Executive Summary

Overview

The Addictions, Drug & Alcohol Institute (ADAI) was contracted by the Washington State Hospital
(WSHA) to conduct a rural needs assessment. The needs assessment focused on transportation
concerns and barriers, and substance use peer support, both from the perspectives of workforce
members and patients, for treatment and services related to opioid use disorder (OUD) In North-
Central Washington. Eligible counties were: Grant, Lincoln, Adams, Okanogan, Chelan, Douglas

Aims
The aims were to understand:

e facilitators and barriers to rural transportation to OUD treatment and services,
e resources needed to address transportation concerns,

e facilitators and barriers to working with OUD peer workforce members, and

e resources needed to further develop a robust peer support network.

Methods

We conducted community surveys in English and Spanish with community members age 18 or
older living in an eligible county about transportation barriers. We also conducted surveys and
interviews with substance use disorder workforce peers and other professionals about observed
transportation challenges experienced by their patients and clients, and challenges and resources
needed to support peer workforce members.

Results

e More than 45% of community respondents reported having some degree of transportation
insecurity

e Younger community respondents and those outside of Grant County tended to have more
transportation insecurity (though not statistically significant)

e When referring to health care organizations, respondents reported the least amount of time
getting to pharmacies, hospitals, and doctors’ offices

o Peerworkforce organizations had integrated some transportation services within their
operations to address high demand among clients, but lacked the resources to address all
of patients’ needs or those of SUD peers

e Peerworkforce members pointed to a number of barriers to implementing a more robust
peer network including availability of funding and community referral sources, supports for
peer workforce members for their own recovery efforts, and stigma within the community
and from health care professionals about people who use drugs

e Peerworkforce members felt the Peer Recovery Coach Checklist was a useful tool for
describing the peer activities and encompassed the scope of their work

Recommendations

Because of the rapid turnaround time for completion of the needs assessment, we were unable to
recruit stakeholders for participation, in particular staff and patients being treated for SUD at WSHA
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regional hospitals. It is important to gain their perspectives in order to understand infrastructure
needs and constraints for any future changes in care delivery. Future efforts would also benefit
from a longer lead-in period in order to build support from other stakeholder for a more tailored
approach that does more to take rurality in general, and North Central Washington communities in
particular, into consideration.

Conclusion

Rural counties in North Central Washington are greatly affected by transportation insecurity, which
may have an impact on access to specialty care delivery, such as substance use disorder
treatment and mental health care. SUD peer workforce members and organizations are able to
provide some transportation support, but demand for services outpaces available resources. Given
challenges in the current funding environment for health care, tools such as the peer recovery
checklist may be helpful for fruitful discussions on how to best optimize care with peer support,
and better support peer workforce members.
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Introduction

Researchers point to the gaps in knowledge about rural areas, the critical role of community
partnerships, and problems in studying rural communities by not acknowledging the variations
among communities or applying research methods from urban areas that do not fit well for rural
ones (Cacari Stone et al. 2021; Kozhimannil and Henning-Smith 2021). Qualitative interviews with
healthcare decision makers also identify cultural tensions between the rural identity of patients
and healthcare system, and perceived stigma associated with rural identity (Coombs, Campbell &
Caringi 2022). Researchers also point explicitly to the need for policy makers and community
leaders to be purposeful in addressing the health disparities that exist in rural settings (Sosin &
Carpenter-Song, 2024).

While telehealth is a potential option to overcome issues related to transportation, there may be
greater interest in using this option among younger adults, necessitating the need for other options
for other patients (Kolluri et al. 2022). In Oregon, rural and frontier areas saw longer drive times and
greater reliance on non-prescribing clinics for mental health care among Medicaid patients, relative
to urban areas (Charlesworth et al. 2024). In qualitative interviews with medical providers in rural
Western Pennsylvania, Maganty et al (2023) found three major themes from their analysis: (1) cost
and insurance, including co-pay amounts and needing to delay heath care for other financial
priorities, (2) geographic dispersion, including distance to health care, lack of public transportation,
and burden required to make transportation to health care possible, and (3) provider shortage and
burnout, including lack of providers in rural areas and existing ones exiting the area.

