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T he arrival of the coronavirus disease 2019 (COVID-19) 

pandemic has provided an unanticipated haven for the 

already formidable opioid epidemic. COVID-19–related 

protective shelter-in-place orders have pushed individuals battling 

sobriety into isolation and have decreased access to treatment 

and opportunity for distraction from addictions.1 The addiction 

community is raising alarms that the current epidemiological 

climate alone is a risk factor for substance abuse relapse, prompting 

the New York Times to label the coronavirus pandemic “a national 

relapse trigger.”2 Thus, social distancing is potentially concealing 

a surge of opioid abuse, and resulting morbidity and mortality, 

larger than any we saw before.

In the United States, the opioid epidemic has caused pathology 

and morbidity beyond the level of bodily health for the individual 

and the collective. Like other epidemics throughout history, 

causational loss and disability can be seen in public and private 

economies, as well as in our collective societal cache. We are 

seeing this reflected in astronomically inflated managed care costs, 

decreased productivity in the labor market, and opportunity costs 

in the greater body of public resources.3-13

An oversimplified view of this situation may lead some to believe 

that simply refusing opioid prescriptions and/or coverage is the 

effective response to both the health and managed care costs of 

the opioid epidemic in the United States. However, the gestalt of 

data presented here suggests that the solution to the individual and 

societal problems inherent in this epidemic is more complicated and 

that there is a clear need for a new treatment and payer paradigm 

to reverse this trend on all fronts.

Even in terms of physical health, simply refusing opioid access 

and coverage has not been a highly effective tactic. In 2010, the CDC 

began to note that the average American life span was declining in 

correlation with an astounding increase in opioid-related deaths, 

causing the CDC to call for an “urgent” response.14 Since that time, 

the CDC drafted the widely adopted 2016 opioid guidelines to limit 

opioid access, dose, and time exposure.15 However, only minimal 

positive impact has been seen from years of nationwide pre–COVID-19 

regulations and efforts from the medical and managed care sectors 

to comply with these guidelines. Although US life expectancy finally 

stopped declining in 2018 for the first time since 2014, the success 

of these large-scale access-reduction efforts has been measured as 

only a 0.1-year increase in life expectancy from 2017 to 2018.16 This 

is still an overall decrease from the peak length of US life expectancy 

in 2014. Thus, the United States still holds the dubious distinction of 

being the lowest-ranked nation in life expectancy among developed 

nations due to the opioid epidemic, a statistic usually depreciated 

by factors such as civil war or lack of access to safe water or basic 

vaccinations.17,18 Further, the meager tide shifts from these massive 

efforts are remnants from an antiquated, pre–COVID-19 world, as 

the medical community has recently had to compromise some 

former CDC standards on risk assessment behaviors via forgoing 

tools such as random urine drug sampling and in-person patient 

screening for opioid misuse by shifting to telemedicine to comply 

with social distancing measures.19

More subtle than increased mortality rates, disturbing correla-

tions between injury recovery trajectories and opioid use are being 

seen in occupational injuries. Studies have shown that patients 

with opioid dependence disorder in the setting of occupational 

spinal disorders are less likely to improve vocational and social 
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function and have longer lengths of disability 

by 3-fold.6 They are also 2.5 times more likely to 

have had pretreatment surgery, 1.7 times more 

likely to engage in health care utilization with 

new providers, and 1.5 times more likely to be 

represented by an attorney.20 These costs and  

inefficiencies were not seen in case-controlled 

subjects with similar spinal pathologies who 

did not become dependent on opioids.

Corresponding to the trend of increased 

disability severity and length associated with 

opioid use, private insurance medical charges 

for patients with opioid abuse or dependency are 

more than 550% higher than the average annual 

per-patient charge.8 This data point encompasses 

the costs of related comorbid conditions (eg, 

other substance use, psychiatric, and pain-related 

diagnoses) and increased hospitalizations and 

emergency department visits. These are not 

simply the costs of opioid prescriptions, and 

they do not go away with decreased prescription coverage.

Still, solution attempts are focused on restriction of opioid 

prescription access and coverage. Industrial insurers, for example, 

have been holding a hard line toward this effort. And although the 

actualization of decreasing coverage is documented,21 it is notable 

that the years of decreasing coverage intersect with the still-rising 

all–health care cost associated with opioid use. In other words, 

simply denying coverage for opioid prescriptions has improved 

neither the dismal health trends from opioid use nor the rising 

fiscal cost of opioids to health care systems (Figure8,21,22). 

Private insurances are not alone in bearing this inflated price tag 

for health care in the opioid epidemic: Almost one-third of patients 

who receive treatments for substance use disorder are covered by 

Medicaid.11 A model of data analysis and extrapolation of a 17-state 

sample showed disturbing trends that, when generalized to the 

entire US Medicaid population, estimated that state Medicaid costs 

associated with the opioid epidemic totaled more than $8.4 billion 

in 2013.11 Further, as the population of opioid users ages, Medicare 

can be assumed to be similarly affected, which will eventually hit 

home even for industrial insurers in the form of Medicare set-

asides. Note that these inflated price tags were tallied before the 

opioid crisis reached its full depreciative impact on the American 

life span after 2014.

Beyond the sectors of managed care, a recent collection of data 

by investigators at Pennsylvania State University found that in the 

United States between 2000 and 2016, opioid misuse reduced state 

tax revenue by more than $11 billion, including approximately 

$10 billion in lost income tax revenue and almost $2 billion in 

lost sales tax revenue.10 This translates into “opportunity cost,” as 

using resources for the opioid epidemic reduces or eliminates 

the ability to use those resources for different purposes, such as 

transportation infrastructure and public education, both budget 

priorities that help distinguish the United States as a developed 

country.23 Lost opportunity costs from opioid-related transgressions 

and associated resource diversions are also abundantly found in 

the criminal justice, foster care, and educational systems.4,5,9,11-13

A review of the increasing physical and institutional costs of 

the opioid epidemic—despite adequate trials of time, scale, and 

effort to combat it—confirms the need for a tactical change. The 

data have overwhelmingly shown that the years of focusing an 

attack on limiting opioid access for patients who have become 

dependent upon opioid use are not improving outcomes in the 

United States. Simultaneously, COVID-19 has offered some painful 

learning opportunities. Valuable insights learned from factors 

related to social distancing that are worsening the opioid epidemic 

point to opportunities to combat the problem via novel treatment 

approaches to effect change that invest in the antithesis of social 

distancing. If social distancing bolsters the opioid epidemic, the 

opposite behaviors strengthen our attack on it: emotional resiliency 

building, stress reduction techniques, health education, facilitated 

human connection via group treatment (when epidemiologically 

safe), abundant access to classic opioid alternatives like buprenor-

phine, integrated interdisciplinary modalities, and promotion of 

appropriate and sustainable physical activity. To obtain different 

outcomes, a novel treatment approach is needed: one that invests 

an early and robust bolus of health care resources to help patients 

address the factors that made them susceptible to opioid reliance 

and dependency in the first place. n
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FIGURE. Patient Charges vs Opioid Prescription Coverage8,21,22
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