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Abstract

Background: In response to the opioid crisis, over the last 10 years substantial strides have been
made to increase the availability of evidence-based treatments for opioid use disorder, in particular
buprenorphine maintenance, in the United States. Despite these worthwhile efforts, uptake rates of
evidence-based treatment remain relatively low. As part of a broader study of opioid misuse, we
examined proximity to evidence-based treatment as a potential barrier to treatment access.

Methods.—In 2017-2018, we surveyed 218 individuals misusing prescription opioids or using
street opioids in three Southern Californian counties. Driving distance from place of residence
to the closest treatment provider offering buprenorphine or methadone treatment for opioid use
disorders was calculated.

Results.—Median distance to providers was 3.8 km (2.4 miles). Seventy one (33%) participants
had received some form of treatment in the last 3 months, however only 26 (40%) of these had
received buprenorphine or methadone maintenance treatment. Participants receiving treatment at
the time of their interview were traveling an average 16.8 km (10.4 miles) to reach treatment,
indicating that as a group this population was both willing and able to seek and engage with
treatment.

Conclusions.—In the suburban and exurban communities in which our study was based, our
findings suggest that simple physical proximity to providers of evidence-based treatment for
opioid use disorder is no longer a critical barrier. Other barriers to uptake of buprenorphine or
methadone maintenance treatment clearly remain and need to be addressed.
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Introduction

Over the last 20 years opioid-related overdose has become the single largest cause of
unintentional death in the United States (Jalal et al., 2018). One response has been

to increase access to evidence-based drug treatment for individuals experiencing opioid
use disorder. The two leading evidence-based treatments available in the United States

are methadone maintenance and buprenorphine maintenance, referred to collectively as
‘medication for opioid use disorder’ (MOUD) (Amiri et al., 2021; Compton & Volkow,
2021; Mattick et al., 2014; Substance Abuse and Mental Health Services Administration,
2018; U.S. Department of Health and Human Services (HHS), Office of the Surgeon
General, 2018; Volkow et al., 2014). While methadone maintenance is highly regulated

at the federal level (with many states adding an additional layer of regulation) and only
available from specialist clinics, buprenorphine maintenance has been available in primary
care settings since 2002. In response to the opioid crisis, over the last 10 years substantial
strides have been made to increase availability of evidence-based MOUD across the United
States (Alderks, 2017), in particular buprenorphine maintenance, by addressing access
barriers such as physician reluctance to prescribe buprenorphine and lifetime limits on
maintenance therapies imposed by insurance (Clark & Baxter, 2013; Volkow et al., 2014).
Despite these worthwhile efforts, uptake rates of evidence-based MOUD remain relatively
low (National Institutes of Health, 2018; Volkow et al., 2014).

To date, research on improving uptake of these treatments has largely focused on regulatory
and resource barriers to access (Clark et al., 2011; Hutchinson et al., 2014; Kresina et al.,
2009; MacDonald et al., 2016; Netherland et al., 2009; Walley et al., 2008). A smaller
body of work has looked at social barriers to uptake, in particular how the attitudes and
opinions of otherwise eligible patients toward evidence-based MOUD might affect uptake
(Kelly et al., 2012; Korthuis et al., 2010; Schwartz et al., 2008; Stancliff et al., 2002; Zaller
et al., 2009). While methadone maintenance is highly regulated at the federal level (with
many states adding an additional layer of regulation) and only available from specialist
clinics, buprenorphine maintenance has been available in primary care settings since 2002.
In response to the opioid crisis, over the last 10 years substantial strides have been made

to increase availability of evidence-based MOUD across the United States (Alderks, 2017),
in particular buprenorphine maintenance, by addressing access barriers such as physician
reluctance to prescribe buprenorphine and lifetime limits on maintenance therapies imposed
by insurance (Andrilla et al., 2019; Ghertner, 2019; Knudsen et al., 2017; Yang et al., 2020)
which has corresponded to an increase in clinicians authorized to administer buprenorphine
in primary care settings. However despite greater availability, the geographic distribution of
evidence-based MOUD remains sub-optimal (C. W. Jones et al., 2018). Clinician density,
rurality, demographic composition, and transportation conditions are structural factors
contributing to geographic variation in evidence-based MOUD (Drake et al., 2020; Goedel
et al., 2020; Haffajee et al., 2019; Rosenblatt et al., 2015). Further, most of these studies
have been population-based exploring, county level variations of evidence-based MOUD
availability. In this paper, we explore the relationship between spatial proximity to evidence-
based MOUD providers and recent uptake of evidence-based MOUD treatment in a sample
of people who currently or recently used opioids.
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Southern California has three counties — Ventura, Orange, and San Diego — largely
comprised of suburban/exurban and rural communities, with limited syringe and naloxone
distribution services, and high rates of HIV and hepatitis C among people who inject