Low-barrier community OUD treatment agencies, including those with mobile services and flexible
hours of operation may be beneficial for increasing engagement, increasing update of medications
for OUD, such as buprenorphine, and lowering mortality rates (Banta-Green et al. 2024). In primary
care settings, providers were concerned about lack of training and experience with patients using
opioids and the possibility of medication diversion (Harder et al. 2021). Training programs for rural
clinicians can be effective in increasing provider awareness and comfort which could increase
rates of MOUD prescribing (Zittleman et al. 2022).

Substance use peers also provide valuable support for both patients and clinicians, providing
valuable perspective of OUD lived experience, and prior efforts navigating the treatment system (Du
Plessis, Whitaker & Hurley 2020; Scannell 2021). Structured training programs for peers in the SUD
workforce can also increase their effectiveness for better client outcomes (Hansen et al. 2022). In
rural emergency department settings, peers helped with engagement of both post-opioid overdose
and other patients which helped with referral to treatment at discharge (Ashford et al. 2019).In a
primary care setting, there were reductions in substance use and health care utilization in the 30
days post-intervention (Cos et al. 2020). Peers also derived fulfillment and benefits to their own
recovery by being part of the SUD workforce (Scannell 2022).



The Addictions, Drug & Alcohol Institute (ADAI) was contracted by the Washington State Hospital
(WSHA) to conduct a rural needs assessment. The needs assessment focused on transportation
concerns and barriers, and substance use peer support, both from the perspectives of workforce
members and patients, for treatment and services related to opioid use disorder (OUD) In North-
Central Washington. The needs assessment covered WSHA regional hospitals in Grant, Lincoln

and Adams counties.

Three main questions were proposed for the needs assessment:

1. How well is the current infrastructure for peer support services meeting the needs of the
population?

2. How well is the current infrastructure for transportation to SUD treatment centers meeting the
needs of the population?

3. Is there an opportunity to better serve patients and the community by increasing the ability of
peer support agencies to provide transportation to SUD treatment?

Barriers to transportation may also be related to other hardships, including food insecurity, unmet
medical needs and housing instability (Murphy et al. 2025). Area Deprivation Index (ADI) data from
2023 also shows North Central Washington, the area of the state where the study counties are
located, to range from the middle to among the most deprived areas of the state (see Figure 1; Kind
2018). High ADI area is associated with health disparities, including increased rates of heart
disease, increased health services usage, and earlier mortality.

Figure 1. North Central Washington Area Deprivation
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Methods

The data collection period ran from January 2025 to June 2025. The research was reviewed and
determined exempt by the University of Washington Human Subjects Division (Institutional Review
Board). In order to address the study questions, we proposed several qualitative data collection
methods to obtain the perspectives of patients, peers, community members, and workforce
members within WSHA regional hospitals (see Table 1).

Table 1. Proposed data collection methods

Peer workforce Community WSHA facility WSHA facility
members members workforce SUD patients
members
Surveys
Interviews/

Focus groups

1. Eligibility Individuals were eligible to participate if they met the following criteria:

e 18yearsorolder
e Living (patients or community members) or working (workforce members) in study
counties
o Eligible counties were Grant, Lincoln, Adams, Okanogan, Chelan, Douglas
o Community members could live outside of those counties if doing seasonal work
within those counties
o Community members could be Spanish speaking for surveys

Grant, Lincoln, and Adams were identified in the needs assessment proposal. Okanogan, Chelan,
Douglas counties were added to increase the sample from adjacent counties and respond to
interests from stakeholders.

2. Recruitment. Outreach efforts were widespread and ongoing and included meeting
presentations, flyers, fact sheets, emails to administrators and colleagues, and warm hand-off to
potential participants. Venues and organizations included:

e WSHAregional hospitals

e Grand Columbia Opioid Response Consortium meetings
e Grant County Opioid Task Force Meeting

e Community-based harm reduction agencies

e Local businesses

¢ County social service offices

¢ Word of mouth to colleagues

e Facebook sponsored ads (including Spanish translation)



Study Instruments

3. Transportation Security Index (TSI-6). Six-item validated instruments developed to determine
causes and consequences of transportation insecurity (Murphy et al. 2024). The instrument asks
about 6 potential transportation barriers that may have occurred in the last 30 days. This was
administered in English only (see Appendix A).

