Texas is big in ways that do not translate on a map. Two people can live in the same healthcare catchment area
but be two and a half hours apart by pickup truck. When the nearest opioid use disorder clinic is 85 miles away,
or the only intensive outpatient program runs evening groups three counties over, transportation is not a

convenience problem. It is the make-or-break element of care.

| have worked with programs on both sides of this divide, from a mobile unit that parked outside a county
courthouse on probation days to a large outpatient center near Loop 410 that drew patients from as far as
Uvalde. The pattern repeats: people are motivated, clinicians have appointments open, yet the road between
them is long, expensive, and hard to organize. Solving that gap requires knowing Texas transit, payer rules, small-

town rhythms, and a little logistics.

This article breaks down what actually works to connect rural Texans to addiction treatment, where the
bottlenecks appear, and how communities can build a reasonable plan without waiting for perfect conditions.
San Antonio appears prominently because it acts as a practical hub for many surrounding counties, but the

strategies apply statewide.

The map is the first diagnosis

Before we talk programs, it helps to think like a dispatcher. Geography and time windows turn into a quiet form

of triage.

Rural Texas looks predictable from a planning desk and chaotic from a gravel road. Clinic calendars run on fixed
schedules. Transit windows move with school bell times, medical broker rules, and driver availability. Court dates,
shift work, and childcare layer on top. If a patient misses a buprenorphine induction because their ride required

72 hours’ notice and a holiday snuck in, the failure was logistical, not clinical.
| ask three questions at intake, usually during the first five minutes:

* Where exactly are you starting from, what time of day can you travel, and who else depends on your

schedule?
* How many visits will we actually require over the first month, and which can be telehealth?
* What is your payer today, and do you have backup transportation if the broker cancels?

Those answers often determine whether a rural patient needs a San Antonio hub, a mobile clinic day closer to
home, or a hybrid approach. They also reveal the difference between a plan that looks good on paper and one

that will survive a broken taillight or a calf in the road.

Texas realities that shape access

Addiction treatment in Texas sits inside a web of state programs, county budgets, and federal funds. None of
these are abstractions when you are trying to get a patient to a 9 a.m. Assessment slot.



The state’s Health and Human Services Commission operates the Medical affordable addiction centers
Transportation Program for Medicaid beneficiaries. It provides non-emergency medical transportation through
regional brokers that schedule door-to-door rides, mileage reimbursement for approved drivers, and in some
regions gas cards or public transit fare. Rules vary by region and change periodically. Some brokers require 48 to
72 business hours’ notice. Many ask for appointment verification. Same-day urgent rides can be available, but

they depend on call volume and distance.

Beyond Medicaid, rural transit districts cover large territories with modest fleets. These agencies receive federal
Section 5311 funds to provide general public transportation in non-urbanized areas. In South Central Texas,
Alamo Regional Transit serves the counties surrounding San Antonio. In the Panhandle, South Plains Rural Public
Transit District covers towns where trips can run 50 miles one way. They commonly run Monday through Friday
during business hours, with advance reservations and shared-ride routing. That means an 8 a.m. Appointment in

the city may not be reachable unless the clinic adjusts its schedule.

Insurance details matter. Most commercial plans do not cover non-emergency rides, though some employers or
marketplace plans add limited transport benefits. Veterans may qualify for Veteran Transportation Service or
mileage reimbursement to VA substance use programs. Grant-funded programs, especially those supported
through State Opioid Response dollars or opioid settlement allocations, often furnish gas cards, ride vouchers, or

a part-time driver. Those funds save lives when used with structure.

Telehealth is a genuine bridge but not a complete solution. It reduces miles, especially for counseling and
medication management after induction. The regulatory environment for prescribing buprenorphine by
telemedicine has shifted in recent years, so clinics must track current DEA guidance and state rules. Even with
telehealth, most patients need periodic in-person visits for labs, urine drug screens, or medical exams. Reliable

broadband is not a given in every county either.

Finally, timing rules the outcome. Caliche roads flood, deer crossings spike at dusk, and oilfield shifts do not line
up with clinic hours. A plan that works for an office worker in Kerrville may be impossible for a roustabout
commuting from Pecos County. The best programs flex hours, place services along actual travel corridors, and

coordinate with probation, CPS, and employers to minimize redundant trips.

San Antonio as a treatment and transit anchor

When people search for addiction treatment in San Antonio, they are often looking for two things at once:

higher-level clinical services and a place that organizes the ride. The city concentrates detox beds, intensive
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outpatient programs, methadone and buprenorphine providers, and dual-diagnosis psychiatry. It also sits at the
center of an active web of rural transit and medical transport options. For many residents of Atascosa, Frio,

Medina, Wilson, Kendall, Comal, and Guadalupe counties, San Antonio is the reachable hub.

