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BackgrOunD: The impact of opioid dependence on employers, managed 
care, and society is significant. Inappropriate use of narcotic analgesics 
leads to uncontrolled pain management, dependence, and may lead to 
patient deaths, creating a tremendous cost burden to the health care sys-
tem.

OBjecTIve: To provide an overview of the clinical and economic impact of 
treating opioid dependence on managed care, employers, and society.

Summary: an estimated 6% to 15% of people in the united States abuse 
drugs, and approximately 20% of americans report using prescription opi-
oids for nonmedical use. This is associated with an annual cost of nearly 
half a trillion dollars, taking into account the medical, economic, social, 
and criminal impact of this abuse. a recent study showed that patients 
who abuse opioids generate mean annual direct health care costs 8.7 
times higher than nonabusers. The national Survey on Drug use and Health 
(nSDuH), conducted by the Substance abuse and mental Health Services 
administration (SamHSa), found that patients who report opioid abuse 
miss more than 2.2 days of work monthly, compared with the 0.83 days per 
month reported for the average person. Presenteeism and productivity are 
also affected by misuse and dependence on opioids.

cOncLuSIOn: The costs associated with opioid dependence are significant. 
Physicians, employers, and managed care organizations must be proactive 
in appropriately diagnosing and treating patients who suffer from sub-
stance abuse disorders in order to lessen this economic burden.
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Chronic pain is typically defined as pain that lasts longer 
than the usual course of an acute disease, or beyond the 
time for an injury to heal when the injury is associated 

with a chronic pathological process causing chronic discomfort. 
It may also be defined as pain that is persistent and not respon-
sive to routine pain control modalities.1 There is a role for the use 
of opioids in treating chronic pain. Due to changes in treatment 
philosophies, there has been a pendulum-like swing from under-
prescribing opioids to overprescribing opioids. Over the past 20 
years, there has been an increase in the use of opioids to treat 
both cancer-related and noncancer pain.2 

It is estimated that 6% to 15% of the U.S. population abuses 
drugs, and the abuse of illicit drugs and alcohol contributes 
to more than 100,000 deaths per year in the United States.2,3 
Because of this, clinicians may be afraid to prescribe opioids to 
patients who truly need them for adequate pain control. This 
“opiophobia” may be due to the lack of training and education 
in pain management by physicians. Clinicians should be able 
to differentiate between natural physiological and pathological 
psychological dependence (addiction). Patients may be misla-
beled as addicts and thus have their pain inappropriately man-
aged.2,4 While this is beyond the scope of this supplement, it is 
an important topic and should be considered by managed care 
professionals when addressing the obstacles a pain management 
clinician faces.

Effect on Employers
Approximately 20% of Americans have used prescription anal-
gesics for nonmedical purposes.5,6 Abuse and dependence on 
opioids adds an economic burden to employers and managed 
care providers. Policymakers, health professionals, and leaders in 
business are often unaware of the high costs associated with sub-
stance use disorders. Growing awareness of the issues surround-
ing substance abuse will benefit patients as well as employers 
and insurance providers.5 According to the National Survey on 
Drug Use and Health (NSDUH) survey, conducted annually by 
the Substance Abuse and Mental Health Services Administration 
(SAMHSA), patients who report opioid abuse miss more than 2.2 
days of work monthly, compared with the 0.83 days per month 
missed by the average employee.5,7 Employers are starting to 
realize that patients often start on opioids for legitimate medical 
reasons but develop dependence due to mismanagement or other 
risks.5 

Impact on Society
Data for the NSDUH are collected yearly and include questions 
to assess the pervasiveness of substance abuse disorders over the 
previous 12 months. Each year, approximately 67,500 people are 
surveyed; questions are designed to examine the use of alcohol 
and illicit drugs, including the nonmedical use of prescription 
pain relievers. Criteria from the Diagnostic and Statistical Manual 

mailto:Charles.Ruetsch@healthanalytic.com
http://www.painphysicianjournal.com/2006/january/2006;9;1-40.pdf
http://www.nida.nih.gov/newsroom/07/NS-3.html
http://www.nida.nih.http://www.drugabuse.gov/ResearchReports/Prescription/Prescription.html/newsroom/07/NS-3.html
http://oas.samhsa.gov/nsduh/2k7nsduh/2k7Results.cfm#TOC


S10    Supplement to Journal of Managed Care Pharmacy    JMCP    February 2010    Vol. 16, No. 1-b   www.amcp.org    

number of current heroin users decreased from 0.14% to 0.06% 
of the population (338,000 to 153,000 people) between 2006 and 
2007.”7 (Figure 1).

