the effectiveness of RCCs is congruent with how RCCs function and seek to confer benefit.
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Introduction

Recovery community centers (RCCs) are emerging as an important third component of the recovery support landscape that, until recently, was comprised solely of professional treatment and mutual-help organizations (1). RCCs are brick and mortar places open to the community that serve as a central recovery hub by providing a variety of support services for people seeking or in recovery (2). Under the guiding principle of “all pathways are welcome”, RCCs generally host a myriad of mutual help groups (e.g., “all recovery” meetings, 12-step groups, mental health support groups), provide recovery coaching, access to technology (e.g., use of computers), and assistance with basic needs and social services. Many RCCs also offer space and guidance for engaging in health behaviors (e.g., nutrition programs, yoga). Beyond services, RCCs provide a space and foster a community for their participants to engage in substance-free recreational activities (e.g., birthday parties, board-gaming nights), often including opportunities for expressive art (e.g., arts/crafts groups, music) (2). RCCs are staffed by a small number of paid staff, and receive support from volunteers to deliver their services and host events (2). In these diverse ways, RCCs provide an opportunity for those seeking recovery or early in recovery to receive support, and an opportunity to “give back” to the community for those who are further along the path of recovery. On the community level, RCCs put a visible, de-stigmatizing face on recovery, and serve as a convenient, easily-accessible base of operations for the local recovery community (3). Thus, RCCs address multiple needs by providing knowledge, insight, services, and a recovery-supportive social environment.

RCCs are a rapidly growing source of community recovery support. A nationally representative survey of US adults conducted in 2016 showed that 6.2% of adults who have had a substance use problem but no longer do have used a recovery community center (4). Recent years have witnessed increased investment in RCCs. In Massachusetts, for example, the number of RCCs has increased more than 7-fold over 20 years, from five state-funded RCCs operating in 2008 to 39 operating in 2024. Nationwide, data from our survey study suggest that the number of RCCs has more than doubled in the 5 years prior to 2022 (2). Since 2022, RCCs are highlighted as a key resource in the U.S. National Drug Control Strategy (5).

Critically needed is research that examines the effectiveness of RCCs (6, 7). By “effectiveness”, we are referring to “the impact of an intervention on important individual outcomes, including potential negative effects, and broader impact including quality of life and economic outcomes; and variability across subgroups (generalizability or heterogeneity of effects)”, which is the definition of effectiveness used in the RE-AIM (Reach, Effectiveness, Adoption, Implementation, and Maintenance) framework (8). To date, no randomized clinical trial (RCT) has been conducted that provides gold-standard evidence of the effectiveness of RCCs. This type of evidence is needed to further support investment in RCCs, and to stimulate referral to RCCs. Such research can also shed light on best practices to guide new RCCs. Conducting effectiveness research on RCCs is challenging, however, for many reasons, chief among them the heterogeneity of approaches and services offered by RCCs, the different settings in which they operate, both in terms of their physical setting (e.g., urban, rural) and their surrounding socio-political climate (e.g., Northeast, Deep South), and the differences in funding streams they can utilize to operate (e.g., state-funded, philanthropy funded). Even before this complexity can be addressed, however, a more basic question arises: how do you define the “effectiveness” of an RCC? RCCs are designed to confer benefits on multiple levels. Providing support to individuals struggling with substance use disorder (SUD) is a centralizing focus, but certainly not the only one. Beyond the individual level, RCCs also are designed to confer benefits on the interpersonal, community, state and national level. They provide an opportunity to those further along the path to “give back” to the community, thereby supporting the growth of interpersonal and professional skills. RCCs impact their surrounding community, which through the myriad of outreach activities hosted by RCCs are prompted to think about recovery, and to re-think and question prejudices and stereotypes. Such stereotypes get challenged by experiencing people in recovery, and engaging with their life-stories; storytelling is an increasingly recognized mechanism for dismantling SUD stigma (9). On an even more macro-level scale, RCCs play a critical role in informing and impacting state and national policies through their collaboration with each other and their joint advocacy work. Thus, in considering the “effectiveness” of RCCs, it must be remembered that supporting individuals is only part of the mission of RCCs.

Even on the individual level, defining “effectiveness” of RCCs in supporting individuals struggling with SUD is complex. In SUD treatment settings, “success” has traditionally been defined as achieving abstinence (10, 11). The suitability of this narrow focus has been questioned for professionally delivered psychosocial treatments (12), and contrasts with the emergence of the concept of recovery (13), a concept which has established itself as the desired outcome for people with SUD. This emerging consensus is based, in part, on studies that have challenged the utility of focusing on abstinence as the key indicator of recovery. Recent large-scale studies have highlighted that (at least for alcohol) non-abstinent recovery is not only possible, but common (14, 15), leading to the argument that patterns of use are informative, but abstinence itself is of limited utility in defining success in recovery (16). Note also that for many persons who struggle with SUD or who engage in treatment, abstinence is not their goal (17). A focus on abstinence is certainly at odds with the vision and mission of RCCs, which are guided by the principles of recovery, a core part of which is that “recovery looks different for different people” (18).

In calling for research on the effectiveness of recovery support services, such as RCCs, the National Institute on Drug Abuse (NIDA) has offered the perspective that “recovery support services are thought to assist individuals with the recovery process” (as stated in RFA-DA-20-014). Fortunately, much progress has been made over the last decade in defining recovery. A consensus has emerged that recovery is a multi-faceted construct. NIDA defines it as: “a process of change through which people improve their health and wellness, live self-directed lives, and strive to reach their full potential.” The definition of recovery used by the Substance Abuse and Mental Health Services Administration (SAMHSA) (19), a federal agency within the U.S. Department of Health and Human Services that leads public health efforts to advance the behavioral health of the nation more broadly, is identical. Additionally, SAMHSA notes that there are “four major dimensions that support a life in recovery: health, home, purpose, and community.” (19) These four dimensions are encompassed by (1) making informed, healthy choices that support physical and emotional wellbeing, (2) having a stable and safe place to live, (3) engaging in meaningful daily activities, and having the independence and resources to participate in society, and (4) having relationships and social networks that provide support, friendship, love and hope. Thus, an overall conceptual consensus has been established that defines recovery as a multi-faceted construct encapsulating diverse outcomes.