4. Transportation Burden. This instrument was created to assess the amount of time taken to get to
32 common locations or organizational types in the community. This approach, and the
organizational types and categories were informed by the work of Scott and Horner (2008). The time
increments were: 0-30 minutes, 30-60 minutes, 1-2 hours, 2 or more hours, Don’t know (see
Appendix B).

5. Peer workforce questions. Work force surveys and interviews used the same questions.
Workforce questions were a mix of open- and closed-ended questions covering patient
transportation needs and barriers, and concerns related to SUD peer workforce members (see
Appendix C). The question included:

¢ Observed patient/client transportation difficulties

e Priorities for providing care given available resources

e The types of services or expertise requested from patients/clients and other
organizations in the community

e Facilitators and barriers to strengthening the peer workforce network in the region

6. Peer Recovery Coach Checklist. Workforce interviews added a section to discuss Peer Recovery
Coach Checklist (Byrne et al. 2023; Dotherow et al. 2025). This is a validated tool which organized
and defined peer activities in terms of social and emotional support, informational support, and
action-based support (see Appendix D). During interviews participants reviewed the instruments,
were asked how well it defined their work, and how it could be improved. The intent was to have a
common understanding of what a peer does in order to better understand how peers fit in broader
scope of SUD treatment as peer networks are strengthened in the region.

Results

1. Demographic characteristics. We compared demographic characteristics between people
completing the community survey who provided a zip code (in addition to county of residence) and
found no statistically significant differences in age, sex or Hispanic ethnicity. There were
meaningful, though not significant differences in race and sexual orientation (see Table 2). Because
Zip Code was not required for eligibility, people without a Zip Code were included in the sample as
long as they were from an eligible county or resided in an eligible county for seasonal work.



Table 2. Demographics of community members providing Zip Codes and those who did not

Zip Code Provided n=122

Zip Code Not Provided n=20

Mean age (SD) 60.6 (14.1) 56.9 (19.9)
% Male 20.5 20.0

% Heterosexual 83.6 30.0

% White 84.4 35.0

% Hispanic 9.0 0

For the larger community survey sample, most respondents resided in Grant County. Because
participation from other counties, in some cases, was low, we were unable to conduct county-by-
county comparisons. We did, however, compare Grant County to all other counties combined.
Table 3 shows the characteristics of the entire combined sample. The mean age was 60 years old,
with most participants identifying as White, non-Hispanic, speaking only English, stably housed,
with no substance use in the past 12 months, heterosexual, and women.

Table 3. Community Survey Demographics (n=142)

County of residence

Grant: 89 (67.2%)
Lincoln: 21 (14.8%)
Adams: 16 (11.3%)
Okanogan: 10 (7%)
Douglas: 4 (2.8%)
Chelan: 1(0.7%)
Seasonal residence 1(0.7%)
Mean age (SD) 60.0 (15.0)

Race (check all that apply)
White

American Indian/Alaska Native
Other

Asian

Missing or prefer not to answer

110 (77.5%)
3 (2.1%)

3 (2.1%)
1(0.7%)

25 (17.6%)

Hispanic/Latine ethnicity

No

Yes

Missing or prefer not to answer

107 (75.4%)
11 (7.7%)
24 (16.9%)




No
Yes
Missing or prefer not to answer

Languages other than English spoken

103 (72.5%)
17 (12.0%)
22 (15.5%)

Housing status

Stably housed

Temporarily housed

Unhoused

Missing or prefer not to answer

116 (81.7%)
6 (4.2%)
1(0.7%)

19 (13.4%)

No
Yes
Missing or prefer not to answer

Substance use (DAST Q1: In the last 12 month have you used
drugs other than those required for medical reasons?)

