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Introduction: The COVID-19 pandemic has had a variable effect on vulnerable
populations, including patients with chronic pain who rely on opioid treatment
or have comorbid opioid use disorder. Limited access to care due to isolation
measures may lead to increased pain severity, worse mental health symptoms,
and adverse opioid-related outcomes. This scoping review aimed to understand
the impact of the COVID-19 pandemic on the dual epidemics of chronic pain and
opioids in marginalized communities worldwide.

Methods: Searches of primary databases including PubMed, Web of Science,
Scopus, and PsycINFO were performed in March 2022, restricting the publication
date to December 1, 2019. The search yielded 685 articles. After title and abstract
screening, 526 records were screened by title and abstract, 87 through full-text
review, of which 25 articles were included in the final analysis.

Results: Our findings illuminate the differential distribution of pain burden across
marginalized groups and how it serves to heighten existing disparities. Service
disruptions due to social distancing orders and infrastructural limitations prevented
patients from receiving the care they needed, resulting in adverse psychological
and physical health outcomes. Efforts to adapt to COVID-19 circumstances
included modifications to opioid prescribing regulations and workflows and
expanded telemedicine services.

Conclusion: Results have implications for the prevention and management of
chronic pain and opioid use disorder, such as challenges in adopting telemedicine
in low-resource settings and opportunities to strengthen public health and social
care systems with a multidisciplinary and multidimensional approach.

chronic nonmalignant pain, COVID-19, opioid use, addiction, pain management

1. Introduction

1.1. COVID-19, chronic pain, and opioids

Since the end of 2019, Coronavirus (COVID-19), an infectious disease caused by severe
acute respiratory syndrome coronavirus 2 (SARS-CoV-2), has placed the world under
unprecedented circumstances. Rapidly spreading amongst the human population, the pandemic
has severely impacted major economies, job markets, and societies (1). With the implementation
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of shelter-in-place quarantine measures, individuals infected with and
those vulnerable to COVID-19 have experienced isolation and
worsened mental health symptoms (e.g., anxiety and depressive
disorders, substance use disorders). The lockdown has limited access
to life opportunities, disproportionately affecting marginalized
communities, including low-income and minority groups who have
experienced higher COVID-related mortality rates and hospitalization
(2). In particular, patients with chronic pain who rely on opioid
treatment are faced with limited access to assessment and intervention
due to the pandemic, potentially leading to a substantial increase in
pain severity and opioid-related deaths, compounding the already
trenchant public health issue of opioid use and chronic pain (3).

1.2. Opioid epidemic

Substance use is a leading contributor to premature deaths
worldwide, with drug overdoses ranking high among the leading
causes of death in many countries (4, 5). Over 70% of the 5.5% of
global deaths attributed to substance use disorders are due to opioids,
with over 30% resulting from overdose — most of which could have
been prevented (6, 7).

The opioid epidemic is a pressing global public health crisis,
driven by the rise of improper prescription practices, opioid misuse,
and undertreatment of pain (8, 9). The crisis, marked by high disability
and mortality rates, has had a profound impact on communities
worldwide (10). The opioid crisis has unfolded in three distinct waves,
with recent data suggesting a fourth wave (see Figure 1). The first wave
of opioid overdose deaths can be traced back to the 1990s, when the
usage and availability of pharmaceutical opioids began to increase (11,
12). Opioids were initially prescribed for short-term use (e.g., pain
relief after surgery). In 1995, Purdue Pharma introduced and heavily
promoted OxyContin as a safe, effective treatment for chronic pain
(11, 12). At the time, pharmaceutical companies falsely assured

10.3389/fpubh.2023.1046683

medical communities that opioid pain relievers were not addictive,
leading to higher prescription rates and increased risk for illicit drug
use. The second wave, marked by a rise in heroin-related overdose
deaths, began in 2010. By 2012, the total number of prescriptions
dispensed peaked at 255 million, with 81.3 prescriptions per 100
individuals in the US. The third wave, characterized by overdoses
attributed to synthetic opioids, started in 2013 (11, 12). In 2017, an
estimated 40.5 million people were dependent on opioids, with 80%
of all opioid prescriptions written globally in the US, prompting the
US Department of Health & Human Services to declare a public
health emergency and develop a five-point strategy (4, 13, 14).
Emerging data suggest a fourth wave characterized by overdose deaths
involving illicit fentanyl, combined use of opioids and stimulants
(cocaine, methamphetamine), exacerbated by co-morbid mental
illness and the COVID-19 pandemic (15-18).