drugs (California Department of Public Health, 2017). In 2016 (immediately prior to
commencement of this study) these three counties had higher than state median rates of
unintentional opioid-related overdose death (California Department of Public Health, 2020).
Model-based estimates of the rate of OUD among persons age 12 or older suggest all three
counties had rates at or near the statewide rate of 2.0% in 2019 (Orange County 1.9%, San
Diego County 2.1%, Ventura County 2.0%) (Clemens-Cope et al., 2019).

Study Sample Data

As part of a CDC-funded study examining transitions from pharmaceutical opioid misuse
to street opioid use/misuse and/or injection drug use in suburban and exurban Southern
California, we examined recent engagement with drug treatment of any kind and predictors
of such engagement among the study sample.

The study was conducted among a cross-sectional sample of individuals who were misusing
opioids at the time of their participation and who resided in one of the three study counties.
We defined ‘misuse of opioids’ as either using a non-pharmaceutical opioid such as heroin,
or as using pharmaceutical opioids without a prescription, or as using pharmaceutical
opioids with a prescription but for purposes other than as prescribed (e.g., to self-treat a
condition such as anxiety that opioids are not normally prescribed for, or to get high, or to
prevent withdrawal).

Participants were recruited through a combination of street-based recruitment; referral from
community-based organizations providing naloxone, syringes, and/or drug treatment; and
by snowball sampling in which participants referred other potentially eligible people to the
study. Eligibility criteria included being age 14 or older, residing in a study county, and
having either a) used pharmaceutical opioids other than as prescribed or obtained without

a prescription in the last 12 months, or b) used heroin in the past 30 days, where prior to
first heroin use the participant had used pharmaceutical opioids. Interviewer-administered
structured surveys were conducted between November 2017 and August 2018 in community
settings throughout the three counties. Each survey took approximately 50 minutes to
complete and participants were reimbursed $40 in cash immediately following consent
procedures and before beginning the interview (to reinforce the message given during
consent that participation was voluntary and the participant could stop at any time) No
participants left before participating in the interview. The study protocol was approved by
the Institutional Review Board of the University of California, San Diego (IRB #161398).

Surveys were conducted by trained interviewers and elicited responses on demographics,
lifetime substance use, medical history, overdose history, and involvement with alcohol/drug
treatment using a structured question/response format, with open-ended responses possible
for questions where the respondent provided an answer not included in our list of possible
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responses. Among participants who reported alcohol and/or drug treatment in the past 3
months, additional information was collected that included the form of treatment received,
the substance the participant stated led to treatment (e.g., heroin, pharmaceutical opioids,
amphetamine, alcohol), primary mode of transportation to reach treatment services, and the
name of the treatment facility. We categorized treatment into the following three groups:

Evidence-based MOUD: defined here as buprenorphine maintenance or methadone
maintenance treatments for opioid use disorder.

Other MOUD: defined here as either the short term use of buprenorphine or
methadone to ‘taper’ or ‘detox’, or the use of naltrexone (Vivitrol). These otherwise
disparate modalities have been grouped here as all three are sometimes included
under the rubric of “MOUD’ but the evidence base for all three are lacking (detox)
or still inconsistent (naltrexone) (Fiellin et al., 2014; Gruber et al., 2008; H. E.
Jones et al., 2008; Masson et al., 2004; Miotto et al., 1997; Morgan et al., 2018;
Ritter, 2002; Sees et al., 2000).

Non-MOUD: defined as any other treatment modality, in this case primarily 12-step
or similar self-help groups, but including behavioral therapies and the use of non-
opioid medications to reduce withdrawal symptoms.

Finally, participants were asked “Would you be willing to tell me an intersection near

where you currently live? | don’t want your exact address, just somewhere within 5-minute
walk so we can calculate roughly how far you’d have to travel to get to different types of
social services like syringe distribution services and drug treatment.” Mappable locations
were provided by 218 participants out of a total sample of 330 (66%). Missing residential
location was due to participants either declining to answer the question, providing imprecise
locations such as the name of an entire city, or errors such as naming two parallel rather than
intersecting streets. Locations provided were geocoded to obtain a latitude and longitude.