RCCs provide support for all of these diverse outcomes—in a variety of ways and to varying degrees. In examining the effectiveness of RCCs, it is necessary to operationally define these multi-faceted outcomes, so as to be able to measure them. It is one thing to agree that recovery encompasses multiple, specific outcomes. It is quite another to agree on specific measures that validly capture the degree to which individuals are achieving these markers of recovery.

In an effort to inform future research efforts that seek to test the effectiveness of RCCs, we sought input from RCC directors on measures that could be used to capture the impact an RCC can have on its participants. RCC directors are key constituents in defining outcomes of recovery community centers, as they are instrumental in designing the services RCCs offer, and typically have lived experience of going through the process of recovery. Thus, RCC directors are experts on this specific intervention/service delivery mechanism (i.e., RCCs) and the goals it should achieve, which is why their input on selecting outcome measures for effectiveness research is of paramount importance. To this end, we conducted a nationwide survey of RCC directors. Previously, we reported on part 1 of the survey, in which we asked RCC directors to describe their RCC (2). Here, we report on part 2 of the survey, in which we presented RCC directors with specific outcome measures, and asked for their evaluation of them.

In designing this study, we were guided by reactions to the conclusions arrived at by an expert panel convened by the National Institute of Drug Abuse (NIDA) well over a decade ago to address addictions treatment outcome issues (20, 21). In reacting to those recommendations, del Boca and Darkes offered three guiding principles for future work: (1) the selection of outcome measures should reflect and inform evolving conceptualizations of recovery, (2) measures should, in addition to reliability and validity, demonstrate sensitivity to change, and (3) outcome measures should have clinical relevance (22). To this end, we selected, for the most part, scales of known robust psychometric properties that were in line with the evolving conceptualization of recovery. We then asked RCC directors to evaluate the “clinical” relevance of these selected measures, and their ability to demonstrate change over time. In selecting measures for feedback, we included both process measures (e.g., satisfaction with services) and downstream, longer-term outcomes (e.g., quality of life), which are conceptually distinct parts of complex interventions (23).



Methods


Participants

Participants were directors of RCCs or their delegates (e.g., center manager, associate director) located anywhere in the continental US. No central locator of RCCs exists; thus, RCCs were identified via smaller existing lists of RCCs, online searches, and networking, as described in our previous paper on this study (2). Our search identified 198 RCCs fitting the definition: “Brick and mortar places located within the heart of a community that serve as a central recovery hub by providing a variety of support services for people in or seeking recovery”. Of these, 122 (62%) RCC directors participated in our survey, and 114 completed part 2 of the survey, which pertained to providing feedback on outcome measures.



Procedure

Study staff sent email invitations to RCC directors and followed up via phone on three or more days. The email invitations contained an RCC-specific survey link (only one survey could be completed per RCC), administered via the secure, web-based, HIPAA-compliant data capture system REDCap (24). In part 1 of the survey, RCC directors or their delegates answered multiple-choice questions describing their RCC, as described and reported on previously (2). In part 2, they were asked to review specific measures, and then answered questions about them. This transition in the survey was clearly demarked using the following text: “Thank you for completing Part 1 of this survey! […] In Part 2, we will now ask you about your opinion about potential measures that could be used to measure the impact of RCCs on the individuals and communities they serve.” In phrasing this introduction (and subsequent survey items), we deliberately used the word “impact” rather than “effectiveness”, as the word “effectiveness” has a very specific meaning in health behavior change research, which RCC directors may not be aware of. Thus, we chose the word “impact” for ease of understanding. Note that this word captures the main thrust of the definition of “effectiveness”, as defined in the RE-AIM framework, as effectiveness is “the impact of an intervention on important individual outcomes” (8). RCC directors were free to skip questions they did not want to answer.



Measures

In the current paper, we included the basic descriptors (from survey part 1) specific to the n = 114 RCCs that participated in part 2 of the survey: information about RCC staffing, RCC footprints, RCC model of care, and estimated demographics of RCC participants. Of note, to estimate demographics of the participants of their RCC, RCC directors were asked to provide their “best guess to estimate the percent of people who fall into each category at your RCC”. For each variable (age, gender, ethnicity, race), RCC directors were provided multiple textboxes in which to indicate the percentage of their RCC participants who would be best described by this category. For example, for ethnicity, two textboxes were provided, which read “Hispanic/Latino” and “Not Hispanic/Latino”. Right underneath these two textboxes was a calculated field, labeled “Total (please make sure this equals 100%)”. This field provided the sum of the percentages RCC directors provided in the textboxes matching each category, so that they could easily see if their estimated percentages added up to 100%.

In part 2, the survey presented seven measures to RCC directors: two process measures capturing RCC participants' short-term appraisals of their experience with the RCC (i.e., satisfaction with services; RCC specific reflections) and RCC participants' downstream, longer-term outcomes (i.e., recovery capital, quality of life, recovery, flourishing, and achievement of life goals). We included both short-term appraisals and longer term outcomes because they are distinct and important parts of complex interventions (23). The reasons we selected each measure to include in this study is summarized in Table 1, and detailed for each measure in the measure-specific description below.

TABLE 1  Rationale for selecting outcome measures for evaluation by RCC directors.