113 (79.6%)
9 (6.3%)
20 (14.1%)

Sexual orientation
Heterosexual

Bisexual

Gay

Lesbian

Other

Missing or prefer not to answer

Gender identity

Woman

Man

Non-binary

Transgender

Missing or prefer not to answer

108 (76.1%)
5 (3.5%)
2 (1.4%)
1(0.7%)
1(0.7%)

25 (17.6%)

93 (65.5%)
29 (20.4%)
1(0.7%)
1(0.7%)
18 (12.7%)

Demographic characteristics for peer workforce survey and interviews participants are in Table 4.
Most were from Grant County with a mean age of 40.8 years. Most were White and non-Hispanic
with a split of men and women, serving a variety of organizational roles, with most covering SUD
support and counseling.



Table 4. Peer Interview and Survey Demographics (n=10, 6 interviews, 4 surveys)

County of employment

Grant 5 (50%)
Lincoln 4 (40%)
Okanogan 1(10%)
Mean age (SD) 40.8 (8.9)

Primary role

SUD peer support 3 (30%)
SUD counseling 2 (20%)
Medical 2 (20%)
Senior management 1(10%)
Case management 1(10%)
Other 1(10%)

Race (check all that apply)

\White 7 (70%)
Mexican-American 1(10%)
Prefer not to answer 1(10%)
Other 2 (20%)
Hispanic/Latine ethnicity

No 7 (70%)
Yes 2 (20%)
Prefer not to answer 1(10%)
Gender identity

Woman 4 (40%)
Man 4 (40%)
Transgender 1(10%)
Prefer not to answer 1(10%)

2.Peer observed transportation concerns with clients. Table 5 provides peer workforce responses
to transportation barriers or challenges you have observed for patients or clients getting to
treatment or services that support their substance use care or recovery. Response categories were
collapsed into Very often [Always and Very often], Sometimes, Never [Never and Very rarely).
Because agencies had some form of transportation for clients, the responses showed very few
transportation related barriers. Responses did, however, show more frequent requests for
transportation help from clients



Table 5. Peer observed transportation concerns with clients

Question

Response

In the past 30 days...

... how often have patients cancelled an appointment because
they could not get to the clinic or hospital?

\Very often (20%)
Sometimes (40%)
\Very rarely (40%)
Don’t know (0%)

... how often have patients been late to an appointment because
they could not get to the clinic or hospital?

\Very often (30%)
Sometimes (20%)
\Very rarely (50%)
Don’t know (0%)

... how often have patients arrived immediately before closing
and been unable to receive services or treatment because of

Very often (20%)
Sometimes (10%)

transportation issues? \Very rarely (60%)
Don’t know (10%)

... how often have patients asked for help with transportation [Very often (70%)

(public transportation, ride share, taxi)? Sometimes (0%)
\Very rarely (30%)

Don’t know (0%)

... how often have other hospitals or other care agencies asked
for help with transportation for their patients (public
transportation, ride share, taxi)?

Very often (30%)
Sometimes (30%)
Very rarely (30%)
Don’t know (10%)

In the past 30 days, how often have patients been denied agency
transportation because...

... avehicle was in use or not available?

\Very often (20%)
Sometimes (0%)
\Very rarely (70%)
Don’t know (10%)

... adriver was not available?

\Very often (20%)

Sometimes (10%)
\Very rarely (60%)
Don’t know (10%)

... arequired second staff member was not available?

Very often (20%)

Sometimes (10%)
\Very rarely (60%)
Don’t know (10%)
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3. Peer interview and survey open-ended responses. Open-ended responses from workforce
interviews and surveys are summarized in Table 6. We did not conduct thematic analyses, but
provided the breadth of responses in short form, with any specific mention of person or place
removed. Some commonly mentioned concerns were lack of funding, high demand for
transportation services and often long travel distances, limited availability of referral sources in the
community, stigma for people who use drugs within the community and health care system, and
more supports needed for peers to maintain their own recovery while participating in the OUD
workforce. Respondents felt that peers could offer a means of providing better care for patients
when working with clinicians and providing patients with a better understanding of what to expect
in the recovery process based on their experiences.

