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Abstract

Background: Understanding whether individuals have geographic accessibility to a substance 

use disorder treatment facility and a treatment facility that offers medication treatment for opioid 

use disorder (MOUD) can inform efforts to address the ongoing opioid crisis.

Methods: We used data from the National Directory of Drug and Alcohol Abuse Treatment 

Programs. First, we calculate the national share of treatment facilities that offer one type of 

MOUD or all forms of MOUD using a novel dataset of providers. Second, we quantify the share 

of counties with a treatment facility offering at least one type of MOUD. Finally, we calculate the 

share of the national population residing within a 10-mile radius of a treatment facility.

Results: The share of counties with a treatment facility offering a MOUD as a form of treatment 

rose from 30% to 45% from 2014 to 2020 while the share of counties with facilities offering all 

three forms of MOUD increased from 4% to 9%. Over 83% of the population lives within 10 

miles of a facility offering MOUD treatment, and 42% of the population have a treatment facility 

that offers all three forms of MOUD within a 10-mile radius. Much of the difference between the 

county- and population-based measures is explained by more population dense areas having higher 

rates of facilities providing MOUD.

Conclusions: While the share of facilities within a county offering a MOUD is relatively small, 

the share of the population within 10 miles of such a facility is higher.
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1.0 Introduction

The number of drug overdose deaths involving opioids rose steadily between 1999 and 

2017 (Hedegaard et al., 2020), and the number of drug overdose deaths rose dramatically 

during 2020 (Ahmad et al., 2021). According to the National Survey of Drug Use and 

Health (NSDUH) approximately 1.6 million individuals had an opioid use disorder (OUD) 

in 2019; the share of the population with an OUD has declined slightly between 2015 and 

2019 (Substance Abuse and Mental Health Services Administration, 2020). Of those with 

an OUD, approximately 20 percent received treatment at a specialty substance use disorder 

facility in the past year (Substance Abuse and Mental Health Services Administration, 

2019). Increasing the share of individuals with active OUD who receive treatment is critical 

to address this public health emergency.

Lack of geographic access to a treatment facility is considered a key barrier to the 

receipt of treatment (Substance Abuse and Mental Health Services Administration, 2020). 

The presence of treatment facilities has been associated with decreased county-level fatal 

overdose rates (Swensen, 2015). Use of medication treatment for opioid use disorder 

(MOUD: methadone, buprenorphine and naltrexone) is associated with decreases in general 

health care utilization, including inpatient hospital admissions and outpatient emergency 

department (ED) visits as well as reductions in overdose mortality (Larochelle et al., 2018; 

Mohlman et al., 2016; Samples et al., 2020; Wakeman et al., 2020). As a result, the use 

of MOUD has become the standard in long-term OUD recovery (Volkow et al., 2014). 

However, recent studies suggest that only 41 percent of licensed substance use disorder 

treatment facilities offer at least one form of MOUD and only three percent of facilities 

offer all three forms of treatment (Jones et al., 2018). There are also reportedly substantial 

disparities in geographic access to MOUD even at the census tract level (Guerrero et al., 

2013).

Existing studies have examined the amount of methadone dispensed and buprenorphine 

prescribed at the state level (Jones et al., 2015), the amount of buprenorphine prescribed 

nationally (Olfson et al., 2020) and dispensed at the county level (Stein et al., 2015), the 

number of buprenorphine-waivered providers at the county-level (Ghertner, 2019; McBain 

et al., 2020), the number of providers with a buprenorphine-waivered prescriber surrounding 

the centroid zip code of a county within a 25-mile radius (Flavin et al., 2020), and the 

national supply of treatment facilities offering MOUD (Abraham et al., 2018; Mohlman et 

al., 2016; Mojtabai et al., 2019).

Previous research on the geographic accessibility of substance use disorder treatment 

facilities has mainly, but not entirely, been limited to county-level measures (Ducharme 

and Abraham, 2008; Joudrey et al., 2019). Few studies have been done at the census 

tract-level (Kao et al., 2014), zip code-level (Iloglu et al., 2021), census block group-level 

(Amiri et al., 2021), or had access to the patient’s home address (Guerrero et al., 2013). 