	Type of Measure
	Why we selected it





	Process measures (i.e., is the RCC delivering support as intended)

 
	Client Satisfaction Questionnaire (CSQ-8)
	- widely used measure of client and patient satisfaction (cited 3,600+ times)


 
	
	- provides insight into how RCC participants experience RCC support

 
	Ways in Which RCCs Confer Benefits
	- designed to capture RCC specific experiences, thoughts, and feelings


 
	
	- developed by our team based on our knowledge of RCCs


 
	
	- guided by knowledge shared in monthly online seminar series on RCCs

 
	Outcome measures (i.e., is the RCC impacting recovery outcomes)

 
	Brief Assessment of Recovery Capital (BARC-10)
	- frequently used measure of recovery capital in recovery science


 
	
	- used by many RCCs via the Recovery Data Platform (RDP)

 
	EUROHIS-QOL
	- widely used measure of quality of life


 
	
	- used to calculate quality-adjusted life years (QALYs)

 
	Substance Use Recovery Evaluator (SURE)
	- iteratively created with people in recovery and SUD clinicians


 
	
	- assesses six dimensions of recovery; abstinence not required


 
	
	- encompasses all four dimensions of recovery highlighted by SAMHSA


 
	
	- relatively novel, but starting to be used in RCTs in SUD research

 
	PERMA profiler
	- shifts the focus from functioning to flourishing


 
	
	- widely used internationally to measure flourishing (cited 2,100+ times)

 
	Life Goals
	- designed to capture NIDA's theme on “regain health and social function”


 
	
	- developed by our team based on our knowledge of RCCs


 
	
	- congruent with NIDA's and SAMHSA's definition of recovery






For each outcome measure, the survey provided information about the measure before asking RCC directors to answer questions about it: (1) background information about the measure, including information about how and when RCC participants would be asked to provide data on this measure (e.g., once, baseline and follow-up); (2) the actual survey items as participants would see them, including their responses options; and (3) scoring information, which explained how scores would be calculated, and how this score would be interpreted. This process is illustrated in Figure 1, using one of the seven outcome measures as an example (please see Supplementary material #1 for screenshots of how we presented all measures in this survey). After reviewing this information, RCC directors were then asked to respond to two yes/no items: “Do you think that participants at your RCC would show progress on this measure?”; depending on the nature of the measure, parenthetical text either added “(i.e., their score would improve over time)” or “(i.e., that they would check off any of these boxes)”; and “Do you think this measure would be useful to demonstrate the impact of your RCC?”. If they indicated “no”, the survey asked them to provide additional thoughts in a textbox, using the prompt “please explain”.


[image: Figure 1]
FIGURE 1
 Screenshot of REDCap survey asking directors to provide feedback on selected measures.


After RCC directors rated each of the seven outcome measures, we asked “Now that you have taken a look at the 7 measures we thought are relevant to assessing the positive impact of RCCs, which one do you think is the best measure of the positive impact RCCs can make on people seeking or in recovery?” and “Which measure do you think is the worst measure of the positive impact RCC can make on people seeking or in recovery?”

In terms of short-term process measures (Table 1), we presented two measures:

Client Satisfaction Questionnaire (CSQ-8). The CSQ-8 consists of 8 items that ask participants to evaluate “the service they have received” using a 4-point Likert scale (25). Items include: “How would you rate the quality of service you received?” (response options ranging from “poor” to “excellent”), and “Did you get the kind of service you wanted?” (response options ranging from “no, definitely not” to “yes, definitely”). The CSQ-8 was first published in 1979, and is a well-known and widely used measure of client and patient satisfaction (cited 3,600+ times).

Ways in which RCCs Confer Benefits. To assess RCC-related experiences more directly, our team developed a measure that queries RCC participants about their thoughts and feelings regarding their interactions with their RCC. To this end, our team generated 17 items with the stem “The RCC I attend …” followed by statements about specific ways in which participants may have experienced a beneficial impact of their interactions with an RCC (e.g., “… gave me confidence to persist in my recovery”; “… was a safe haven in a moment of crisis”; “… gave me trusted advice whenever I needed it”, etc.). We generated these items based on our knowledge of how RCCs function (our authorship team includes recovery leaders involved in the accreditation of RCCs and a former state employee overseeing the implementation of RCCs), and as shared in the monthly seminar series our team leads on RCCs, which brings together key community groups interested in advancing the science on RCCs (e.g., RCC directors, RCC staff, RCC participants, RCC advocates, RCC funders, recovery scientists, SUD clinicians). Participants would rate these statements on a 6-point Likert scale to indicate their level of agreement with that statement (response options ranging from “strongly disagree” to “strongly agree”; please see Supplementary material #2). In our survey, we presented the items we had generated, and asked RCC directors to add items that should be added to this list.

In terms of longer-term outcome measures (Table 1), we presented five measures:

Brief Assessment of Recovery Capital (BARC-10). The BARC-10 (26) is a shortened version of the 50-item long Assessment of Recovery Capital (ARC) (27). It consists of ten items, rated on a 6-point Likert scale (ranging from “strongly disagree” to “strongly agree”), and includes items such as: “There are more important things to me in life than using substances” and “I get lots of support from friends”. It is well-known among scientists and RCC directors. Among scientists, the BARC-10 stands out as one of the most widely used measures of recovery capital (28), where recovery capital is defined as “…the sum of one's total resources that can be brought to bear in an effort to overcome alcohol and drug dependency” (29). Among RCC directors, it stands out as the most frequently used measure to capture recovery progress in their participants, assessed as part of their routine recovery support activities. Many RCCs use the Recovery Data Platform (RDP)™ to collect data akin to electronic health records, and to document recovery progress over time. The BARC-10 has been programmed into the RDP since 2018 as a possible outcome measure. In 2024, it was used 17,248 times across 163 RCCs (30).

EUROHIS-QOL. The EUROHIS-QOL (31) consists of eight items, rated on a 5-point Likert scale, using different response options. Items include: “How would you rate your quality of life?” (response options ranging from “very poor” to “very good”); and “How satisfied are you with your personal relationships?” (response options ranging from “very dissatisfied” to “very satisfied”). The EUROHIS-QOL is one of the most widely used measures of quality of life. It was derived from the World Health Organization Quality of Life (WHOQOL) project in 2003 (32), and can be used to calculate quality-adjusted life years (QALYs). This is an important metric for evaluating the cost-effectiveness of services. Its eight items touch upon all four of SAMHSA's dimensions of recovery: health, home, purpose, and community, albeit in less specific ways (e.g., “How satisfied are you with your health?” is asked, which does not provide much insight into the degree to which persons are making informed, healthy choices that support physical and emotional wellbeing). Mental health is not specifically highlighted by the EUROHIS-QOL.