Table 6. Peer interview and survey open-ended responses

Client Transportation

Peer Workforce

\What are the biggest transportation barriers you
have observed for patients to get to the recovery
resources they need?

e Limited transportation availability may
make some clients change their minds
about beginning care

¢ Agencies cannot commit to providing
transportation to all needed
appointments

e Clients may lack driver's licenses

e Lackof public transportation

¢ Lack of agency-owned vehicles

e No transportation to self-help meetings

e Transportation can be limited to people
with Medicaid coverage

e Medical transportation for people with
disabilities may be difficult to obtain

¢ Clients sometimes cancel on short
notice

e Some specialty transportation services
are available but not desirable to clients

e Transportation may be less of an issue
than client readiness to begin recovery
journey

What's the best way that peer recovery coaches
can help with your organization?

e Being aware of available resources and
actively facilitate connections with
clients

e Assist clients in completing recovery
activities

e Partnerships with clinicians to come up
with best treatment approaches

e Make direct contact with area clinics to
find out what services are available

e Provide guidance

e Brings balance to the kids to support
available

e Share lived experiences with OUD with
clients, so they know they are not alone

o Share experiences with overcoming
homelessness to provide hope to others

How do you think their treatment outcomes
might change if they could get around more
easily?

e More sessions would lead to higher

\What resources will peer recovery coaches need
most to be successful?

e Quicker turnaround times for training

e Quicker turnaround times for peer
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treatment success rates

Rides to self-help meeting would help
clients develop social support networks
outside of treatment

Fewer missed required classes or
recovery events

Better for mental health recovery

background checks

Greater funding across the board
Transportation for both peers and
patients

Information from both patients and care
providers about what services and
resources are needed

More access to housing, transportation
and employment

Training on different ways to provide peer
self-care

More mutual supports from other peers
Skills on how to set healthy boundaries
for their own recovery

Better access to detox facilities closer to
the community

Support from jails for people releasing
Support from families

What suggestions would you make to help people
get to recovery resources more easily?

Increased public transportation

More agency staff

Have hospital or clinics provide vouchers
for public transportation

Clients may need to play a bigger role in
outreach for services

More resources and less red tape

\What challenges could you see come up in
implementing a strong peer network at your
program?

Lack of funding

Finding enough people who want to work
as peers

Stigma, and challenges with "feeling
worthy."

Doubt peers may have in their ability to
do the work.

Lack of confidentiality

Making contact with staff

Combining services in one location
Some clients have difficulty with cultural
shifts from small town to big cities in
receiving services

Local politics can be unsupportive of
people with SUD or providing treatment
for SUD

Belief in communities that people with
SUD should just be incarcerated
Medical providers may be unsupportive of
MOUD or harm reduction approaches
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4. Peer Recovery Coach Checklist. The Peer Recovery Checklist was intended to provide a
common, objective understanding of the roles and activities of peer workforce members. There
was nearly unanimous agreement with the checklist items and the way it was organized as being a
valuable tool for understanding the roles and responsibilities of peer workforce members. A key
addition suggested for the checklist was criminal-legal support for people who are leaving jail,
and/or in the court system. This suggestion was relayed back to the checklist authors who
mentioned that it was included in earlier versions but later removed because it was not broadly
relevant among respondents involved in the validation. It would be particularly valuable in cases of
court mandated treatment and/or receiving MOUD while incarcerated or upon release.

5. Transportation insecurity. Using the 6-item version of the Transportation Security Index, there
were 118 complete (scorable) responses for the community survey. With all counties represented,
46.6% of respondents reported any transportation insecurity, with the proportions of low and high
insecurity being roughly equal (see Table 7). When split by Grant and other counties, there is
greater transportation insecurity, particularly high insecurity (see Table 8). When split by median
age (63), younger participants reported greater transportation insecurity (see Table 9). The
differences by county and age were not statistically significant. Overall, even the least amount of
transportation insecurity was relatively high.