Clinics within San Antonio that understand rural access keep earlier induction windows and midday group slots
to match transit arrivals. They avoid 8 a.m. Intakes that force a 5 a.m. Pickup. They staff a transportation
coordinator who can call a broker, a county transit dispatcher, and a probation officer in one sitting to align the
week. The most successful programs | have seen maintain a short list of backup ride vendors and volunteer

drivers, for the days the broker cancels or the van breaks an axle.

One clinic near the South Texas Medical Center changed its new patient calendar to Tuesday and Thursday late
mornings after reviewing missed appointments by zip code. That single adjustment raised show rates from the |-
35 corridor south of the city by roughly a third. Another site on the east side partnered with a church that ran a
12-passenger van twice a week through Seguin, Nixon, and Stockdale. The rides were simple, the cost minimal,
and the effect immediate. None of this required new legislation. It required notice windows, route maps, and the

humility to bend a schedule.

What ride options actually exist, and how to use them

People often have more options than they realize, but the rules can be opaque. Here is a simple field guide by

payer and situation.

* Medicaid members can request non-emergency medical transportation through the state program. In rural
regions, the broker arranges a door-to-door ride or approves a friend or family member for mileage
reimbursement at a state-set rate, with proof of the medical visit. Advance notice is typically required. Clinics

can fax or portal-submit appointment verification to help the ride get authorized.

* Medicare alone does not include non-emergency rides except in limited cases, but some Medicare
Advantage plans add transportation benefits. Patients should call the plan number on their card. Clinics that

keep a quick-reference sheet of each plan’s ride benefit avoid missed opportunities.

® Veterans can use VA or VA-authorized community care rides where eligible. Coordination through a VA social

worker helps line up transport with SUD counseling and medication visits.

® Uninsured patients can access county-supported rural transit districts for a fee that is usually modest, often
under ten dollars each way, with advance booking. Some counties provide vouchers funded by local indigent

care or opioid settlement dollars.

* Employers and courts sometimes authorize transport for treatment as part of a return-to-work or probation
plan. It does not hurt to ask. | have seen county judges sign standing orders that let probationers board rural

transit at no charge for a set number of treatment trips each month.

A final word about ride-share services like Uber Health and Lyft Healthcare. They are valuable in towns with driver
density and flexible hours, especially for late groups or weekend dosing. In the thinnest parts of the map they are
inconsistent. Programs that rely on ride-share alone for rural patients will strand people sooner or later. Use them

as a backup layer, not the core.

What gets in the way

Distance is obvious. The less obvious barriers are scheduling friction, fragmented funding, and rules that make

sense on paper but crash in the field.



Brokers and transit districts understandably want predictable routes. Clinics want reliable arrivals. Patients live
with variable work shifts, childcare, and court dates. If you require three group sessions per week and do not
coordinate with local transit windows, you will lose people. If you require witnessed urine screens at fixed times
when the only available ride arrives two hours later, you will lose people. A clinic that is strict about clinical

integrity and flexible about logistics retains more patients without lowering standards.

Funding arrives in piecemeal. One fiscal year carries State Opioid Response support for ride vouchers. The next
shifts dollars to recovery housing. Counties guard settlement funds for harm reduction or medication disposal.
None of these choices are wrong, but consistency matters. A patient who learns that rides are available for the
first six weeks and then vanish is more likely to disengage. It is better to provide a modest, stable ride benefit tied

to attendance and treatment milestones than to front-load a generous but short-lived offer.

Privacy creates friction too. Staff worry about 42 CFR Part 2 when talking to a transit broker. The rule is real and
important, but its limits are workable. Sharing appointment details for scheduling transport with a patient's
consent is permissible. Programs can use simple consent forms that explicitly authorize transportation

coordination. Over-cautious interpretations cause more harm than protection in this specific context.

Finally, there is pride. Rural Texans often do not ask for rides. A rancher from Bandera County will drive on a bald
spare tire to avoid imposing. Offering mileage reimbursement for a nephew or neighbor who already offers
support honors that ethic. So does placing a mobile clinic closer to where people already go, such as a feed store

parking lot, a church, or a courthouse annex.

Building practical transportation into addiction care
The best models put the ride inside the care plan rather than treating it as a side question.

Start with triage. During intake, a coordinator maps out the first month: medication induction, dosing or follow-
up, counseling sessions, lab work. Each item gets matched to transport options and local service hours. If the
county transit does not run past 5 p.m., the program moves group to 3 p.m. If the broker needs 72 hours’ notice,
staff schedule standing weekly rides for a month. If the patient’s sister is drug addiction treatment willing to

drive, enroll her for mileage reimbursement and pre-fill verification forms.