Substance Use Recovery Evaluator (SURE). The SURE (33) was developed through a rigorous, iterative process involving multiple key community groups, including both persons with SUD and SUD clinicians in the United Kingdom in 2014–2016. The SURE total score reflects substance use, the ability to cope with stressors without substance use, self-care, relationships, material resources and outlook on life. As such, this measure encompasses all four dimensions highlighted by SAMHSA: health (substance use, coping without substance use, self-care), home (material resources), purpose (outlook on life) and community (relationships). It consists of 26 items, with considerable detail on self-care and relationships. Items are rated on a 5-point Likert scale, using different response options. Examples pertaining to SAMHSA's four dimensions of recovery (i.e., health, home, purpose, and community) are as follows: Regarding substance use (i.e., pertaining to “health”), items include: “I have drunk too much” (response options ranging from “never” to “every day”). Regarding material resources (i.e., pertaining to “home”), items include: “I have had stable housing” (response options ranging from “all of the time” to “none of the time”). Regarding outlook on life (i.e., pertaining to “purpose”), items include: “I have felt positive” (response options ranging from “all of the time” to “none of the time”). Regarding relationships (i.e., pertaining to “community”), items include: “I have been treated with respect and consideration by people around me” (response options ranging from “all of the time” to “none of the time”). This outcome measure is increasingly being used by scientists and RCC directors. Among scientists, the SURE was included as an outcome measure in five recent randomized clinical trials (34–38). Among RCC directors, it has become known recently. It was added to the RDP in July 2022. In 2024, it was used 1,008 times across 163 RCCs (30).

PERMA Profiler. The PERMA Profiler (39) consists of 22 items, which assesses flourishing across five dimensions: positive emotions (experiencing joy, optimism, contentment), engagement (experiencing “flow”, feeling deeply engaged in activities), relationships (feeling valued, loved and supported), meaning (experiencing purpose in life), and accomplishments (having goals and making progress toward them). These five dimensions have direct relevance to three out of the four SAMHSA dimensions of recovery (i.e., health, purpose, and community). Other items are geared toward assessing flourishing more broadly. All items are rated on 10-point scales, using different anchors. Regarding positive emotions (i.e., pertaining to “health”), items include: “In general, how often do you feel positive?” (where 1 = “not at all” and 10 = “always”). Regarding positive emotions (i.e., in this case, pertaining to “purpose”), items include: “In general, to what extent do you lead a purposeful and meaningful life?” (where 1 = “not at all” and 10 = “completely”). Regarding relationships (i.e., pertaining to “community”), items include: “To what extent do you feel loved?” (where 1 = “not at all” and 10 = “completely”). Items assessing engagement have relevance to the recreational activities RCCs provide. Items include: “How often do you lose track of time while doing something you enjoy?” (where 1 = “never” and 10 = “always”). Also noteworthy are items that assess progress toward life goals, in line with the direct support RCCs provide: “How much of the time do you feel you are making progress toward accomplishing your goals?” (where 1 = “never” and 10 = “always”). We included this measure in this study because an important theme of the recovery movement is to think of recovery not as the absence of disease but of moving toward flourishing. The PERMA-Profiler is a widely used measure of flourishing (cited over 2,100 times in the academic literature) that comes out of the positive psychology literature, which has substantial synergy with the recovery movement (40). RCCs, which grew out of the recovery movement (41), embrace the emphasis on flourishing in a multitude of ways (e.g., fostering a caring social environment, providing opportunities for leisure activities, providing support and guidance on achieving goals, etc.), thereby making the assessment of flourishing relevant to understanding the outcomes of participating in an RCC.

Life Goals. This measure is a single question with 12 “check all that apply” response options: “In the past 3 months, has your life improved in any of these aspects?” The response options were: (1) “employment”, (2) “income”, (3) “housing”, (4) “education”, (2) “social connections”, (6) “family”, (7) “physical health”, (8) “fitness (e.g., exercise, diet)”, (9) “mental health”, (10) “spiritual well-being”, (11) “criminal justice issues”, and (12) “community involvement”. This question and its answer choices were developed by our investigative team, which included diverse perspectives: people in recovery, recovery leaders, people with experience evaluating RCCs (i.e., via ARCO certification process, via state-funding review processes), recovery scientists (psychology, health services), a prescriber of medications for opioid use disorder, and SUD clinicians. This item and its answer choices are congruent with NIDA's and SAMHSA's definition of recovery, specifically addressing this piece of the definition: “people improve their health and wellness, live self-directed lives, and strive to reach their full potential”.



Analysis

We calculated summary statistics for the items describing the participating RCCs, and the questions we asked RCC directors about evaluating the presented outcome measures. Missing data were rare. The only questions with more than 5% missing answers were the questions where RCC directors were asked to specify the “worst” (11% of RCC directors skipped this item) and “best” measure (6%).

To explore whether RCC characteristics were related to RCC directors' evaluations of the proposed measures, we conducted exploratory univariate logistic regression analyses. In these analyses, we were constrained to examine measures that showed a minimum threshold of variation in RCC directors' evaluations. Otherwise, the statistical models cannot converge. Thus, we only conducted these analyses for measures where 10% or more of RCC directors endorsed “no” for the question: “Do you think this measure would be useful to demonstrate the impact of your RCC?” For these measures, we conducted univariate logistic regression where the dependent variable was “Do you think this measure would be useful to demonstrate the impact of your RCC?” (modeling the probability that RCC directors indicated “no”), and the univariate predictor variables were the variables describing the RCCs' physical setting, size and model of care, as described in Table 2, using p < 0.05. We also examined r-square values as a more descriptive evaluation of the relationship of these predictors with the dependent variables.

TABLE 2  Participating RCCs.