Transportation Security Index — TSI-6 (n=118)

Table 7. Transportation security (all respondents)

Secure 63 (53.4%)
Low insecurity 27 (22.9%)
High insecurity 28 (23.7%)

Table 8. Transportation Security by County Split

Grant County (n=75)

Other Counties (n=43)

Secure

42 (56.0%)

21 (48.8%)

Low insecurity

18 (24.0%)

9 (20.9%)

High insecurity

15 (20.0%)

13 (30.2%)

Table 9. Transportation Security by Median Age Split

Age 63 and younger (n=59)

IAge 64 and older (n=59)

Secure

28 (47.5%)

35 (59.3%)

Low insecurity

17 (28.8%)

10 (16.9%)

High insecurity

14 (23.7%)

14 (23.7%)
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6. Transportation burden. Time needed to get to different destinations in the community varied by
organizational type. It is important to note that not all participants needed to use these services.
We wanted to know the time taken to get to the locations. For the sake of relevance and brevity,
retail, leisure service and daily activity destinations are included in Appendix F. Among these
destinations, longer times were reported for bookstores, shopping centers, school for oneself,
childcare, movie theaters and restaurant. For community services, most respondents were able to
get to these destinations within 0-30 minutes. The exception here was social service/welfare in
which only 25% of respondents could reach this destination in that time frame, vs. 75% for
respondents for food banks in the 0-30 minute range (see Figure 2). For healthcare organizations,
pharmacies, ER/hospital and doctors' offices had more respondents in the 0-30 minute range,
compared to specialty services including reproductive health, mental health, and SUD care (see
Figure 3). Importantly, the number of respondents who did not know the time needed also
increased with specialty services. When breaking down health care organizations by Grant vs other
counties, there are wider gaps in times to reach reproductive health, substance use services, and
syringe services within 30 minutes, pushing up to 2 hours, but rarely exceeding that amount of time
(see Figure 4).

Figure 2. Community services (n=142)

COMMUNITY SERVICES

m0-0mn m30Elmn mitohes Cwer 2 hrs DK

- -

Figure 3. Health care organization (all counties, n=142)
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HEALTH CARE ORGANIZATIONS

g0-30mn wmI0E0mn mitoldhes Cver 2 hrs DK

Figure 4. Percent of respondents reporting times to get to health care organizations in Grant
(G, n=89) or other (O, n=53) counties

0-30min  30-60min 1to2hrs Over2hrs D/K

G-Pharmacy 12.6 9.2 0 0
O-Pharmacy 20.8 5.7 1.9 0
G-ER or hospital 19.5 10.3 0 0
O-ER or hospital 59.6 21.2 17.3 1.9 0
G-Doctor's office 61.4 20.5 14.8 2.3 1.1
O-Doctor's office 44.2 25 25 5.8 0
G-Reproductive health 38 15.5 14.1 4.2 28.2
O-Reproductive health 21.3 21.3 25.5 6.4 25.5
G-Mental health clinic 28.7 21.3 13.5 5 30
O-Mental health clinic 23.4 31.9 21.3 2.1 21.3
G-Substance use clinic 20.8 16.9 13 6.5 42.9
O-Substance use clinic 65 283 19.6 2.2 43.5
G-Syring exchange 27.3 7.8 6.5 5.2 53.2
0-Syringe exchange 47 186 16.3 4.7 55.8
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Discussion

We were not able to fully address how well the current infrastructure of peer support services met
the needs of the population. We obtained data from community members and have a better
understanding of their transportation difficulties. Among community survey respondents, any
transportation insecurity ranged from 40-50%, roughly similar to the State of Maine at 40%, which
conducted a statewide transportation assessment using the TSI instrument (Moving Maine Network
2025). Maine is one of the most rural states in the U.S. For additional context, Detroit, Michigan
showed transportation insecurity of 36% (Wileden and Murphy 2005). We do not, however, have
data from patients in treatment to understand the demand for peer support or the kinds of support
needed.