Use anchor days. Many clinics in and around San Antonio designate one or two days per week as rural intake and
high-density counseling blocks. That allows rural transit districts to plan routes with more riders per mile and
reduces no-shows. It also creates a rhythm for patients and families. | have watched attendance stabilize when a

program switched from scattered group schedules to Tuesday and Friday blocks aligned with the county van.

Add a hybrid layer. Mobile clinics that dispense long-acting buprenorphine monthly or offer on-site counseling in
satellite locations save hundreds of miles. Telehealth fills the gaps for therapy and medication checks. The mix
matters. A realistic pattern in South Texas looks like this: in-person induction in San Antonio, two weeks of
medication management by telehealth, week three in-person counseling and labs at a satellite site in Pleasanton
or Hondo, then monthly in-person labs folded into a mobile clinic day. Every plan like this removes at least half

the trips.

Treat the first eight weeks as critical. People are more fragile early in recovery. Transportation failures in that
window lead to dropout and overdose risk. Programs that spend real staff time on logistics at the start need less

crisis work later.

A short checklist for clinics and counties that want results
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® Appoint a transportation point person who owns scheduling, broker calls, and relationships with rural transit

districts. Give them protected time and a phone line patients actually answer.

e Publish clinic hours that match transit realities. Late-morning intakes and early afternoon groups are

friendlier to rural riders than 8 a.m. Slots.

® Build standard consents that authorize transportation coordination under 42 CFR Part 2, so staff do not

freeze when a broker asks for details.
® Prearrange weekly standing rides for the first month, then taper as telehealth and satellite services take hold.

® Maintain a small emergency fund or voucher pool to backstop last-minute cancellations, ideally replenished

by grant or settlement dollars.

San Antonio case patterns to learn from

A 28-year-old man from Pearsall needed buprenorphine induction. He worked a 6 a.m. To 2 p.m. Shift at a
warehouse and lived with his mother, who did not drive on highways. Medicaid would cover a ride with two
business days’ notice. The clinic in San Antonio moved his intake to a Thursday at 10:30 a.m., set a standing
weekly ride for the first month, and scheduled therapy by telehealth at 6 p.m. After his shift. By week three, he
moved to biweekly in-person visits, then monthly. The key moves were hour changes and standing transport, not

unusual clinical magic.

A grandmother in Floresville raising two grandchildren needed intensive outpatient for alcohol use disorder. The
rural transit district could bring her to a 1 p.m. Group but not a 5 p.m. Group. The clinic created a daytime IOP
track twice a week and paired it with a Saturday telehealth family session. Attendance was perfect for two
months. When the van driver changed routes, a gas card for a neighbor carried her through two weeks until the

schedule stabilized.

A probationer from Devine with methamphetamine use disorder had to appear at court on Tuesdays and attend
group on Wednesdays. He also worked seasonal ranch work. Instead of two trips, the clinic and court coordinated
so the rural van brought three probationers on the same day for morning court, lunch, then afternoon group.

Costs fell, attendance rose, and the judge started using that model for new referrals.

How to organize a personal transportation plan that holds up

Patients and families can take the lead when the system is slow. A simple plan beats vague intentions because it

absorbs surprises.

* Map the next four weeks of appointments with times and locations. Circle which ones must be in person and

which can be telehealth. Ask the clinic to cluster in-person items on the same day.

e (Call the Medicaid transportation broker or rural transit district the same day you receive appointment times.
Request standing weekly trips. Ask about the pickup window and return time policies so you are not

stranded.

¢ |dentify one backup driver among family or friends. Enroll that driver for mileage reimbursement if eligible.

Keep cash or a gas card reserved for those trips.

e Confirm rides 24 hours before each appointment. If a cancellation hits, call the clinic immediately. Many can

switch to telehealth or reschedule for the next rural route day.



* Keep a notebook or phone notes with every ride request number, dispatcher name, and arrival time. Patterns

emerge, and staff can troubleshoot more effectively with specifics.

This is not fancy. It works because it reduces unknowns.

Funding transportation without breaking the budget

Counties and clinics worry about cost. Transportation looks expensive until you compare it with inpatient days,
emergency department visits, or jail stays linked to relapse. A one-way rural trip might cost 40 to 120 dollars
depending on distance and provider. A month of consistent rides for a handful of high-risk patients can avert

thousands in acute care.

Smart funding blends sources. Use Medicaid NEMT first for eligible patients. Layer rural transit for general riders.
Apply opioid settlement dollars or State Opioid Response grants to cover gaps, especially for uninsured patients
during induction. Some counties tap flexible indigent care funds to underwrite rides tied to treatment
attendance. Faith communities and service clubs sometimes sponsor a van day if asked with a clear plan and

measurable outcomes.