	Variables describing RCCs
	Total



	
	n = 114





	
	M/%
	(SD/n)

 
	Physical Setting

 
	Rurality (% describing primary catchment area of RCC as rural)
	21.1
	(24)

 
	Has state-level funding (% yes)
	58.8
	(67)

 
	US Census region (% located in)

 
	Northeast
	39.5
	(45)

 
	Midwest
	21.1
	(24)

 
	South
	26.3
	(30)

 
	West
	13.2
	(15)

 
	RCC size and model of care

 
	RCC Staffing, M(SD)

 
	Number of paid staff
	8.9
	(10.7)

 
	Number of volunteer staff at your RCC:
	10.2
	(11.7)

 
	RCC Footprints (in medians, due to skew)

 
	Number of RCC members last year
	530

 
	Number of active RCC members last month
	125

 
	RCC Model of Care (% of RCCs)

 
	An information-oriented place where people are connected with resources and learn more about recovery
	92.1
	(105)

 
	A service-oriented place where people use services hosted by the RCC
	88.6
	(101)

 
	A social place where people go to meet and spend time with peers
	78.1
	(89)

 
	Demographics of people served by the RCCs (estimated by RCC director, M(SD) across RCCs)

 
	Age (% of RCC members in each age group)

 
	< 18 years of age
	2.3
	(5.9)

 
	18–24 years
	21.3
	(15.5)

 
	25–59 years
	63.1
	(18.5)

 
	60+ years
	12.7
	(11.1)

 
	Gender (% of RCC members in each category)

 
	Male
	54.7
	(14.0)

 
	Female
	42.8
	(12.8)

 
	Other
	1.9
	(3.5)

 
	Ethnicity (% Hispanic)
	21.0
	(21.1)

 
	Race (% of RCC members in each group)

 
	American Indian or Alaskan Native
	2.3
	(4.1)

 
	Asian
	1.6
	(2.8)

 
	Black/African American
	22.3
	(20.8)

 
	Native Hawaiian or Pacific Islander
	1.1
	(5.9)

 
	White
	62.7
	(24.0)

 
	More than one race
	10.3
	(10.9)






We counted write-in responses and summarized them by theme. Initial themes were identified by one author (BH). Three independent coders (AW, DF, and AF) then coded each write-in responses as belonging to this grouping or not (yes/no). The team iteratively added themes and re-coded write-in responses as needed by consensus.




Results


Description of RCCs

RCCs of which the director participated in part 2 of the survey are described in Table 2. RCCs were staffed, on average, by 8.9 paid staff members, and 10.2 volunteers. RCCs engaged a median of 530 participants per year, with a median of 125 participants engaging in activities at the RCC during the last month. The directors of the participating RCCs described their RCCs as providing informational (92%), service (89%), and social (78%) support. RCCs engaged participants of varying ages, including young adults (average of 23% of participants across RCCs) and adults aged 60+ years of age (average of 13% of participants across RCCs). Nearly half of the participants were female (average of 43% participants across RCCs), and 2% neither male nor female. RCCs engaged participants of diverse racial and/or ethnic backgrounds, including Hispanic (average of 21% of participants across RCCs) and Black participants (average of 22% of participants across RCCs).



Evaluation of proposed outcome measures

In terms of capturing recovery progress over time (Table 3), the vast majority of RCC directors felt the presented outcome measures would be able to capture progress over time. That is, for each of the presented measures, 86% or more of RCC directors responded “yes” to the question “Do you think that participants at your RCC would show progress on this measure?”. Note that we did not ask this question for two out of the seven presented measures, because these measures cannot be assessed prior to participating in the RCC (i.e., Client Satisfaction Scale, Ways in Which RCCs Confer Benefit).

TABLE 3  Evaluation of proposed outcome measures.


	Proposed outcome measure
	Do you think that participants at your RCC would show progress on this measure?
	Do you think this measure would be useful to demonstrate the impact of your RCC?





	
	% yes
	(n)
	% yes
	(n)

 
	Ways in Which RCCs Confer Benefit
	n/a
	
	96.5
	(110)

 
	Life Goals
	100.0
	(114)
	94.7
	(108)

 
	BARC-10
	100.0
	(114)
	94.7
	(108)

 
	Client Satisfaction Scale (CSQ-8)
	n/a
	
	92.1
	(105)

 
	EUROHIS-QOL
	92.1
	(105)
	89.5
	(102)

 
	Substance Use Recovery Evaluator (SURE)
	93.9
	(107)
	83.3
	(95)

 
	PERMA profiler
	86.8
	(99)
	72.8
	(83)






In terms of being useful indicators of the impact RCCs have (Table 3), results were more mixed. For each measure, 72% or more of RCC directors answered “yes” to the question: “Do you think this measure would be useful to demonstrate the impact of your RCC?”. The measure with the most affirmative responses was our created list of “Ways in Which RCCs Confer Benefit”, which received a “yes” rating from 97% of RCC directors, followed by the Life Goals list (95% “yes”) and the BARC-10 (95% “yes”). The PERMA Profiler received the fewest “yes” ratings (73%).



Differences in evaluations based on RCCs' physical setting, size or model of care

Our threshold of 10% or more of RCC directors endorsing “no” for the question: “Do you think this measure would be useful to demonstrate the impact of your RCC?” was met for three measures: the EUROHIS-QOL (10.5%), SURE (16.7%) and PERMA (27.2%). Logistic regression analyses (see Supplementary Tables 1–3) did not identify any significant univariate predictors of answering “no” to this question. Max r-scaled r-square values ranged from 0.00 to 0.05 for the EUROHIS-QOL and the SURE, and 0.00 to 0.03 for the PERMA. The variable that came closest to showing a statistically significant relationship to RCC directors' evaluations were “Number of active RCC members last month” (p = 0.09 for EUROHIS-QOL, p = 0.07 for SURE). All other p values were 0.18 or larger.



Comments on measures
 
CSQ-8

Three RCC directors (3%) indicated that the CSQ-8 measure would not be useful to demonstrate the impact of their RCC. They offered concerns that in using this measure, “services” would need to be very carefully defined, that this measure would not capture the supportive atmosphere that is a key ingredient of the support RCCs provide, and they worried that this measure would not provide scientifically useful data.