1.3. Chronic nonmalignant pain

Chronic nonmalignant pain is defined as pain that persists longer
than three to six months beyond the usual course of disease or injury
(19). It is a multidimensional phenomenon with physical,
psychological, and sociocultural impacts on health (20). In the US,
about one in five, or 50 million people, experience chronic pain.
Among those, 36.4% live with high-impact chronic pain that
significantly limits life or work activities, with women (8.5%) and
adults aged 65 and over (11.8%) being the most affected. The
prevalence of chronic pain has increased for all adult demographics
but has seen the most significant increases in older adults and those
with low socioeconomic status (SES) (21). Globally, the prevalence of
chronic pain ranged from 10.1 to 40.0%, with a weighted mean
prevalence of 30.3% in 2021 (22).

Chronic pain is a primary reason adults seek medical care, and is
associated with poor mental health, opioid dependence, and decreased

Characterized by heroin :
overdose deaths, 2010

10 +

Deaths per 100,000

Wave 1

Characterized by prescription
opioid overdose deaths, late 1990s
54

Four Waves of the Rise in Opioid-related Overdose Deaths
(Age-adjusted rates of drug overdose deaths involving opioids, United States, 1999 - 2021)

Characterized by :
synthetic opioid overdose

Any Opioid
1st COVID-19 cases Other
reported, Dec 2019 Synthetic
Opioids
(e.g., Fentanyl,

Characterized by
stimulant/mixed opioids :
and increased co-morbid

mental illness, 2019

prescribed or
illicitly
manufactured)

deaths, 2013 :

(Natural or
semi-synthetic
\\ opioids)

Heroin

- ] Methadone
1 i }

"
T T T
2000 2005 2010

T t
2015 2020

Year Source: National Center for Health Statistics,
National Vital Statistics System, Mortality
FIGURE 1
Four waves of the rise in opioid-related overdose deaths.
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quality of life (21). Chronic pain can arise from various conditions,
some with unknown causes, and manifest differently across
individuals. Managing chronic pain can be challenging due to its
complexity, but prescription medication, physical therapy, and surgical
implants are common interventions (8). For those who are
unresponsive to these approaches or suffer from moderate to severe
chronic noncancer pain, a combination of long-term opioid therapy
(LTOT) and self-management
be recommended (23, 24).

treatment modalities may

1.4. Opioids in the context of chronic pain

Opioids and chronic pain are intimately linked, as opioid
medications are among the most common pain treatments (25).
Despite benefits in alleviating pain, opioids have highly addictive
properties, with the risk for overdose increasing with dosage (such as
to counter the effects of opioid-induced hyperalgesia) and period of
use (26, 27). Although prescription rates vary, an estimated 20-22%
of US adults with chronic pain used prescription opioids for their
chronic pain in 2019 (28). Pain is commonly cited as a potential
precursor to opioid use disorder (OUD), but the prevalence of
prescription opioid abuse among patients with chronic pain is unclear
(24, 29, 30). Studies suggest that 14-19% of patients who receive
prescription opioids struggle with opioid dependence (14), and less
than 3% of these patients develop OUD (31). Treatment for OUD
consists of medications (e.g., methadone, buprenorphine, and
naltrexone) to reduce withdrawal symptoms and eliminate cravings,
as well as psychosocial support, counseling, and social services
targeted toward community reintegration (32, 33).

1.5. Biopsychosocial barriers to care and
marginalized groups

The COVID-19 pandemic highlights the importance of the
biopsychosocial model, which recognizes the unique interaction of
biological, psychological, and social factors impacting each individual’s
experience of pain and disability (34). Health inequities experienced
by marginalized groups are rooted in socioeconomic determinants,
are socially produced (and therefore, modifiable), and can vary within
populations (35). In the absence of a universal definition in the
literature, we used the following definition of marginalized
populations for the current review: “groups and communities that
experience discrimination and exclusion (social, political and
economic) because of unequal power relationships across economic,
political, social and cultural dimensions.” These include, but are not
limited to, racial and ethnic minority populations (including Blacks/
African-Americans, Hispanics/Latinos, Asians, Pacific Islanders,
American Indians, and Alaska Natives), low-to lower middle-income
populations, underserved and/or rural populations, sexual and gender
minorities, and people with disabilities (36-40).