The county-level studies have found that counties with a low number of OUD treatment 

facilities and buprenorphine waivered physicians and with a high rate of opioid overdose 

mortality are more likely to have a higher rate of unemployment, have a lower primary care 
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clinician density, and are less likely to be micropolitan (Haffajee et al., 2019). However, 

recent work by Yarbrough and colleagues (2020) found that the probability of having 

at least one treatment facility offering buprenorphine, methadone, or both was higher in 

counties with a high-severity problem with opioids compared to a low-severity problem 

with opioids, where severity was defined using a factor analysis of drug-related mortality 

rate, opioid prescription rate and drug-related arrest rate. They also find that distance to 

the nearest program has fallen over time but that change did not vary based on severity 

status (Yarbrough et al., 2020). A previous study at the county-level has also established 

that access to opioid treatment programs is worse compared to access to other chronic 

diseases for five states (Joudrey et al., 2019). Work at the census block group-level found 

that access to opioid treatment programs is worse in micropolitan and small towns (Amiri 

et al., 2021). Lack of geographic access to treatment continues to be listed as an important 

barrier for individuals with substance use disorder (Substance Abuse and Mental Health 

Services Administration, 2020).

One common limitation of studies about treatment accessibility is that broader metrics at 

the state or county-level may obscure local variation in geographic accessibility. This is 

particularly problematic given current efforts to allocate resources to address the opioid 

epidemic are often based on state- and county-level measures (U.S. Department of Health 

and Human Service Office of Inspector General, 2020). To address this gap in the literature, 

this study uses addresses of licensed substance use disorder treatment facilities from 2014 

to 2020 to identify the total share of the U.S. population within a 10-mile radius of a 

licensed treatment facility offering MOUD. The calculation of the share of the population 

within the 10-mile radius more accurately describes whether an individual has geographic 

access to treatment, and in particular geographic access to MOUD. We chose the 10-mile 

radius given that it has been previously used to measure geographic access to MOUD 

by buprenorphine providers and not licensed substance use disorder treatment facilities 

(Langabeer et al., 2020). In addition, a study on driving times to an opioid treatment 

program found that over half (60%) of patients travelled less than 10 miles to receive 

treatment and 94% traveled 50 miles to receive treatment (Rosenblum et al., 2011). We 

compare the population- and county-level measures to improve understanding of geographic 

accessibility to treatment facilities, using data as recent as 2020. The county-level measures 

are important because they are frequently used in the literature to measure geographic access 

and offer an important contrast to understanding gaps in geographic access as currently 

commonly measured. We also calculate the share of the population in counties that lack 

a treatment facility but are within a 10-, 25- and 50-mile radius of one from the centroid 

of their census tract. Moreover, we are unaware of other studies quantifying the share of 

the population close to treatment facilities offering multiple types of MOUD. This is a 

critical gap in the literature given that the number of drug overdoses likely increased in 2020 

(ODMAP, 2020), and barriers to treatment, including geographic access, may have increased 

amidst the COVID-19 pandemic (Alexander et al., 2020; Volkow, 2020).

2.0 Data

We collected data on nearly all licensed substance use disorder treatment facilities between 

the years 2014 and 2020 from a national survey administered by the Substance Abuse 

Cantor et al. Page 3

Drug Alcohol Depend. Author manuscript; available in PMC 2022 December 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



and Mental Health Services Administration (SAMHSA). We used the National Directory 

of Drug and Alcohol Abuse Treatment Facilities of federal, state, and local government 

facilities and private facilities that provide substance use disorder treatment services. The 

annual directory includes all treatment facilities that (1) are licensed, certified or otherwise 

approved for inclusion by the state substance abuse agency, and (2) responded to the 

previous year’s National Survey of Substance Abuse Treatment Services (N-SSATS). The 

available N-SSATS data do not report geographic identifiers below the state-level, but the 

National Directory of Drug and Alcohol Abuse Treatment Facilities includes addresses 

for most facilities. We scraped information on the name address, and forms of treatment 

available for each treatment facility listed in each year of the annual directory. Next, we 

successfully geocoded 97.8% of the listings at the address level, and an additional 1.5% of 

the listings at the Zip code-level using ArcGIS version 10.6.

Each licensed substance use disorder treatment facility reports the types of care offered, 

including the types of medication to treat OUD provided. Facilities are categorized as 

offering methadone if they are federally certified as an Opioid Treatment Program and report 

offering methadone maintenance treatment. Facilities offering methadone detoxification 

were not included. The detoxification measure does not differentiate between methadone 

or buprenorphine separately. Facilities that reported offering buprenorphine, buprenorphine 

with naloxone, buprenorphine without naloxone, or buprenorphine sub-dermal implants 

were categorized as offering buprenorphine. Facilities that reported offering extended-

release naltrexone (first listed on surveys in 2014) were categorized as offering naltrexone. 