Ways in which RCCs confer benefits

No RCC director (0%) answered “no” to the question: “Do you think this measure would be useful to demonstrate the impact of your RCC?”. Four RCC directors did not answer this question; for these non-responses, no write-ins were provided to comment on why this measure would not be useful. Overall, RCC directors provided 48 comments regarding additional items that could be added to this list. Many of these comments (n = 20, 42%) said that no further items were needed, and endorsed the list with comments like “This is a wonderful list. I can't think of others to add” and “[I] think you covered everything”. Other write-ins suggested adding items to capture additional positive impacts RCCs can have. Suggestions included adding items to capture that RCCs help develop social networks, show that there are multiple pathways to recovery, provide opportunities to “give back” and participate in advocacy and leadership, could be counted on no matter what, were culturally respectful, provided hands-on support in numerous ways, and were a safe space to ask questions and feel valued.



BARC-10

Five RCC directors (4%) indicated that the BARC-10 measure would not be useful to demonstrate the impact of their RCC. They offered concerns that this measure does not capture the RCC's impact on its surrounding community, is not sensitive enough to measure growth over time, and it would be difficult to attribute gains on the BARC-10 unequivocally to the RCC.



EUROHIS-QOL

Seven RCC directors (6%) indicated that their participants would not show progress on the EUROHIS-QOL, and nine RCC directors (8%) indicated that this measure would not be useful to demonstrate the impact of their RCC. Regarding its inability to show progress, RCC directors shared concerns that the items are not specific to recovery, they are unsure how RCC participants would react to these questions, that questions about money would be ill-placed because money is challenging early in recovery, that struggle with contentment may impact answers, that recovery is more than mental health, and that the items of the EUROHIS-QOL may not be relevant. Regarding its inability to demonstrate impact of their RCC, comments were similar. They centered on the generality of the questions, which would make it difficult to tie these ratings to participation in the RCC; thus, they felt that other measures would be better.



Substance Use Recovery Evaluator (SURE)

Four RCC directors (4%) indicated that their participants would not show progress on the SURE, and 17 RCC directors (15%) indicated that this measure would not be useful to demonstrate the impact of their RCC. Regarding its inability to show progress, the strongest concern was that RCC participants would not be willing to go through this measure because of its length (i.e., 26 questions). The other concern was that such a measure would be more fitting for a treatment environment as it felt diagnostic. Regarding its lack of utility to demonstrate the impact of an RCC, the strongest concern was once again its length (expressed by 7 RCC directors), followed by the impression that this measure is too diagnostic (expressed by 4 RCC directors), and focused too much on substance use (expressed by 3 RCC directors; 6 of the 16 items referred to substance use). Other comments were that the SURE would be too much for an RCC member if they had to complete it at the first visit to an RCC, that it needs more focus on coping and skills, and that the British English terminology was a barrier.



PERMA profiler

Ten RCC directors (9%) indicated that their participants would not show progress on the PERMA Profiler, and 26 RCC directors (23%) indicated that this measure would not be useful to demonstrate the impact of their RCC. Regarding its inability to show progress, the strongest concern centered on the length of this measure (i.e., 22 items, presented in 8 “blocks”), a concern expressed by 6 RCC directors. Five RCC directors expressed that this measure felt too clinical, does not connect to the work of RCCs, and is too complicated for RCC members. Additionally, concerns were expressed that the PERMA Profiler does not provide useful information (expressed by 4 RCC directors), the PERMA Profiler items set too high of a bar for RCC participants to achieve, the constructs measured are too broad, the measure does not focus on the basics of recovery, is not relevant to peer support, comes across as mental health focused, is too subjective and repetitive and is difficult to score.



Life goals

Four RCC directors (4%) indicated that the “Life Goals” measure would not be useful to demonstrate the impact of their RCC. They offered concerns that this measure is too broad, does not capture the RCC's impact on its surrounding community, is too directive (i.e., RCC staff may suggest directions but ultimately each RCC participant chooses to pursue their own goals and should not be held accountable for working toward specific goals), and is redundant with the information already reported for the Government and Performance Results Act.




Selecting “best” and “worst” of the suggested outcome measures

In selecting the overall “best” and “worst” outcome measure among the presented measures, RCC directors were split (Table 4). Each measure was selected at least by a few RCC directors as the “best” measure, and no measure was spared the designation of the “worst” measure. Regarding the “best” measure, the most frequently selected measure was the BARC-10, which was deemed the “best” measure of the positive impact RCCs can make on people seeking or in recovery by 26% of the RCC directors, followed by our self-made list of “Ways in which RCCs Confer Benefits”, selected by 20% of RCC directors. Regarding the “worst” measure, the PERMA Profiler stood out for being selected as the “worst” measure by 25% of the RCC directors, followed by a near-tie of the CSQ-8 (14%), the Life Goals list (13%), and the SURE (13%).

TABLE 4  Selecting the “best” and “worst” outcome measure to measure RCC effectiveness.


	Proposed outcome measure
	Which one do you think is the best measure of the positive impact RCCs can make on people seeking or in recovery?
	Which measure do you think is the worst measure of the positive impact RCC can make on people seeking or in recovery?





	
	% yes
	(n)
	% yes
	(n)

 
	BARC-10
	26.3
	(30)
	7.0
	(8)

 
	Ways in Which RCCs Confer Benefit
	20.2
	(23)
	7.0
	(8)

 
	Client Satisfaction Scale (CSQ-8)
	16.7
	(19)
	14.0
	(16)

 
	Life Goals
	14.9
	(17)
	13.2
	(15)

 
	EUROHIS-QOL
	7.0
	(8)
	9.6
	(11)

 
	Substance Use Recovery Evaluator (SURE)
	6.1
	(7)
	13.2
	(15)

 
	PERMA Profiler
	2.6
	(3)
	25.4
	(29)









Discussion

This study was designed to capture the perspectives of RCC directors on measures that currently exist and might feasibly be selected as an outcome measure for research studies seeking to test the effectiveness of RCCs. This issue is of critical importance to move the field forward. The promise and importance of recovery support services is highlighted in the National Drug Control Strategy, which in 2022 included recovery support services for the first time within its plan to address the overdose crisis and to support recovery (5). This emphasis on recovery support services remains intact in the 2025 Statement of Drug Policy Priorities (42). Yet to date, research on recovery support services disproportionally consists of smaller scale studies and site-specific reports (43). One of the recovery support services in particular need of more research are RCCs (44). To date, no RCT has been conducted to test the effectiveness of RCCs, or, indeed, any portion of it. Identifying a suitable outcome measure for such an RCT is necessary in order to conduct an RCT that will provide valid insight into the effectiveness of RCCs.