Identifying evidence-based MOUD providers

To identify the physical locations of evidence-based MOUD providers in our study setting,
we utilized FindTreatment.gov, a treatment search tool launched by SAMHSA in 2019
(Substance Abuse and Mental Health Services Administration (SAMHSA), 2019), which
lists providers and/or healthcare agencies providing substance abuse treatment, including the
treatment modalities offered, types of insurance accepted, and other information critical

to prospective patients seeking care. The FindTreatment.gov site was used to obtain

the addresses of all listed healthcare agencies who were described as providing either
buprenorphine maintenance and/or methadone maintenance (i.e., evidence-based MOUD as
defined in this paper) to patients with Medi-Cal (California’s Medicaid insurance program)
in the three study counties and in the adjacent 6 counties. By including providers in adjacent
non-study counties, we allow for the fact that the closest provider to a participant might be
in a neighboring county, particularly for participants living near county borders. Medi-Cal
acceptance was used as a filter to exclude agencies who only provide service to specific
limited populations (e.g., veterans) or only to individuals who could afford to pay out of
pocket. A total of 61 evidence-based MOUD providers were identified across the three study
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counties. Evidence-based MOUD provider locations were then geocoded to obtain latitudes
and longitudes.

Distance calculation

For every participant, we used the Google Maps distance-matrix application programming
interface (API) (Google Inc, 2019) to algorithmically obtain the distance in kilometers and
driving time in minutes following road networks (i.e., as opposed to the shortest distance
between the two points) to drive from the residence location provided by the participant

to every evidence-based MOUD provider in all 9 counties (the 3 study counties and the

6 adjacent counties).* We then used the same approach and API to obtain the distance

and travel time via public transit to each of the evidence-based MOUD providers leaving
the start point at 9am on a weekday morning (specifically, on the morning of June 12,
2019, a date approximately midway through our data collection). For each participant, we
then algorithmically identified the closest evidence-based MOUD provider traveling by
automobile and the closest by public transit (these were predominantly but not universally
the same providers). For the following analyses, we used the driving time and public transit
time in minutes to the closest evidence-based MOUD provider.

As described below, we also conducted a subset analysis of individuals who reported
attending a treatment facility within the past three months and who provided us with the
name of that facility. We used the same approach described above to calculate the driving
distances and time from these participants’ place of residence to the facility they named
(only 6 of the 65 who received recent treatment gave public transport as mode of transport to
treatment, so public transport times were not used for this analysis).

Statistical Analysis

Descriptive statistics including frequencies, percentages, means and corresponding 95%
confidence intervals were calculated for the overall sample and stratified by sample
characteristics. A multivariable logistic regression analysis was performed to identify the
factors associated with spatial accessibility to evidence-based MOUD providers, where we
define “spatial accessibility” as a binary outcome of having or not having an evidence-based
MOUD provider within 2.5 km (1.6 miles)of one’s place of residence. This cut-off value
was chosen to ensure “access’ meant at least one provider was located within 30 minutes
travel time regardless of mode of transport (including walking for otherwise healthy persons;
as described in our results nearly one fifth of respondents who had received treatment

for drug use in the previous 3 months had walked, bicycled, skate boarded, or used a

scooter or other unpowered mode of transportation to reach treatment). The independent
variables for the regression analysis were chosen a priori based on the literature and
included demographics, recent substance use, and receipt of alcohol/drug treatment in the
past 3 months (Acevedo et al., 2018; Galea et al., 2004; Perron et al., 2009). Lastly, a

subset analysis was conducted among participants who self-reported receiving alcohol/drug
treatment in the past 3 months and who were able to provide mappable treatment facility and
residential locations (n=65). Among these participants, we compared the distance between

*Code written by the authors for this purpose is available on request.
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residential location and the provider where treatment was actually received in the last 3
months; and distance between residential location and the nearest evidence-based MOUD
provider via road networks.

Characteristics of the study sample are provided in Table 1. Participants were primarily
male (68%), non-Hispanic white (69%), over 26 years old (71%), and had at least a high
school education (84%). Nearly half were unstably housed (46%). The majority reported
methamphetamine use (64%) and heroin use (61%) in the past 30 days. Over half reported
a non-fatal overdose during their lifetime (58%). Most of the participants received treatment
for alcohol and/or drug use in their lifetime (86%). One-third of the sample reporting
receiving treatment within the past 3 months (33%). Among those who never received
treatment (n=31), most (68%, n=21) stated the reason for not doing so was because they

did not need treatment (data not shown). The median distance to reach the nearest evidence-
based MOUD provider from one’s residence was 3.8 km (2.4 miles, interquartile range,
IQR: 2.2 =5.1 km).