Because naltrexone was not listed in the directories until 2014, we begin our analysis in 

2014.

Treatment facilities offering methadone, buprenorphine and extended-release naltrexone 

were classified as offering all forms of MOUD.

3.0 Methods

Using addresses of licensed substance use disorder treatment facilities offering MOUD, we 

geocoded the facilities and calculated population-based measures of geographic accessibility 

of treatment facilities. First, we describe the national share of treatment facilities offering 

at least one form of MOUD, at least two forms of MOUD, and all three forms of MOUD. 

Second, we quantify the share of counties in 2014 and 2020 that did not have a treatment 

facility, the share with a treatment facility offering any form of MOUD, and the share with a 

treatment facility offering all three forms of MOUD. Third, we report the percent of the US 

population in 2014 and 2020 residing within a 10-mile Euclidean distance from a treatment 

facility; a treatment facility offering any form of MOUD; and a treatment facility offering 

all three forms of MOUD. Finally, to more clearly contrast the county-level measures and 

the Euclidean distance measures we report the percentage of people who live in a county 

without a treatment facility but who live within 10-, 25- and 50-miles from a facility. We 

also calculate these number for people who live within those distances from a facility that 

offers all forms of MOUD.
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The county-level measures are not weighted by population size, and solely reflect the share 

of counties with a facility meeting the criteria listed above. By their nature, we expect that 

the population-level metrics disproportionately reflect proximity to treatment facilities in 

areas with more population. Half of the United States population lives in the 146 largest 

counties, so population-weighted measures are potentially very different from county-level 

metrics. We use the unweighted county measures to illustrate these differences.

Using GEODIST in SAS version 9.4, we measure the distance between the longitude-

latitude coordinates of the centroid of each Census Block Group in the U.S. and the 

longitude-latitude coordinates of each facility. Batch geocode results were investigated for 

accuracy using random spot checking to verify matches and check those addresses that 

did not match. This was in part to investigate whether non-matches were the product of a 

systematic data issue. A minimum street address-level match of 80 (out of 100) was required 

to consider an address a match. ArcGIS automatically resolves ties above 80. Addresses that 

did not match were excluded.

We also calculated all the population-based measures using a 25-mile and 50-mile radius 

from the treatment facility. Some of those complementary results are included in the 

Appendix. The study was deemed exempt by RAND’s Institutional Review Board. Data 

were collected between 2017 and 2020. All analyses were done in 2020 and 2021.

4.0 Results

4.1 Trends in Offering of and Geographic Access to MOUD

Figure 1a reports the share of facilities that offer a MOUD between 2014 and 2020, and 

Figure 1b reports the share of counties that have a treatment facility that offers a MOUD 

during the same time period. We also report the share of facilities or counties with a 

treatment facility that offers two forms of MOUD, and the share with all three forms 

of MOUD. The purpose of reporting these numbers is to offer a clear contrast to the 

population-based geographic access measures. In 2014, 30% of facilities offered at least 

one form of MOUD and 1% offered all three forms of MOUD. By 2020, the share of 

facilities offering at least one form of MOUD rose to 49%; the share offering all three forms 

rose to 4%. Figure 1a presents the national trends in the percentage of facilities offering 

MOUD for 2014–2020. This growth has been driven primarily by the prevalence of facilities 

providing buprenorphine and/or injectable naltrexone. In 2014, 22.3% of facilities offered 

buprenorphine and 12.3% offered injectable naltrexone. By 2020 the share of facilities 

offering buprenorphine rose to 40.7% and injectable naltrexone to 34.8% (data not shown). 

Across 2014 and 2020, 3% of facilities offered naltrexone only, and not buprenorphine or 

methadone. In comparison, the share of facilities offering methadone rose from 9.4% to 

10.8% between 2014 and 2020. Finally, the share of counties that had a treatment facility 

offering all three forms of MOUD increased from 3.5% in 2014 to 8.9% in 2020 (Figure 1b).