The prevalence of current (past month) nonmedical use of 
prescription pain relievers is similar for males (2.5%) and females 
(2.8%). Illicit drug use is seen in all racial groups. The group with 
the lowest prevalence is Asians (7.2%), and the group with the 
highest prevalence are multiracial individuals (22.1%).7 

Large numbers of people misuse prescription opioids, or pur-
chase them illegally on the street; the most commonly misused 
prescription opioids are oxycodone and codeine. While repre-
senting only 4.6% of the world’s population, Americans consume 
80% of the worldwide opioid supply, including 99% of the hydro-
codone supply and 66% of illegal drugs.10 Among patients who 
reported using prescription analgesics nonmedically within the 
past 12 months, 56.5% said they received the drug from a friend 
or relative for free, and 81% of these friends or relatives obtained 
the prescription analgesic from a single doctor. In addition, 18% 
of patients using nonmedically reported obtaining a prescription 
directly from a single doctor, 4.1% reported buying the substance 
from a stranger or drug dealer, and 0.5% bought the drug over 
the Internet.7

The NSDUH survey also assesses initiation of, or first-time, 
substance use. In 2007, approximately 2.7 million people aged 
12 or older used an illicit drug for the first time. The categories 
of illicit drug use with largest number of past year initiates were 
marijuana and nonmedically used pain relievers, at 2.1 million 
reported in each category.7 Information on first-time use is valu-
able to researchers and policy makers, as these measures are often 
indicators of patterns of substance use, and can be used to assess 
the effectiveness of prevention programs currently in place. The 
mean age when patients initiated illicit drug use was 18 years 
old, with 60.1% of patients younger than 18 years old. The aver-
age age of first-time users of nonmedical use of pain medications 
was 21.2 years old.7 Another study done by the Partnership for 
a Drug-Free America found nearly 1 in 5 teens (19% or 4.5 mil-
lion) reported abusing prescription medications to get high; 1 in 
10 teens (10% or 2.4 million) reported abusing cough medicine 
to get high.11 

The substance abuse treatment profile is equally complicated. 
Of those people who were treated for substance abuse during 
2007, 17.3% reported that they were being treated for prescription 
pain reliever abuse. More than half of those treated utilized two 
or more sources of payment.12 Private insurance contributed to 
part of the payment for 34.9% of those patients. Medicare paid for 
19.7%; Medicaid 18.2%; self-pay as part of payment 53.3%; funds 
from family 19.6%, and 26.3% reported using public assistance 
other than Medicaid.7 

The Centers for Disease Control and Prevention recently 
reported that the inappropriate use of the opioid fentanyl led to 
the deaths of more than 1,000 people between April 2005 and 
March 2007.5,13,14 Further, between 1999 and 2005, deaths from 

of Mental Disorders, 4th edition (DSM-IV) are used to classify 
patients as physically dependent upon or abusing certain sub-
stances.7,8 The survey also assesses health and emotional dis-
orders among patients who may be abusing or misusing drugs 
or alcohol. Patients are surveyed on substance use and abuse, 
tolerance, withdrawal, attempts to reduce use that were unsuc-
cessful, problems at work, home, school, or within their family, or 
dealings with others, physical danger, and legal trouble resulting 
from substance use.7 

In 2007, 13.3% of respondents (equivalent to 33 million 
people) to the NSDUH survey reported having used prescription 
pain relievers nonmedically (i.e., without a prescription, more 
often or in greater amounts than prescribed, or using for a reason 
other than prescribed by the physician) in their lifetime.7,9 About 
8% of respondents aged 12 and older (equivalent to 19.9 million 
people) reported being current illicit drug users (defined as use 
during the month prior to the survey). Illicit drugs include non-
medically used psychotherapeutics (including opioid analgesics), 
cocaine, heroin, hallucinogens, and inhalants. Of the 19.9 million 
Americans estimated to use illicit substances, 5.2 million (approx-
imately 1 in 4) used prescription pain relievers nonmedically 
within the past month. The report states “this was higher than 
the estimated 4.4 million in 2002, but the difference between the 
rates in 2002 and 2007 (1.9% and 2.1% of the U.S. population, 
respectively) was not statistically significant. However, the rate 
was higher in 2007 (2.1%) than in 2004 (1.8%).7 In contrast, the 
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FIGuRE 1 Nonmedical Use of Psychotherapeutic 
Drugs Within the Past Month Among 
Persons Aged 12 or Older: 2002-2007