Chronic pain and OUD are linked to biopsychosocial barriers to
care that include limited access to medications, chronic
unemployment, poverty, mental illness, stigma, social isolation, and
poor social support (41). Socioeconomic marginalization is positively
associated with overdose and prevalence rates (42). People of lower

SES often hold more physically demanding jobs that exacerbate
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chronic pain (43) and bear a disproportionate economic burden of
chronic pain (44-46). Financial strains amplify the risk of higher pain
severity, pain-related disability (47-49), limited access to opioid-
related care, misuse, diversion, and fatal overdose (50-52).

The experience and communication of pain can vary among
marginalized groups. For example, Black and Hispanic Americans
experience greater pain severity and related physical and psychosocial
disability than non-Hispanic whites but are more likely to underreport
their pain to primary care providers (PCPs) (53-57). Concerns around
seeking and receiving appropriate pain treatment often point to the
stigmatization of opioid use in marginalized populations (58).
Researchers have also examined disparate treatment practices and
outcomes, such as ethnic/racial and socioeconomic disparities in
opioid prescriptions (56, 59). Clinicians may underestimate pain
intensity and carry varying expectations about the risk of opioid
misuse among different groups, leading to inadequate pain
management, reduced analgesic prescriptions, and differential access
to evidence-based treatment options (60-63). Investigating potential
disparities in access to and experiences of care, particularly with the
advent of telehealth during the pandemic, may provide vital
information for future efforts to improve health equity.

Social and economic inequities not only pose barriers to accessing
healthcare but induce and exacerbate chronic pain and opioid use
(64-67). Emerging data has shown that the pandemic has coincided
with a spike in opioid overdose deaths and worsened chronic pain
outcomes, largely due to limited access to treatment (68, 69). Even
prior to the pandemic, a significant proportion of people with chronic
pain (estimated 40 to 70%) did not receive adequate medical care (14).
Undiagnosed or inadequately treated pain can result in mental health
consequences, with patients experiencing three times the risk of
depression and anxiety and at least twice the risk of suicide than those
without chronic pain (70, 71). The high prevalence of chronic pain
and increasing use of opioids, resulting in a ‘silent epidemic; highlight
the need for effective and harm-minimizing approaches to
address pain.

During the pandemic, individuals have faced compounding
issues from reduced access to crucial avenues of assessment and
treatment, in addition to disruptions in social service programs, job
losses, housing instabilities, increases in family responsibilities, fewer
caretakers due to infection risks, and food insecurities (34, 72). These
disruptions likely lead to downstream effects that increase
dependence and relapse risk and undermine long-term recovery (73).
However, it remains unclear as to what extent the pandemic has
affected patients with chronic pain who use opioids from
marginalized populations. Preliminary literature searches have found
a limited number of reviews on the intersection of chronic pain and
opioid use. Few studies have assessed risk for developing opioid-
related adverse outcomes (e.g., overdose) or marginalization (e.g.,
managing low or lost income, mental illness, housing instability,
social isolation) during the pandemic. Therefore, this scoping review
aims to investigate the intersection of opioid use and opioid-related
services, chronic pain, and COVID-19 globally, focusing on
marginalization from endemic structural disparities in healthcare. By
reviewing the consequences of concurrent epidemics on chronic
pain, opioid use, and COVID-19, we aim to enhance our
understanding of social marginalization and health inequalities
between and within populations and identify ways to strengthen
public health and social care systems.
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2. Methods

A scoping review was conducted through the Joanna Briggs
Institute Reviewers’ Manual 2015 Methodology for JBI Scoping Reviews
(74). A scoping review was most appropriate for meeting our current
study objectives, addressing broad research questions, and summarizing
the available literature. We examined the published literature relevant
to our research questions, identified gaps in knowledge, and reported
per the guidance provided in the Preferred Reporting Items for
Systematic Reviews and Meta-Analyses Protocols (PRISMA-P) (75).