In Figure 2, we report the county-level measures for geographic access to treatment 

facilities, treatment facilities that offer one form of MOUD, and treatment facilities that 

offer all three forms of MOUD. In 2014, 63.8% of counties in the US had at least one 

treatment facility (47.8% with 1–4 facilities; 16.0% with 5+),29.5% of counties had a 
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treatment facility that offered at least one form of MOUD (23.5% with 1–4; 6.0% with 

5+), and 3.5% of counties had a treatment facility that offered all forms of MOUD (3.4% 

with 1–4; 0.1% with 5+). By 2020, the percentage of counties with a treatment facility 

increased to 68.2% (47.8% with 1–4 facilities; 20.4% with 5+),the percentage of counties 

with a treatment facility that offered at least one form of MOUD rose to 44.5% (33.7% with 

1–4; 10.8% with 5+), and the percentage of counties with a treatment facility that offered all 

forms of MOUD increased to 8.9% (8.5% with 1–4; 0.4% with 5+).

Figure 3 presents similar metrics as Figure 2 but expressed in terms of the share of the 

population within 10 miles of treatment access. In 2014, 87.6% the population had at least 

one substance use disorder treatment facility within a 10-mile radius and 83.2% lived within 

10 miles of a facility offering at least one form of MOUD. In fact, we observe 62.8% of the 

population within 10 miles of 5+ facilities offering at least one form of MOUD. Given the 

already high rates of access, there is little change by 2020 as 89.6% of the population lives 

within 10 miles of any substance use disorder treatment facility and 82.4% live within 10 

miles of a treatment facility offering at least one type of MOUD.

We estimate more substantial growth in the share of the population living within 10 miles 

of at least one facility offering all three types of MOUD. In 2014, 28.4% (24.4% with 1–4; 

0.5% with 5+) of the population lived within a 10-mile radius of at least one treatment 

facility that offers all three forms of MOUD. This rate increased to 41.7% (34.9% with 1–4; 

6.8% with 5+) of the population in 2020.

4.2 Differences Between County and Population Measures of Geographic Access to 
MOUD

The discrepancies between county rates and population rates are the result of higher 

population density areas having higher rates of facilities providing MOUD. For example, 

17.5% of counties with a population above the median in 2020 had a treatment facility 

offering all forms of MOUD; less than 1.0% of counties with below-median population had 

a treatment facility providing all MOUD services. Figure 4 reports the share of people living 

in a county without a treatment facility but within 10-, 25-, and 50-miles of a facility. In 

2020, 13.5% of the population living in a county without a treatment facility (2.2 million 

people) resided within 10 miles of a treatment facility. 1.4% of that population living within 

10 miles of a facility offering all forms of MOUD. Both sets of numbers for 2020 rise 

substantially once being measured with a 50-mile distances (76.6% for any treatment facility 

and 31.8% for all forms of MOUD).

5.0 Discussion

In this cross-sectional study of nearly all licensed substance use disorder treatment facilities 

listed in the directories, we find that the share of facilities that offer MOUD has experienced 

strong growth between 2014 and 2020, as did the share of counties with a treatment facility. 

Our results are consistent with the existing literature (Mojtabai et al., 2019), but include the 

most recent data available. We also found that there is a significant disconnect in existing 

county-level measures of geographic accessibility to MOUD from a treatment facility and 

population-based measures of geographic accessibility. We found that in 2020 42% of the 
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U.S. population lives within 10 miles of a facility offering all three forms of MOUD. In 
addition, 31.8% of those that reside in a county without a treatment facility are within 50 

miles of a facility that offers all forms of MOUD in 2020. Of course, while highly populated 

areas may be more likely to have a treatment facility or facilities, they could still potentially 

have inadequate access to care. Our results are in line with separate studies that used data 

on buprenorphine waivered prescribers only (Langabeer et al., 2020) and opioid treatment 

programs only (Kleinman, 2020).

The use of a MOUD is a critical component in the treatment for individuals with OUD. 

One reason for the dearth of facilities offering all three forms of MOUD is the strict 
regulations for methadone. Methadone can only be dispensed at OTPs certified by 
SAMHSA. In addition, federal rules impose treatment requirements, and states have 
their own supplementary regulations. It has been suggested that relaxing some of these 
regulations may increase the number of providers offering methadone (McBournie et 

al., 2019). Existing studies have expressed concern that access to buprenorphine services 

is distributed unequally throughout the country. Specifically, a report by the Department 

of Health and Human Services’ Office of Inspector General recently recommended that 

SAMHSA should target efforts in expanding MOUD by increasing the number of waivered 

providers in counties with the greatest need for buprenorphine services (U.S. Department of 

Health and Human Service Office of Inspector General, 2020). Our results would indicate 

that a more geographically precise and tailored approach is needed. Given that county is a 

coarse measure of geographic access, SAMHSA may be better served to identify areas of the 

country that have zero providers within a 10-mile radius.