+ denotes that the difference between this estimate and the 2007 estimate is statisti-
cally significant at the 0.05 level.
Source: Substance Abuse and Mental Health Services Administration, Office of 
Applied Studies (2008). Results from the 2007 National Survey on Drug Use and 
Health: national findings. NSDUH Series H-34. DHHS publication no. SMA 
08-4343.7
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According to the NSDUH survey, 9% of respondents (equiva-
lent to 22.3 million Americans) were classified with substance 
abuse or dependence based on DSM-IV criteria in 2007. Of those, 
1.7 million were abusing or dependent on prescription analgesics 
(opioids).7 The survey also identified treatment need as receiving 
treatment at a facility (such as rehabilitation or mental health 
center), inpatient hospitalization, or having a substance use 
disorder. The survey estimated a need for treatment for alcohol 
or illicit drug use in 23.3 million Americans aged 12 or older. 
Of these 23.3 million Americans, 20.8 million did not receive 
treatment. Of those 20.8 million, 1.3 million said they felt they 
needed treatment for their illicit drug or alcohol use, with 28.5% 
saying they made an effort to get treatment and 71.5% reporting 
they made no effort.7 

Data from the Drug Enforcement Administration (DEA) 
illustrates the staggering increase in use of opioids from 1997.16 
Figure 2 is derived from the DEA’s Automation of Reports and 
Consolidated Orders System (ARCOS), which monitors the flow 
of Controlled Substances from their point of manufacture through 
commercial distribution channels to point of sale or distribution 
at the dispensing/retail level—hospitals, retail pharmacies, prac-
titioners, mid-level practitioners, and teaching institutions.16 For 
example, total oxycodone use in grams per 100,000 U.S. popu-
lation increased from 1,668 grams in 1997 to 13,333 grams in 

unintentional drug poisonings (including prescription opioid 
analgesics) doubled to 22,448.13 Absenteeism, presenteeism, and 
productivity are all affected by abuse of opioids. Patients who 
abuse opioids tend to miss work more frequently and are less 
productive while at work.5,15

Diagnosing Dependence
In addition to the 6 criteria listed in the DSM-IV for determining 
dependence, a seventh criterion of withdrawal (defined by the 
patient experiencing withdrawal symptoms such as difficulty 
sleeping, cramps, tremor) was added for the purpose of the 
NSDUH survey for patients on pain relievers, cocaine, heroin, 
sedatives, stimulants, and alcohol.7 

Patients were defined as abusing substances (as opposed to 
being dependent upon them) if they met 1 or more of the follow-
ing criteria:

1. serious problems at work, home, or school due to using the 
substance

2. regularly using the substance and then performing a task 
that may put the patient in physical danger

3. repeatedly getting into trouble with the law after using the 
substance

4. use of the substance led to problems with friends or family, 
though continuing to use the substance knowing that it 
caused those problems7 
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Source: Based on data from U.S. Drug Enforcement Administration. Automation of Reports and Consolidated Orders System (ARCOS).16
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the patient was not ready to stop using (38.7%), the patient had 
no health coverage and could not afford cost (31.1%), a possible 
negative effect on employment (11.6%), patient not knowing 
where to go for treatment (11.6%), and patient concern that 
receiving treatment might cause neighbors/community to have 
negative opinion (11.1%).28 

Effect on Managed Care
Mean annual direct health care costs for opioid abusers can be 
more than 8 times higher than for nonabusers ($15,884 versus 
$1,830, respectively, P < 0.01),29 highlighting the importance of 
finding cost-effective medications for the treatment of opioid 
dependence. The real-world direct drug cost of buprenorphine/
naloxone in 2010 is about $250 per prescription, more than 10 
times the direct drug cost of methadone.30 However, it is possible 
that buprenorphine is cost-effective compared with methadone 
for the treatment of opioid dependence when all of the cost fac-
tors are considered including the costs of dispensing, counseling, 
toxicology screens, and administrative and capital costs.31 Cost 
savings may be derived from treatment adherence, and lower 
utilization of health care services/counseling that are realized in 
subsequent years may contribute enough to offset the direct drug 
cost of buprenorphine/naloxone.

■■  Conclusion
Abuse and dependence upon opioids, including prescription 
analgesics and heroin, affect not only the individual’s health, but 
also add to the financial burden of their families, employers, and 
health insurance carrier. For both health reasons and financial 
burden, it is imperative that opioid dependent people get the 
treatment that they need.1,17,19 Physicians and payers can help 
opioid dependent individuals, their families, and the health of 
their practices and managed care organizations by appropriate 
screening and treatment of opioid dependency. 
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