We were better able to address the question of how well the current transportation infrastructure to
SUD treatment facilities meets the needs of the population using peer workforce interviews and
surveys. Peer workforce participants indicated that transportation services existed, and for those
who are able to make use of them, those patients rarely cancel or delay needed appointments. But
respondents also noted that more funding and resources are needed, that there is high demand
(from patients and treatment facilities), and not all transportation requests can be accommodated.
In some cases, there is also a need for transportation for peers as well as clients, and other
supports to maintain wellness and recovery.

We believe there is an opportunity to better serve patients not just through peer support for
transportation, but in other ways to support recovery, including sharing their own recovery journeys.
However, we were unable to recruit staff at WSHA regional hospitals. It is important to gain their
perspectives in order to understand infrastructure needs and constraints for any future changes in
care delivery. Furture efforts would also benefit from a longer lead-in period in order to build a more
tailored approach that does more to take rurality in general and North Central Communities in
particular, into consideration.

Conclusion

Rural counties in North Central Washington are greatly affected by transportation insecurity, which
may have an impact on access to specialty care delivery, such as substance use disorder
treatment and mental health care. SUD peer workforce members and organizations are able to
provide some transportation support, but demand for services outpaces available resources. Given
challenges in the current funding environment for health care, tools such as the peer recovery
checklist may be helpful for fruitful discussions on how to best optimize care with peer support,
and better support peer workforce members.
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Appendix A: Transportation Security Index

6-item Validated Transportation Insecurity Index Items:

1. To get to the places they need to go, people might walk, bike, take a bus, train or taxi, drive a car, or get a
ride. In the past 30 days, how often did you have to reschedule an appointment because of a problem with
transportation? [Often/Sometimes/Never]

2. In the past 30 days, how often did you skip going somewhere because of a problem with transportation?
[Often/Sometimes/Never]

3. In the past 30 days, how often were you not able to leave the house when you wanted to because of a
problem with transportation? [Often/Sometimes/Never]

4. In the past 30 days, how often did you feel bad because you did not have the transportation you needed?
[Often/Sometimes/Never]

5. In the past 30 days, how often did you worry about inconveniencing your friends, family, or neighbors
because you needed help with transportation? [Often/Sometimes/Never]

6. In the past 30 days, how often did problems with transportation affect your relationships with others?
[Often/Sometimes/Never]
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Appendix B: Transportation Burden Destination

Grocery store

Convenience store or mini mart
Mall or shopping center
Favorite restaurant

Bar or tavern
School for yourself

School for someone else (like a child)
Childcare

Library

Book store

Doctor's office or medical clinic
ER or hospital

Pharmacy or drug store
Reproductive health care

Job or worksite

Hardware store

Gas station

Car repair shop

Bus stop

Post office

Church

Barber shop or hair salon
Laundry mat or dry cleaners
Bank or ATM

Check cashing

Movie theater

Gym

Food bank

Substance use clinic

Mental health clinic

Needle exchange or harm reduction location
Social services/welfare

Access toillicit substances or drugs
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Appendix C: Peer Workforce Interview and Survey Questions

We would like to know the transportation barriers or challenges you have observed for your patients
or clients getting to treatment or services that support their substance use care or recovery.

In the past 30 days, how often have patients cancelled an appointment because they could not get to
the clinic or hospital?

In the past 30 days, how often have patients been late to an appointment because they could not get
to the clinic or hospital?

In the past 30 days, how often have patients arrived immediately before closing and been unable to
receive services or treatment because of transportation issues?

In the past 30 days, how often have patients asked for help with transportation (public transportation,
ride share, taxi)?

In the past 30 days, how often have other hospitals or other care agencies asked for help with
transportation for their patients (public transportation, ride share, taxi)?

In the past 30 days, how often have patients been denied agency transportation because:
-a vehicle was in use or not available?

-a driver was not available?
- arequired second staff member was not available?

What are the biggest transportation barriers you have observed for patients to get to the recovery
resources they need?

How do you think their treatment outcomes might change if they could get around more easily?
What suggestion would you make to help people get to recovery resources more easily?