2.1. Inclusion and exclusion criteria

Publications that met the inclusion criteria focused on patients
with chronic pain who use opioids, included marginalized group(s),
included the context of the COVID-19 pandemic, and were
published from December 1, 2019 to March 1, 2022. All primary
research studies, reviews, meta-analyses, guidelines, texts published
on society websites, editorials, and comments/commentaries were
considered. We considered articles on various intersecting groups,
including but not limited to patients with chronic pain who use
opioid analgesics on a long-term basis, people with pain who are
receiving medications for their OUD, and those who experience
both OUD and chronic pain untreated. In addition to the definition
of ‘marginalization’ previously mentioned, we recognize
‘marginalization’ is an umbrella term and thus considered articles
using the terms ‘seldom heard; ‘hard to reach, and ‘vulnerable’
These terms have been used in literature to describe groups who
experience barriers to accessing services, have little to no voice in
healthcare policy planning and/or resource allocation, and/or may
experience barriers to communicating health needs (due to
impairment, personal context, or consequence of stigma) (76).

Publications that addressed acute pain, cancer pain, or chronic
pain outside the context of the COVID-19 pandemic were excluded.
Articles in languages other than English, articles that did not have full
text available, protocol papers, case studies, non-peer-reviewed
articles, and dissertations were also excluded.

2.2. Search strategy
PubMed, Web of Science, Scopus, and PsycINFO databases were

searched using a comprehensive search strategy. An initial search was
carried out in 2020, followed by an analysis of the words contained in

TABLE 1 Scientific literature search strategy.

10.3389/fpubh.2023.1046683

the title, abstract, and index to describe the article. A complete
secondary search was performed in March 2022 on all databases,
using the terms identified in the initial limited search (see Table 1 for
the scientific literature search strategy). The search yielded 685 articles.
After duplicates were removed, 526 remaining abstracts were screened
against the inclusion criteria.

The reviewers developed a database using excel to confirm
relevance and extract key study characteristics, including (1)
publication year, (2) publication type, (3) methodology, (4) country,
(5) economic level [as classified by World Bank (77)], (6) population
(e.g., specific marginalized group([s]). Each abstract was screened and
examined by two independent reviewers based on the inclusion
criteria. 87 out of 90 articles were retrieved for full-text review.
Disagreements between reviewers at each stage of the study selection
process were resolved through discussion or with a third reviewer.
Using Cohen’s Kappa, inter-rater reliability was calculated to be 0.777,
indicating substantial agreement. 25 full-text articles met inclusion
criteria and were included for final synthesis. After the searches, all
citations were organized in a reference manager. The results are
presented in a PRISMA-ScR flow diagram (see Figure 2). The extracted
data (N=25) includes the distribution of studies by year, author, title,
type of publication, and content and are presented in tables (see
Tables 2, 3) and narrative summary.

3. Results
3.1. Overall study characteristics

Of the 25 included studies, 36% (n=9) were published in 2020,
52% (n=13) in 2021, and 12% (n=3) in 2022. We identified one article
from Pakistan, two from Singapore, one from South Korea, and 16
from the US, with the remaining five focusing on multiple countries.
Of the 12 original research articles, only two were outside the US. For
marginalized patient populations, articles most frequently focused on
race/ethnicity (52%), SES or groups with limited financial capabilities
(40%), and the elderly (44%).

3.2. Chronic pain, opioid use, and
COVID-19 risk

3.2.1. Risk among individuals with chronic pain
COVID-19 infection and mortality rates in the general
population are higher among the elderly, racial and ethnic minority

Databases Searched Search terms

PubMed, Web of Science,
Scopus, and PsycINFO

management

Coronavirus Infections; COVID-19; 2019 novel coronavirus disease; COVID19; COVID-19 pandemic; SARS-CoV-2 infection; COVID-19
virus disease; 2019 novel coronavirus; 2019-nCoV infection; coronavirus disease 2019; coronavirus disease-19; 2019-nCoV disease;
COVID-19 virus infection; Coronavirus Infection; Infection, Coronavirus; Infections, Coronavirus; Middle East Respiratory Syndrome;
MERS; opioid use disorder; Opioids; Opioid; opioid treatment; addiction; substance use disorder; substance use; buprenorphine; heroin;
opioid therapy; morphine; fentanyl; addict; opiate addiction; people who use drugs; narcotic; prescription abuse; prescription opioid abuse;
naloxone; prescribing opioids; opioid dependence; chronic pain; Pains, Chronic; Pain, Chronic; Widespread Chronic Pain; Chronic Pain,

