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Introduction
In 2015, the rate of drug overdose deaths in rural areas 
surpassed the overdose death rate in urban areas.1 A 
lack of medication-assisted therapy for individuals 
with opioid use disorder (OUD) in rural areas contrib-
utes to this trend. Treatment shortages in medication-
assisted therapy (MAT) for OUD in rural areas leads 
to increased drive times and transportation barriers 
for individuals seeking treatment.

MAT for OUD (methadone, buprenorphine, and 
naltrexone) is central to evidence based treatment 
of OUD and is recommended by numerous profes-
sional organizations and guidelines.2 Methadone and 
buprenorphine have been shown to extend retention 
in treatment programs, which reduces the risk of fur-
ther illicit drug use, the spread of HIV, other crimi-
nal activity, and risk of accidental overdose.3 While all 
three medications are effective treatments for OUD, 
they are not equivalent or interchangeable. Naltrex-
one requires detoxification prior to initiation, but is 
associated with reduced risk of relapse.4 Buprenor-
phine suppresses illicit drug use and can be prescribed 
by some outpatient providers, but utilization remains 
low and the partial opioid agonist is not adequate for 
all patients.5 While methadone prescription is heav-
ily restricted, the opioid agonist effect does not have 
an upper ceiling and methadone is associated with 
improved treatment retention relative to buprenor-
phine.6 Given the strengths and weaknesses of these 
three medications, patients benefit when all three are 
available to meet individual needs. Accordingly, the 
President’s Commission on Combating Drug Addic-
tion and the Opioid Crisis has recommended making 
all three medications available at licensed substance 
use treatment facilities. 

Currently, methadone may only be prescribed 
through an Opioid Treatment Program (OTP) certi-
fied by the Substance Abuse and Mental Health Ser-
vices Administration (SAMHSA) of DHHS. An OTP 
must undergo a series of lengthy and complex regu-
latory requirements for certification. A patchwork of 
state and local regulations often mandate further reg-
ulatory burdens. Methadone regulation requires new 
patients to be present in person for administration five 
or six days a week. These regulations limit the num-
ber and distribution of locations where patients may 
receive methadone and require new patients to travel 
to the OTP for each administration of treatment. In 
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2002, the Food and Drug Administration approved 
buprenorphine for the treatment of OUD and the 
Drug Treatment Act of 2000 allowed physicians who 
receive a waiver to prescribe buprenorphine outside of 
OTP locations. 

Despite the hope that buprenorphine availability 
would reduce the treatment shortage nationally, there 
remains a gap between the need for MAT for OUD and 
the capacity to deliver MAT. Treatment need exceeded 
capacity by over 100,000 people in 2012.7 This gap in 
treatment capacity is more prevalent in rural versus 
metropolitan counties, with 5% of metropolitan and 
60% of rural counties experiencing treatment short-
ages in 2011.8 While the number of counties with 
a shortage of buprenorphine-waivered physicians 

is falling, the number of counties with a shortage of 
OTPs remained unchanged from 2002 to 2011. Addi-
tionally, when considering access to all forms of MAT, 
this gap is greater — only 2.7% of substance use treat-
ment facilities offered all three forms of MAT in 2016, 
leaving a vast majority of counties across the country 
without such a facility.9

The national gap between MAT treatment need 
and MAT treatment capacity is greater in rural versus 
urban areas. Long travel times from rural homes to 
substance use treatment facilities may exist, dispro-
portionately impacting rural areas. Previous research 
demonstrated disparities in travel time to healthcare 
services across urban and rural settings. Patients in 
rural settings travel two to three times farther to see 
medical and surgical specialists within the United 
States.10 If treatment centers lie further than an hour’s 
drive time or greater, then such a factor would pose a 
strong potential barrier to the utilization of evidence-
based therapy among a high-risk population.

Previous research also demonstrates that geograph-
ical access is an important determinant of treatment 
utilization for the management of other chronic ill-

nesses.11 Rural HIV case managers in North Caro-
lina were more likely to report travel time and lack of 
transportation as barriers patient healthcare access 
relative to their urban counterparts.12 In Vermont, a 
survey of methadone clinic patients found that 23% 
of patients missed at least one clinic visit due to lack 
of transportation, 17% due to weather, and 8% due to 
transportation-cost.13 Additionally, another 22% of 
those patients reported that travel time to their OTP 
interfered with their ability to maintain employment, 
which undermines the broader therapeutic aims of 
MAT.14 

Long drive times from rural homes to substance 
use treatment facilities and urban-rural disparities in 
drive time and transportation access have important 

policy implications. Without regulatory changes or 
innovations in MAT delivery, drive time to the near-
est substance use treatment facility may undermine 
efforts to utilize MAT among rural individuals. To 
improve utilization of methadone therapy within rural 
communities, rural counties need innovations in the 
outpatient delivery of MAT to reduce drive times and 
other transportation barriers. 
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