Average Distance to evidence-based MOUD provider

Demographically, males (4.8 km, 3.0 miles), Hispanic/non-white individuals (5.5 km, 3.4
miles), and those above age 26 years (5.1 km, 3.2 miles) lived further away from an
evidence-based MOUD provider compared to females (4.1 km, 2.5 miles), non-Hispanic
white individuals (4.4 km, 2.7 miles), and those age 26 and younger (3.8 km, 2.4 miles);
although these differences were non-significant (data not shown).

As shown in Figure 1, about half of the participants who received treatment in the past 3
months lived less than 2 km (1.2 miles) from an evidence-based MOUD provider whereas
half of those who had not received treatment lived within 2.0-3.99 km (1.2 — 2.5 miles) of
an evidence-based MOUD provider. Participants residing furthest from an evidence-based
MOUD provider, 8 km (5.0 miles) or more, were more likely to have not (13%) vs. to have
(7%) received treatment in the past 3 months.

Predictors of spatial proximity

Table 2 shows the results from our multivariable logistic regression model. Younger age (<
26 years), and receiving alcohol/drug treatment in the past 3 months were significantly and
positively associated with living within 2.5 km (1.6 miles) of an evidence-based MOUD
provider. Past 30 day heroin use was negatively associated with living within 2.5 km (1.6
miles) of an evidence-based MOUD provider.

Subset analysis of treatment recipients

Within the overall sample, a total of n=65 participants received alcohol/drug treatment
in the past 3 months and also provided a hamed treatment facility location that could
be identified and mapped (out of 71 participants who self-reported treatment in the past
3 months). Table 3 shows the demographic characteristics of subsample. The majority
were male (66.7%), non-Hispanic white (75%), age 26 years and older (56.9%), stably
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housed (76.9%), and with at least a high school education (90.8%). The most common

form of treatment was evidence-based MOUD (40%) followed by non-MOUD (30.8%)

and Other MOUD (29.2%). For nearly one-third of the subsample, the primary mode of
transportation to treatment services was bus, rideshare service (e.g., Uber, Lyft) or friends/
family (32.3%). Approximately one-fifth of the subsample (18.5%) did not rely on a vehicle
but rather walked, bicycled, skate boarded, or used a scooter or other unpowered mode of
transportation.

Table 4 shows the average distance and average time traveled to reach the nearest evidence-
based MOUD provider versus the provider where treatment was actually received in the
past 3 months. Within the subsample, the average distance to the nearest evidence-based
MOUD provider was 3.7 km (2.3 miles, 95% CI: 2.4-5.0 km) but participants traveled
much farther with an average distance of 16.8 km (10.4 miles, 95% CI: 8.7-24.9 km)

to reach the provider where treatment was actually received. Similarly, the average drive
time to the nearest evidence-based MOUD provider was 5.4 minutes (95% Cl: 4.4-6.4)

but participants drove, on average, 25.5 minutes (95% CI: 15.5-35.5) to reach the provider
where treatment was actually received. Among the n=26 participants who reported receiving
evidence-based MOUD in the past 3 months, the average distance to the evidence-based
MOUD provider nearest their residence was 4.0 km (2.5 miles, 95% CI: 2.6-5.5 km).
However, these participants (n=26) traveled approximately twice as far with an average

of 10.2 km (6.3 miles. 95% CI: 7.2-13.3 km) to reach the facility where evidence-based
MOUD was actually received.

Discussion

In this sample of individuals who currently or recently misused opioids, spatial proximity to
evidence-based MOUD services was relatively close, with a median driving distance from
place of residence to the nearest facility of only 3.8 km (2.4 miles). Despite this, the bulk of
our sample had not received any form of treatment in the past 3 months, and of those who
had, only 40% received evidence-based MOUD, and almost all of these (25 of 26) received
methadone maintenance, with only one individual receiving buprenorphine maintenance.

Our data suggest that in the suburban and exurban communities in which our study was
based, our findings suggest that simple physical proximity to providers of evidence-based
treatment for opioid use disorder is no longer a critical barrier. However this widespread
availability in the study area is relatively new, and prior to the introduction of SAMHSA’s
FindTreatment.gov site in 2019 (i.e., prior to our study period), simply finding a provider
may also have been a difficult task for our participants. In addition, demand for evidence-
based MOUD may still outstrip supply.