Measure what you buy. Track show rates, completed inductions, and 30 or 90 day retention. Programs that
document a 10 to 20 percentage point improvement in early retention with transportation supports make a far
stronger case at budget hearings. | have watched skeptical commissioners vote yes once they saw missed

appointments fall by half in the zip codes farthest from the clinic.

Telehealth, mobile care, and the limits of distance

Telehealth keeps people in care when the truck will not start. In my experience, the best use is predictable rhythm
care after the first month. Counseling flourishes by video for many patients. Medication management can shift to
telehealth with periodic in-person labs. Texas has large pockets with spotty broadband. Audio-only visits still
help, but they are not always allowed for every service. Clinics should verify payer policies and document

bandwidth barriers when audio is the only option.

Mobile clinics punch above their weight. A one-day per week presence in a county seat, paired with long-acting
injectable buprenorphine and on-site case management, can cut travel by 75 percent for a caseload. Partner with
sites that make sense for community members: county health departments, churches, tribal centers where
applicable, or probation offices. Align mobile days with other obligations, like WIC or court, to stack reasons to

show up.

Neither telehealth nor mobiles remove the need for a city anchor. Complex co-occurring disorders, detox, and
specialty medical care still live in hubs like San Antonio, Houston, and Dallas. The trick is to keep hub visits

purposeful and spaced, then maintain momentum locally.

Workforce matters as much as wheels

Transportation systems run on relationships. One dispatcher who understands your clinic can fix five problems in
a single call. A clinic transportation coordinator who returns calls and never blames the driver will get favors
when it counts. Peer recovery coaches with a reliable car and a mileage log often make the difference during

rocky weeks.

Invest in the unglamorous. Train front desk staff to ask about rides first. Teach counselors to schedule next

appointments with transit windows in mind. Give peers small gas stipends tied to specific support tasks, like



escorting a new patient to the lab after group. None of this requires a big grant. It requires a posture of service

and basic management.

Policy levers Texas can pull
There is room to make life easier without rewriting the state budget.

HHSC can continue to streamline NEMT scheduling and clarify when same-day rides are allowed for medication
pickups or inductions. Rural transit districts can coordinate with addiction programs for dedicated route days,
with modest incremental funding. Opioid settlement councils at the county level can reserve a small, steady slice
for transportation tied to documented outcomes rather than sporadic one-off grants. Courts can schedule
dockets to align with treatment blocks and authorize transport as a standard probation condition when clinically

indicated.

Regional health partnerships and councils of governments, such as AACOG around San Antonio, can convene
quarterly meetings between clinics, transit providers, probation, and hospital discharge planners. The agenda

does not need white papers. It needs route maps, service hours, and the next two months of clinic calendars.

Where addiction treatment in Texas is headed

Addiction treatment texas is expanding in both capacity and creativity. More primary care clinics now prescribe
buprenorphine, especially since the federal waiver requirement ended. Hospital bridge programs stabilize people
after overdose and hand off to outpatient care with warm introductions. Recovery community organizations run
peer-led rides that feel more like help from a neighbor than a medical trip. Data systems are catching up, letting

clinics and transit see patterns and adjust.

The risk is fragmentation. If every new program assumes patients can get to them without building transport into
the model, we will widen a gap instead of closing it. The programs that thrive will be the ones that write

transportation into their DNA, from intake to graduation.

San Antonio has a chance to lead for the region by pairing clinical excellence with pragmatic logistics. Clinics that
advertise addiction treatment in San Antonio should put their rural access plan on the same web page as their
treatment philosophy. Patients notice when a program not only welcomes them but shows them the road to the

door.

The human center of a transportation plan

All of this can feel like moving parts. It helps to remember the person in the truck. A father leaving Dilley before
dawn to make a 10 a.m. Appointment in the city is trying to change his story. The mother in Kerr County juggling
school pickup and a counseling hour is betting that a few months of strain will pay back a stable home. The

veteran driving from Seguin twice a week for methadone has already walked through harder places.

When we take transportation seriously, we are not adding a convenience feature to addiction treatment. We are
telling people that their effort matters enough for us to meet them more than halfway. That message lands in
quiet ways, like a van that arrives on time or a clinic that moves a group to early afternoon. In a state as large and

varied as Texas, those choices decide who makes it to month three, and who does not.

The work is not glamorous. It is routes, notice windows, and a spare tire that holds air. It is also the difference
between a program that looks good on paper and one that keeps people alive long enough to see their lives get
better.