We would like to find out how peer recovery coaches can play a role in the care being provided for
substance use. To what extent have you, or staff you work with been asked for the following help:

-Help from someone who can be credible messenger (someone seen as authentic) about the
treatment and services the program provides

-Help from someone with lived or living experience with opioid use

-Help from someone who has experience being treated for opioid use

-Help from someone who has survived an opioid overdose

-Help from someone who can better explain treatment plans and goals in simple terms
What's the best way that peer recovery coaches can help with your organization?
What resources will peer recovery coaches need most to be successful?

What challenges could you see come up in implementing a strong peer network at your
program?
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Appendix D: Peer Recovery Coach Checklist

For the last part of the interview, I’m going to show you a list of services and activities that a peer
recovery coach can do. | would like you to indicate how interested or uninterested you would be in
receiving that service from a peer recovery coach. When | give you the list, if you could please put
an ‘X’ over any activity or service you would be UNLIKELY to want to use, put a checkmark by any
service or activity that you WOULD be LIKELY to want to use, and leave items that you are neutral on

blank. Here is the list.

CHECKLIST OF SERVICES AND ACTIVITIES

Instructions: Use the following symbols to indicate your likelihood of interest in receiving each
activity/service from a peer support checklist.
Unlikely — Mark out activity/service with an “X”
Neutral — leave activity/service listed unmarked

Likely —

Mark activity/service with a checkmark (v)

SERVICES CHECKLIST

Social & Emotional Support

Informational Support

/Action-Based Support

e Discuss progress or
challenges with

family, friends)

relationships (partner,

Provide information about
local psychosocial support
options (e.g., recovery
support, counseling, etc.)

Work with patient to
develop a treatment plan
that fits with their needs and
preferences

e Discuss progress and

to recovery

challenges on the journey

Provide information about
local mental and physical
health resources

Provide/arrange
transportation to meetings,
medical appointments,
pharmacy, etc.

active listening

e Engage in non-judgmental

Provide information about
medication for opiate use
(e.g., suboxone, methadone)
options, process, and
expectations

Secure stable food and/or
medication-friendly (e.g.,
suboxone-friendly)
temporary housing (i.e.,
shelters, sober living)

e Connectto sober

activities

contacts or recreational

Provide recommendations
for self-care

Help with harm reduction
tools (e.g., provide Narcan)

e Share stress and craving
management techniques

Provide info on employment
opportunities or resources

Secure mental health
counseling

self-reflection

e Provide opportunity for

and belonging

e Discuss emotions and
feelings of connectedness

e Provide encouragement

Provide info on family
support resources, such as
how family members can
attend their own support
meetings or get their own
peer recovery coach to
support their loved one’s
recovery

Provide in-person support
during emergencies or
crises

Secure medication-friendly
(e.g., suboxone-friendly)
inpatient or outpatient
rehabilitation treatment

e Offer empathy and
concern

Other:

Other:

Other:
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Appendix E: Zip Codes included in survey responses:

98736

98801

98823

98824

98829

98837

98848

98850

98851

98855

98857

98858

98862

99008

99013

99029

99105

99115

99116

99122

99123

99124

99133

99134

99159

99169

99341

99344

99349

99357

99371
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Appendix F. Travel times (burden) for non-health care destinations

RETAIL

mllmn w360mn mlto?2he mOver?hes DK

DAILY ACTIVITY SERVICES

m0-30mn m0Emn mito2he mOuwerlhes DK

SCHOOL FOR  JOB OR BUS STOP  CHILD CARE SCHOOL FOR
SOMEONE  WORKSITE YOURSELF
ELSE (LIKE A
CHILD)
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LEISURE

mllmn w360mn mite?Zhs mOver2hes DK

BAR OR GYM BAREER SHOP MOVIE FAVORITE
TAVERMN OR HAIR THEATER RESTAURANT
SALON
SERVICES

ml-0mn wm06E0mn wmltoZhes  mOver2hrs DK

- - [}
BEANK OR ATN CHECK CASHING LAUNDRY MAT OR CAR REPAIR SHOP
DRY CLEANERS
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