Overall, our results indicate that there is substantial buy-in from RCC directors for existing scales that could be used to capture positive impacts of an RCC on its participants. All of the suggested outcome measures were deemed useful by the majority of RCC directors. Even the least endorsed measure, the PERMA Profiler, was deemed useful by more than 70% of the RCC directors. Several scales, which ranged quite widely in their conceptualization of “effectiveness” of RCCs (i.e., in terms of satisfaction, achievement of life goals, concrete ways in which RCCs helped, and attainment of recovery capital), reached very high levels of consensus with more than 90% of RCC directors deeming them useful. Furthermore, our exploratory analyses suggest that RCC directors' evaluations were not related to RCCs physical setting, size or model of care. This level of agreement is encouraging, as it suggests that there may be multiple tools that researchers can use to capture the effectiveness of RCCs on individuals that ring true to RCC directors. Results also suggest that these outcome measures are in sync with how RCCs are designed and meant to confer benefit.

At the same time, RCC directors shared important concerns that can further guide the selection and design of valid outcome measures for effectiveness research on RCCs. RCC directors expressed the importance of keeping self-report measures short and relevant. They emphasized that measures should not be overly focused on mental health and should certainly not have a diagnostic feel to them. These notes RCC directors provided for the specific scales can help researchers refine these tools, and understand their limitations.

Surprisingly well-liked was the scale our team put together, the “Ways in which RCCs Confer Benefits”. This scale does not have a long history of psychometric evaluation, which many of the other scales did. Rather, for this scale, the current study represented a very early step in the scale development process: item generation (45). Our team, spanning people with diverse touchpoints with RCCs, generated the first set of items, and with the input from RCC directors across the US, we now have a more complete set. The next step would be to evaluate the intercorrelation of items to reduce redundancy and understand potentially existing sub-factors. Findings from this study suggest that such work would be a worthwhile endeavor. This scale resonated strongly with RCC directors. That said, this scale is not a measure of recovery: it does not measure the degree to which “people improve their health and wellness, live self-directed lives, and strive to reach their full potential”, which is SAMHSA's and NIDA's definition of recovery. But perhaps this concrete list of “Ways in which RCCs Confer Benefits” could be used as a process measure, which would capture the immediate impacts of participating in an RCC. This short-term outcome would be in line with NIDA's perspective that “recovery support services are thought to assist individuals with the recovery process” (as stated in RFA-DA-20-014), as this measure would assess very concretely how RCCs assist individuals in their recovery process. Perhaps this measure could also be useful to RCCs in their routine data collection and program evaluation procedures as a way to report immediate and concrete impacts of their work. Such reporting would go beyond a more standard process evaluation that reports on the number and types of encounters and services (46), and might potentially be a useful datapoint to include when pursuing funding opportunities to sustain the operations of an RCC. Regarding research on the effectiveness of RCCs, it would be important to evaluate to what degree these short-term achievements relate to downstream, longer-term outcomes, such as life goals (also highly endorsed by RCC directors) and recovery outcomes, as measured by the SURE.

The second major finding of our study was that there was no clear consensus on which proposed outcome measure was the best. This finding at first felt disappointing, as it would have been very nice indeed to be able to conclude that one outcome measure was by far more suitable than the others. The urgency for identifying such a singular outcome is high, because the standard design of an RCT demands the choosing of a single primary outcome measure. It is performance on this singular outcome measure that typically defines the “success” or “failure” of an RCT. Reality, however, is more complex. Indeed, the addiction field has a long history of debating about appropriate outcomes with achieving minimal consensus (47). To us, this finding suggests that in designing a trial to assess the effectiveness of RCCs, the selection of the outcome measure needs to done in partnership and careful deliberation with the RCCs participating in that study. Each RCC is unique, and while there is a strong, robust overall service model of RCCs (2), RCCs may interpret effectiveness in different ways based on their unique goals, client demographics, geography, or capacity. Thus, the selected outcome measure needs to reflect the specific areas of strengths of the RCCs whose effectiveness is being measured. It is our hope that the scales we examined in this study may provide a solid starting place, as all of the measures we presented to RCC directors had considerable buy-in from RCC directors.


Limitations

When interpreting the findings of our study, some limitations should be kept in mind. First, there are limits to the generalizability of these findings. In this study, we attempted to reach the RCC directors of all RCCs nationwide. We succeeded in obtaining feedback on the suggested measure from 58% of RCC directors of the 198 RCCs identified nationwide. Because we have no systematic data on the RCCs that declined to participate in our survey, we do not know if specific factors were related to RCCs choosing to participate in our study. Moreover, we also do not know that the 198 identified RCCs nationwide were indeed the total number of RCCs in existence at that time. While our outreach methods were multi-layered and robust, we may have missed some RCCs. Moreover, more RCCs may have opened their doors since we conducted this study, and their voices are not represented in these data.

Second, we only selected a handful of plausible outcome measures when many more could have been examined. Our small selection of scales was driven by the need to keep the survey doable. We were worried that survey fatigue would impede the review and evaluation of more scales. One of the dimensions we did not assess with our suggested measures was the degree to which RCCs provide belonging and access to cultural community resources, which is an important component of recovery for some (48). We hope that future research efforts will consider this component when selecting outcome measures for effectiveness studies of RCCs.