Widespread; Chronic Pains, Widespread; Pain, Widespread Chronic; Pains, Widespread Chronic; Widespread Chronic Pains; pain
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groups, low SES groups, people with chronic underlying conditions,
and people in assisted living facilities or with limited access to care
(3, 9, 81, 82, 85, 89, 96, 98-100). Thus, many individuals with
chronic pain are also at high risk for COVID-19 infection as they
may be elderly, those with low SES, smokers, those residing in
nursing facilities, those with co-occurring chronic diseases, and
those with limited access to care (3, 9). Individuals with chronic
pain and comorbid conditions (e.g., substance use disorder, asthma,
HIV infection, cystic fibrosis, smoking, overweight/obesity,
cerebrovascular disease, and type 1 diabetes) are particularly
vulnerable to severe COVID-19 infection (9).

3.2.2. Risk among individuals with chronic pain
who use opioids

People with chronic pain who use opioids, whether they are
on long-acting opioid substitution medication as part of their
medication-assisted treatment (MAT) for OUD or on long-term
opioid analgesics are at greater risk of morbidity, mortality,

Frontiers in Public Health

healthcare utilization, and severe COVID-19 infection (3, 9, 81,
82, 85, 89, 96, 98-100). Increased risk of morbidity can
be attributed to the immunosuppressive mechanism of action (i.e.,
with steroids and opioid analgesics) and the respiratory depressive
mechanism of action (i.e., with opioid analgesics) (89). Within
this population, comorbid conditions such as lung disease (e.g.,
asthma, chronic obstructive pulmonary disease, pulmonary
fibrosis, smoking), obesity (i.e., BMI >30), heart disease (i.e.,
coronary artery disease, cardiomyopathies, heart failure), diabetes
(i-e., Type I and Type II), an immunocompromised state (e.g.,
genetic immunodeficiencies, cancer, HIV, cystic fibrosis), or being
of older age further increase risk to complications and comorbidity
from COVID-19 infection (9, 82, 85, 98, 99). One study found that
compared to controls, patients with chronic pain on LTOT
infected with COVID-19 were at increased risk of visiting the
emergency room (RR 2.04), being hospitalized, (RR 2.91),
requiring intensive care, mechanical ventilation, vasopressor
support, and dying within 30 days (100).
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TABLE 2 Characteristics of included publications.

Article

Akhtar, 2020 (78)

Publication type

Editorial view

Country of focus; World
bank income level

Pakistan; Lower middle

Content

Discusses interventional pain services and shift to telemedicine

Population (Marginalized groups of focus)

Patients with CP who use opioids

(Multiple; SES, geographic location, race/ethnicity)

recommendations to guide decision-making in pain management

Ayad, 2021 (79) Brief communication Global (United States, Armenia, Reflections on the burden of CP and the opioid epidemic in developing Patients with CP who use opioids
Middle Eastern countries, Vietnam, countries (Multiple; SES, geographic location)
Mexico, India, etc.) with focus on
Egypt; Lower middle

Chan, 2020 (80) Commentary Singapore; High Discusses decisions and safeguards made at a tertiary pain center; Patients with CP who use opioids

(Elderly)

use and how COVID-19 infection and debilitation may worsen experiences of

CP

Cohen, 2020 (9) Expert opinion United States; High Framework for pain practitioners/institutions to balance the often conflicting | Patients with CP who use opioids
goals of risk mitigation for healthcare providers, risk mitigation for patients, (Multiple; Elderly, Disability)
conservation of resources, and access to pain management services

Compton, 2022 (81) | Review United States; High Review of pandemic-related stressors on problematic substance and opioid Patients with CP and OUD

(SES, geographic location, race/ethnicity)

de Moraes, 2021 (82)

Scoping Review

Global (English-speaking countries,

Latin countries); Mixed

Recommendations on the workflow and management of patients with CP

during the COVID-19 pandemic

Patients with CP who use opioids (N =13 studies)
(Multiple; Race/ethnicity)

provides guidance on pain management and concentrating available
resources to help patients with most severe conditions and for most

vulnerable groups

Dunn, 2021 (83) Original research United States; High RCT; evaluation of feasibility and acceptability of electronic and cellular- Patients with OUD and persistent pain who receive methadone
enabled pillbox to deliver split-doses of methadone for treatment of OUD (N=25)
among patients with persistent pain (Multiple; Race/ethnicity, disability)
Edmond, 2021 (84) Original research United States; High Evaluation of adaptations made by interdisciplinary pain team to deliver Patients with CP on LTOT (N =29)
services virtually, which include (1) individualized assessment of LTOT; (2) (Race/ethnicity)
reduction or discontinuation of LTOT when benefits no longer outweigh the
harms; (3) switch to buprenorphine if difficulty tapering or OUD emerges; (4)
optimization of virtual treatment
El-Tallawy, 2020 (85) = Review United States; High Review of changes in healthcare delivery during the COVID-19 pandemic; Patients with CP who use opioids