For our study population of individuals whose opioid misuse predominantly involved
pharmaceutical opioids and who lived in suburban and exurban communities rather than the
urban areas where evidence-based MOUD facilities have historically been more common,
lack of knowledge about evidence-based MOUD or lack of exposure to other individuals
being treated successfully with evidence-based MOUD may have become a more important
barrier to access. In our sample, only one participant reported buprenorphine maintenance
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over the past 3 months, despite this being both an accepted gold standard treatment for
opioid use disorder and over a decade’s effort to expand access to this form of treatment
(Mattick et al., 2014; U.S. Department of Health and Human Services (HHS), Office of

the Surgeon General, 2018; Volkow et al., 2014). Further, 86% of our sample had sought
treatment for their substance use at some point in their lives, and participants receiving
treatment at the time of their interview were traveling an average 16.8 km (10.4 miles) to
reach treatment, showing that as a group this population was both willing and able to seek
and engage with treatment, although the most commaon form of treatment being accessed
remained non-MOUD treatments. The association we found between MOUD treatment
proximity and receiving any form of treatment may also be a proxy for diversity of treatment
options, or some other unmeasured factor which facilitated entry to treatment. Two possible
approaches to improving uptake of evidence-based MOUD could be to provide community-
level education campaigns about the efficacy of evidence-based MOUD in communities
with high rates of opioid-related morbidity and mortality, and to provide treatment induction
at locations where people using opioids already obtain public health and primary health
services, such as needle distribution services, emergency rooms, or jails. In communities
where this is not logistically or administratively viable, such points of contact should at least
provide close integration with such services.

This study has a number of limitations. First, this was not intended as a study of treatment
participation, but rather a study of spatial barriers to treatment access in a population
currently misusing opioids and hence potentially in need of treatment. One possible reason
for the low numbers of people in this sample reporting recently receiving any form of
treatment is that to be eligible for this study, participants needed to have misused opioids
within the past 12 months, meaning any engagement with treatment would have been
relatively recent (46.2% of those reporting receiving treatment in the last 3 months also
reported using one or more illicit drugs and/or misusing pharmaceutical opioids in the
past 30 days). Individuals actively participating in a form of treatment that was successful
for them would hence rarely be eligible, so the lack of people in our sample reporting
buprenorphine maintenance in the past 3 months may be a reflection of the efficacy of
that treatment modality in this study setting. Second, the location of residence provided by
participants who report recent treatment may have changed from when they first engaged
with that treatment (particularly for unstably housed participants), and we did not ask how
long participants had resided at their current location, meaning in an unknown number

of cases our calculation of distance from place of residence to the facility they reported
receiving treatment may not be valid.

In summary, access to evidence-based MOUD is a critical part of responding to the
substantial increases in opioid-related morbidity and mortality of the past 15 years.

While our research suggests that such treatments have become spatially accessible in the
suburban and semi-rural communities of Southern California, they were underutilized by the
participants in our study. Further, as state agencies continue to focus on expanding access

to evidence-based MOUD and reducing unmet treatment needs (California Department of
Health Care Services, 2019), our study supports the need for additional research examining
other barriers to evidence-based MOUD access and utilization.
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Figure 1:
Drive distance to nearest evidence-based MOUD provider by receipt of alcohol/drug

treatment in the past 3 months

J Subst Abuse Treat. Author manuscript; available in PMC 2023 August 29.

60%



1duosnuey Joyiny 1duosnuen Joyiny 1duosnuey Joyiny

1duosnuep Joyiny

Davidson et al.

Table 1:

Sample characteristics of individuals who currently or recently misused opioids (n=218)

Characteristics n %
Male ® 147 68%
non-Hispanic white 150 69%
Unstably housed in past 3 months * 100 46%
Education
Less than HS 35 16%
HS 82 38%
Some college 81 37%
College graduate 20 9%
Age < 26 years 64 29%
Illicit Drug use in past 30 days
Methamphetamine 139 64%
Powder cocaine 33 15%
Crack cocaine 9 4%
Heroin 133 61%
Prescription Opioids 74 34%
Injected illicit drugs o 116 53%
Non-fatal overdose in lifetime 127 58%
Self-reported time since last alcohol/drug treatment
within past 3 months 71 33%
3-6 months ago 13 6%
6-12 months ago 13 6%
more than 12 months ago 90 41%
Never received treatment 31 14%
Distance to nearest evidence-based MOUD provider, kilometers (median, IQR) 3.8 22-51