Third, the measures we presented focused on the efficacy of RCCs to support the recovery journey of their members. We did not ask about “reach”, which is a critically important aspect of the effectiveness of services (i.e., effectiveness = efficacy * reach) (49). Regarding reach, prior research has suggested that RCCs are particularly promising in reaching young adults and BIPOC communities (2). In understanding the effectiveness of RCCs, however, it will be important to measure concretely the degree to which they are able to reach the populations they seek to reach, including their ability to overcome language barriers for Hispanic/Latino populations, for example.

Fourth, in asking RCC directors to evaluate the measures' sensitivity to assess change (i.e., “Do you think that participants at your RCC would show progress on this measure”), we relied quite substantially on their intuition. This is a very challenging question to answer, and certainly, the best way to answer it is empirically by testing if RCC participants demonstrate changes over time on these measures. Note also that RCC directors and RCC participants may have different views on the relevance of the measures we evaluated in this study. In studies evaluating clinical services, it has been shown that patients have distinctive perspectives when compared to providers regarding definitions and ratings of quality (50). Regarding opioid use disorder in particular, patients and clinicians have expressed some divergent views regarding the “success” of treatment (51). Notably, they agreed on many points (i.e., that OUD treatment “success” needs to include in its conceptualization an appraisal of relationships, wellbeing, role-functioning), while differing on fewer points (e.g., conceptualizing tapering off medications and feeling decreased shame as a marker of success) (51). We believe that discrepancies between RCC directors and RCC participants in evaluating the relevance of RCC outcome measures to be less pronounced, because RCC directors have lived experience of recovery, and often started by being RCC members themselves. Moreover, in asking RCC directors to evaluate the proposed outcome measures, our goal was to identify measures that would not pass an initial test of reflection, so as to rule-out measures that based on RCC directors' experience would not be a good outcome measure to pursue. Future studies that assess these measures over time in people who participate in RCCs will show to what degree these expectations and intuitions bear out.

Fifth, regarding the ability of our study to rule out “bad” measures, it is worth noting that it may have been easy for RCC directors to endorse these measures, as they did not need to consider participant fatigue, how and when to implement these measures, or how to develop systems to meaningfully utilize such data. They knew that our question was a hypothetical question, designed to find out what measures scientists should consider using in studies to assess the effectiveness of RCCs.

Sixth, data were collected in 2021–2022, which seems a short time ago, but this is a time of transformative change and rapid expansion of peer recovery support services in general and RCCs in particular. New model standards are emerging for the peer recovery workforce (52), and greater collaboration between clinical settings and RCCs are recommended (53). These shifts may well impact how RCCs operate. New measures may emerge that are better suited to capture the impact of RCCs. Our findings provide a starting point, which we are offering with the hope of keeping the voices and thoughts of RCC directors front and center in the discussion of how to define and determine the effectiveness of RCCs.



Future Directions

The limitations of our study highlight the important next steps that need to be taken to move the research on the effectiveness of RCCs forward. To summarize, research is needed that examines the sensitivity to change of these suggested measures, as measured by asking RCC participants to complete these measures over time (i.e., in longitudinal observational studies or clinical trials). Research is also needed to test if theorized causal links exist between changes in process measures to changes in downstream outcomes. Additionally, although our initial exploratory analyses did not reveal difference by RCCs' physical setting, size or model of care, this is still an area that would be important to investigate further. Moreover, new ideas and research need to be generated to be able to study the impact of RCCs not just on the individual level but also on the community level.




Conclusion

Our findings indicate that several existing scales resonate with RCC directors, and thus may be useful in research seeking to determine the effectiveness of RCCs, as either process or outcome variables. Identifying a single primary outcome measure for a large scale RCT remains challenging, however, as there was little consensus on what scale would be the best scale to measure the positive impacts of RCCs. These findings point to the importance of developing large-scale RCTs to test the effectiveness of RCC in partnership with RCCs, so as to ensure that the design of the study, especially the selection of its primary outcome measure, is congruent with how RCCs function and seek to confer benefit. Such close collaboration is especially needed given the current rapidly changing landscape in which RCCs operate.
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RCC size and model of care

RCC Staffing, M(SD)
Number of paid staff 89 (107)
Number of volunteer staff at your RCC: 102 (11.7)

RCC Footprints (in medians, due to skew)

Number of RCC members last year 530

Number of active RCC members last month 125

RCC Model of Care (% of RCCs)

An information-oriented place where people are connected with resources and learn more about recovery 92.1 (105)
A service-oriented place where people use services hosted by the RCC 88.6 (101)
A social place where people go to meet and spend time with peers 78.1 (89)

Demographics of people served by the RCCs (estimated by RCC director, M(SD) across RCCs)

Age (% of RCC members in each age group)
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Gender (% of RCC members in each category)

Male 547 (14.0)
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More than one race 103 (109)
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Process measures (i.e., is the RCC delivering support as intended)

Client Satisfaction Questionnaire (CSQ-8) - widely used measure of client and patient satisfaction (cited 3,600+ times)

- provides insight into how RCC participants experience RCC support

Ways in Which RCCs Confer Benefits - designed to capture RCC specific experiences, thoughts, and feelings

- developed by our team based on our knowledge of RCCs

- guided by knowledge shared in monthly online seminar series on RCCs

Outcome measures (i.e., is the RCC impacting recovery outcomes)

Brief Assessment of Recovery Capital (BARC-10) - frequently used measure of recovery capital in recovery science

- used by many RCCs via the Recovery Data Platform (RDP)

EUROHIS-QOL - widely used measure of quality of life

- used to calculate quality-adjusted life years (QALYs)

Substance Use Recovery Evaluator (SURE) - iteratively created with people in recovery and SUD clinicians

- assesses six dimensions of recovery; abstinence not required

- encompasses all four dimensions of recovery highlighted by SAMHSA

- relatively novel, but starting to be used in RCTs in SUD research

PERMA profiler - shifts the focus from functioning to flourishing

- widely used internationally to measure flourishing (cited 2,100+ times)

Life Goals - designed to capture NIDA's theme on “regain health and social function”

- developed by our team based on our knowledge of RCCs

- congruent with NIDA’s and SAMHSA’s definition of recovery
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