(Multiple; Elderly)

George, 2020 (86)

Original research

Singapore; High

Discusses implementation of integrating a pain center with community
healthcare teams to mitigate harmful effects of treatment disruption during

the pandemic for vulnerable individuals with CP and comorbid conditions

Vulnerable older patients with CP and multiple comorbidities who

use opioids (Multiple; Elderly, disability)

Humpbhreys, 2022
(87)

Review

United States, Canada; High

Empirically grounded analysis of the causes of, and solutions, to the opioid
crisis, including proposed domestic solutions and attempts to stop

international spread

Patients with CP who use opioids (Multiple; SES, race/ethnicity)

(Continued)

13 20yD

£899t01'$202'Uand}/68¢5°0T


https://doi.org/10.3389/fpubh.2023.1046683
https://www.frontiersin.org/journals/public-health
https://www.frontiersin.org

U1eaH 21gNd Ul SI9NU0S

L0

610" uISIa1U0L

TABLE 2 (Continued)

Article

Publication type

Country of focus; World
bank income level

Population (Marginalized groups of focus)

inflammatory drugs, and opioids and clinical outcomes among patients with

chronic low back pain

Joyce, 2020 (88) Original research United States; High Details the effects of the early-stage COVID-19 pandemic on interventional Physicians who work with patients with CP and prescribe opioids
pain physicians’ decision-making, practice patterns, and mental health (N =260) (Geographic location, disability [High risk])
Katzman, 2021 (89) Commentary United States; High Reflections on how COVID-19 has highlighted multiple epidemics, including | Patients with CP who use opioids (Multiple)
CP, substance use disorder, gun violence, suicide, and loneliness,
disproportionately impacting marginalized communities
Lee, 2021 (90) Original research United States; High Retrospective, cross-sectional study to assess trends in opioid prescription Claims data from patients with varying CP diagnoses
and nonpharmacologic therapy (e.g., physical therapy, complementary (N =21,430,339) (Multiple; SES, race/ethnicity, elderly, disability)
medicine) for pain management during early months of the COVID-19
pandemic compared with patterns in 2019
Licciardone, 2021a Original research United States; High Pre-post study; Assesses changes in patients’ use of nonpharmacological and Patients with chronic low back pain (N =476)
91) pharmacological treatments for chronic low back pain and related outcomes (Multiple; Race/ethnicity, elderly)
during the COVID-19 pandemic
Licciardone, 2021b Original research United States; High Pre-post study; Examines how reduced access to care impacted use of Patients with chronic low back pain (N =528)
(92) recommended nonpharmacological treatments, nonsteroidal anti- (Multiple; Race/ethnicity, elderly, disability)

rates among patients with musculoskeletal disorders who take pain
medications (NSAIDs, strong opioids, weak opioids) and who tested positive

for COVID-19

Manchikanti, 2021 Review Global (US, Australia, El Salvador, Exploration of opioid and COVID-19 epidemics and improvements needed Patients with CP who use opioids
(3) Canada, Uruguay, Iceland, Sweden, in access to the management of CP with physical therapy, interventional (Multiple)
New Zealand, Finland, UK) with techniques, appropriate diagnostic modalities, and opioid therapy
focus on US; Mostly high
Morgan, 2021 (93) Review United States; High Multidisciplinary project involving 49 clinic sites designed to implementand | Patients with CP and OUD
evaluate clinic-based interventions to improve pain management, reduce (SES; Medicaid, Medicare)
harms from opioid overprescribing, and treatment of OUD during COVID in
a predominantly Medicaid population
Mun, 2021 (94) Original research United States; High Cross-sectional survey assessing impact of COVID-19 on pain severity and Patients with CP (N =1,453)
management, factors associated with perceived changes in pain severity (Race/ethnicity)
Mun, 2022 (95) Original research United States; High Longitudinal 1-year study that examines impact of COVID-19 pandemic on Patients with CP (N =1,453; 878; 813 over 3 surveyed periods)
trajectories of pain severity, interference, emotional distress (i.e., anxiety and (SES, race/ethnicity)
depressive symptoms), and opioid misuse behaviors
Oh et al., 2021 (96) Original research South Korea; High Population-based retrospective cohort study; examined in-hospital mortality Patients with musculoskeletal disorders, COVID-19, and identified as