*
Missing gender on N=2

Hok

Unstably housed defined as residing in a street/park/canyon, shelter, hotel, and vehicle

HokA

Injected drugs that were not under medical supervision included methamphetamine, powder cocaine, crack cocaine, heroin, fentanyl,
methadone, and/or other pharmaceutical opioids with 96% injecting heroin alone or heroin and other substances
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Multivariable predictors of living within 2.5 km of an evidence-based MOUD provider (n=218)

Table 2:

95% Confidence Interval

Variable Odds Ratio lower upper p-value
Males (vs. Female) 0.90 0.40 2.03 0.802
non-Hispanic white 0.70 0.29 1.70 0.435
Unstably housed in past 3 months 0.93 0.35 2.49 0.888
26 years or younger (vs. >26) 3.75 1.72 8.21 0.001
Illicit Drug use in past 30 days
Methamphetamine 0.71 0.23 2.14 0.539
Powder cocaine 0.42 0.09 2.08 0.288
Crack cocaine 0.56 0.04 7.98 0.667
Heroin 0.28 0.10 0.81 0.019
Prescription Opioids 1.10 0.43 2.79 0.841
Non-fatal overdose in lifetime 1.54 0.69 3.42 0.290
Received alcohol/drug treatment in past 3 months 3.38 1.52 7.52 0.003

*
Unstably housed defined as residing in a street/park/canyon, shelter, hotel, and vehicle
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Table 3:

Subsample of individuals who currently or recently misused opioids and received treatment for alcohol/drugs
in the past 3 months (n=65)

Characteristics n %
Male 42 66.7%
non-Hispanic white 48  75.0%
Unstably housed * 15 231%
Age < 26 years 28 43.1%
Education
less HS 6  9.2%
HS 23 35.4%
some college 30 46.2%
college graduate 6 9.2%
Used at least one illicit substance in past 30 days 30 462%
Primary mode of transportation to treatment
Wialk/bike/skateboard/scooter/other 12 185%
Bus/rideshare/friends or family 21 32.3%
Treatment Center 20 30.8%
Own vehicle 12 18.5%
Type of treatment
Non-MOUD 20 30.8%
Other MOUD 19 29.2%
Evidence based MOUD 26 40.0%
Received treatment for following substances
Opioids only 30 46.2%
35 53.8%

Any opioid and non-opioid or non-opioid only e

*
Unstably housed defined as residing in a street/park/canyon, shelter, hotel, and vehicle

Aok
Ilicit substances include methamphetamine, powder cocaine, crack cocaine, heroin, and/or prescription opioids

AAA
Non-opioid include alcohol, sedatives (benzodiazepines), cocaine, crack cocaine, amphetamines (speed, meth), and cannabis

1duosnuey Joyiny

1duosnuep Joyiny

J Subst Abuse Treat. Author manuscript; available in PMC 2023 August 29.



1duosnuey Joyiny

1duosnuen Joyiny

Davidson et al. Page 17

Table 4:

Comparison of the distance traveled to nearest evidence-based MOUD provider and the facility where
treatment was actually received within the subsample (n=65)

Spatial Proximity among those receiving treatment in past 3 months mean 95% ClI

Drive distance in kilometers (n=65)
Proximity to nearest evidence-based MOUD 3.7 24-50
Proximity to treatment facility where treatment was actually received 16.8 8.7-24.9
Drive time in minutes (n=65)
Proximity to nearest evidence-based MOUD 5.4 44-64

Proximity to treatment facility where treatment was actually received 255 155-355

Spatial Proximity among those receiving evidence-based MOUD in past 3 months mean 95% ClI

Drive distance in kilometers (n=26)
Proximity to nearest evidence-based MOUD 4 26-55
Proximity to facility where evidence-based MOUD was actually received 10.2 7.2-133
Drive time in minutes (n=26)

Proximity to nearest evidence-based MOUD 5.9 48-7.1

Proximity to facility where evidence-based MOUD was actually received 196 11.4-279

Note: Proximity to treatment is the average drive time and distance between a participant’s residence and the treatment center where they reported
receiving treatment for drugs/alcohol in past 3 months; Proximity to nearest MOUD is the average drive time and distance between a participant’s
residence and the nearest MOUD provider identified from SAMHSA’s findtreatment.gov treatment locator website
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