This study includes several limitations. First, our data reflect only licensed substance use 

disorder treatment facilities, and do not include the approximately 10 percent of treatment 

facilities which are unlicensed (National Survey of Substance Abuse Treatment Services, 

2016. 2016). or buprenorphine waivered clinicians, both of which may provide MOUD. We 

do not include buprenorphine waivered clinicians in our analysis because we lack detailed 

historical location data on where these clinicians practice. In fact, over 90 percent of the 

population lives within a 10-mile driving distance from a buprenorphine waivered clinician 

(Langabeer et al., 2020), although many such clinicians are not actively treating any patients, 

and many of the others treat relatively few patients (Duncan et al., 2020; Stein et al., 2016; 

Thomas et al., 2017). Still, our results should be interpreted as a likely underestimate of 

access to these medications. Second, we have no information about the quality of care 

or capacity of facilities relative to demand in accessible locations that provide MOUD, 

and it is possible that facilities that provide MOUD may have long waiting lists. Third, 

our results are likely an underestimate of facilities offering MOUD, given that treatment 

facilities are not required to take the survey each year, and many do not. Fourth, our measure 

of geographic access is coarse, as many individuals without a vehicle still may not be able 

to access a facility within a 10-mile radius. See Figures A2 through A5 for equivalent 

25-mile and 50-mile radius results, though similar concerns apply. Moreover, we do not have 

households’ addresses to determine whether they are within 10 miles of a facility. Instead, 

we assign each person to the centroid of their Census block and then determine distance to 

the nearest facility. This approach follows closely to the approach used by Langabeer and 
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colleagues (2020) in calculating access to buprenorphine waivered prescribers (Langabeer 

et al., 2020). Similarly, we do not differentiate travel time between car- and public-transit 

to the nearest facility. This is a concern given that in census tracts where access to a car is 

low that it may be difficult to travel to the nearest prescriber (Drake et al., 2020). Fifth, we 

do not examine each type of MOUD individually and each of the three medications have 

different clinical and regulatory differences. In addition, access for the three medications 

may differ over time by reflecting changes in the private sector’s willingness to pay rather 

than broad access improvements. Sixth, our measures are based on the general population. 

The geographic distribution of individuals with OUD will likely differ from the general 

population (Morgan et al., 2018). Finally, our data do not capture all locations that provide 

extended-release naltrexone, because it can be administered by any clinician licensed to 

prescribe medications.

During the COVID-19 pandemic the opioid crisis continues to ravage communities 

throughout the United States. Our study suggests that prior to the pandemic there has 

been strong progress in the geographic accessibility of effective treatment for OUD prior 

to the pandemic. However, because treatment rates for OUD have remained relatively 

low there are potentially other reasons individuals are not receiving treatment. For 

example, many residential treatment programs do not offer MOUD (Beetham et al., 

2020). Separately, recent work has identified that many buprenorphine prescribers do not 

offer a new appointment to potential patients who are active heroin users with Medicaid 

coverage (Beetham et al., 2019), and in many cases do not prescribe buprenorphine at 

their maximum patient capacity (U.S. Department of Health and Human Service Office 

of Inspector General, 2020). Similarly, buprenorphine-waivered prescribers and opioid 

treatment programs frequently did not accept insurance.(Patrick et al., 2020) During the 

pandemic there has been several policy changes including that opioid treatment programs 

can now issue a supply of up to 14 and 28 days of methadone to take home for less stable 

and stable patients, respectively. In addition, federal agencies have issued new guidance 

allowing greater use of telehealth for medication management visits for opioid use disorder. 

For example, waivered prescribers can now induce patients onto buprenorphine remotely 

via telemedicine (Substance Abuse and Mental Health Services Administration, 2020). 

Separately, there is some consideration to remove the requirement to obtain a waiver in order 

to prescribe buprenorphine (Olsen et al., 2021; Weimer et al., 2021). These policy changes in 

conjunction with the growth in geographic access to MOUD may help to overcome barriers 

in receiving MOUD.

6.0 Conclusions

The results of this study are an important step for understanding how geographic access 

to treatment and MOUD has changed in recent years and suggests that geographic access 

may be less of a barrier than considered previously. Approximately 42 percent of the 
U.S. population has a treatment facility within 10 miles that offers all three forms of 
MOUD in 2020. Despite this, estimates of unmet need for treatment remain high. There 

are multiple barriers to receiving MOUD at a specialty provider. For example, an important 

barrier that our study does not capture is the cost of care. One in three individuals who 

needed but did not receive treatment had no health care coverage and were not able to afford 
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the cost of treatment(Substance Abuse and Mental Health Services Administration, 2019). 

Policymakers and public health officials should take a more comprehensive approach when 

addressing barriers to treatment that both increases the offering of MOUD by treatment 

facilities and removes cost barriers to receiving treatment.
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Appendix

Appendix

Figure A1: 
Percent of population by Census Block Group with a Treatment Facility within 10-miles

Notes: This map studies access to facilities offering all three types of MOUD. The shaded 

areas in the map above represent counties and areas that do not have facilities in or near 

them that offer all three forms of MOUD. The gray areas are areas where there are no 

facilities present within a given county and there are no facilities present within a 10-mile 

radius of a Census Block Group. The areas in blue have a facility offering all three forms of 

MOUD within a 10-mile radius but not within its county. The areas in green have facilities 

offering all forms of MOUD within the same county as well as facilities within a 10-mile 

radius.
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Figure A2: 
Percent of population by Census Block Group with a Treatment Facility within 25-miles

Notes: Each bar represents the percentage of the population within 25 miles of 0, 1–4, or 5+ 

treatment facilities meeting criteria listed at base.
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Figure A3: 
Map of Differences in County and Population Geographic Access to Treatment Centers 

Offering All Three Forms of MOUD in 2020

Note: This map studies access to facilities offering all three types of MOUD. The shaded 

areas in the map above represent counties and areas that do not have facilities in or near 

them that offer all three forms of MOUD. The gray areas are areas where there are no 

facilities present within a given county and there are no facilities present within a 25-mile 

radius of a Census Block Group. The areas in blue have a facility offering all three forms of 

MOUD within a 25-mile radius but not within its county. The areas in green have facilities 

offering all forms of MOUD within the same county as well as facilities within a 25-mile 

radius.
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Figure A4: 
Percent of population by Census Block Group with a Treatment Facility within 50-miles

Notes: Each bar represents the percentage of the population within 50 miles of 0, 1–4, or 5+ 

treatment facilities meeting criteria listed at base.
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Figure A5: 
Map of Differences in County and Population Geographic Access to Treatment Centers 

Offering All Three Forms of MOUD in 2020

Note: This map studies access to facilities offering all three types of MOUD. The shaded 

areas in the map above represent counties and areas that do not have facilities in or near 

them that offer all three forms of MOUD. The gray areas are areas where there are no 

facilities present within a given county and there are no facilities present within a 50-mile 

radius of a Census Block Group. The areas in blue have a facility offering all three forms of 

MOUD within a 50-mile radius but not within its county. The areas in green have facilities 

offering all forms of MOUD within the same county as well as facilities within a 50-mile 

radius.
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Highlights

• In 2020 45% of counties had a facility offering any MOUD.

• In 2020, 9% of counties had a facility offering all forms of MOUD.

• In 2020, 83% of individuals are 10 miles from a facility offering MOUD 

treatment.

• More population dense areas have higher rates of facilities providing MOUD.
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Figure 1. 
1a: Share of facilities offering types of MOUD (2014–2020)

1b: Share of counties offering types of MOUD (2014–2020)

Notes: MOUD includes buprenorphine, methadone and naltrexone. In Panel A, the yellow 

line indicates the share of facilities that report offering at least one form of MOUD in each 

year. The grey line indicates the share of facilities that report offering two or more forms 

of MOUD treatment. The orange line indicates the share of facilities that offer all three 

forms of MOUD over time. In Panel B, each line corresponds to the share of counties with a 

facility providing access to MOUD treatment.
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Figure 2: 
County-Level Measures for Facilities and MOUD

Notes: Each bar represents the percentage of counties with 0, 1–4, or 5+ treatment facilities 

meeting criteria listed at base.
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Figure 3: 
Percent of population by Census Block Group with a Treatment Facility within 10-miles

Notes: Each bar represents the percentage of the population within 10 miles of 0, 1–4, or 5+ 

treatment facilities meeting criteria listed at base.
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Figure 4: 
Share of the country that does not have a facility in the county but within 10-, 25-, and 

50-miles in 2020

Notes: Denominator is the total population of counties that do not have a treatment facility in 

the county. The numerator is the total population that does not have a facility in their county 

but does have a facility within 10-, 25- and 50-miles from the centroid of their census tract.
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