long-term opioid users (N =7,713)
(Multiple: SES, geographic location, elderly, disability)
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TABLE 2 (Continued)
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Population (Marginalized groups of focus)

-
c
]
-
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(¢]
O

Country of focus; World
bank income level

Publication type

=35)

Underserved patients with chronic spinal pain (N

(SES: Low income and uninsured, race/ethnicity)

Patients with CP with opioid therapy

(Multiple; Elderly)

Patients with CP with opioid therapy

(Multiple; Elderly)

418,216) with COVID-19; treated with LTOT for

Adult patients (N

CP (N

9,558)

(Multiple; SES, race/ethnicity, elderly)

Pilot prospective observational study that aims to improve systems on spinal

pain treatment within primary medical homes

Highlights evidence and best practices in telehealth in pain management,

including comprehensive and effective opioid management

Recommendations by expert model for doctors and healthcare professionals

to guide practice of CP management during period of crisis

Retrospective cohort study to assess risk of developing severe clinical

outcomes among COVID-19 noncancer patients on LTOT, compared with

those without LTOT

United States; High

United States; High

Global (United States, Europe);

Mixed

United States; High

Original research

Commentary

Expert opinion

Original research

Prater, 2020 (97)

Rao, 2020 (98)

Shanthanna, 2020

(99)

Tuan, 2021 (100)

NR, not reported; OUD, opioid use disorder; LTOT, long-term opioid therapy; CP, chronic pain; SES, socioeconomic status.

10.3389/fpubh.2023.1046683

3.2.3. Risk among individuals with comorbid
chronic pain and OUD

People with chronic pain and OUD are increasingly vulnerable to
COVID-19 infection due to the high rates of chronic obstructive
pulmonary disease, respiratory depression, and hypoxia associated
with opioid misuse (81). Methamphetamine or amphetamine, of
which usage has increased among people with OUD, often for self-
managing opioid withdrawal, is also known to cause lung injury,
pulmonary hypertension, and cardiomyopathy, further amplifying the
risk for fatal outcomes of COVID-19 (3). Opioid therapy is considered
a risk factor for fatal outcomes among patients with chronic pain,
OUD and COVID-19 infection, as overdose can cause respiratory
depression and hypoxemia, leading to cardiopulmonary and
neurological complications (3). One study from South Korea found
patients with musculoskeletal disorders who used strong opioids
compared to non-users had a significantly increased in-hospital
mortality rate (Odds ratio: 12.73, 95% confidence interval: 2.44-16.64;
p=0.002). Prevention of OUD is emphasized, given the increased
mortality risk among strong opioid users infected with
COVID-19 (96).

3.3. COVID-19 disruptions to assessment
and diagnosis, ongoing care, and
treatment

Disruption to care has been one of the biggest threats for
individuals in need of, or already in treatment, for pain
management and opioid-related services during the COVID-19
pandemic. The implementation of pandemic-related precautionary
measures and shifting priorities toward COVID-19 led to sharp
reductions in the assessment, diagnosis and treatment of chronic
pain and OUD (89).

3.3.1. Pain management services

Significant reductions, postponements, or cancelations of pain
management and other relevant healthcare services were reported
globally (3, 78, 79, 81, 84, 86, 88, 90, 98), including decreases in
interventional pain techniques and elective surgical procedures,
outpatient procedures, patient visits (78, 82, 99), and non-urgent
yet vital healthcare services (81). Estimates from a US health
system tracker found reductions as high as 86% in elective surgical
volume and 15.1% in pain-related prescriptions (3). In lieu of
in-person services, clinical visits were predominantly conducted
via video or telephone. A US study reported 17.7% reductions in
in-person clinical volume, 13% reductions in procedure volume,
and that 74.5% of all ongoing clinic visits with interventional pain
physicians were conducted virtually during the early phases of the
pandemic (88). Limited in-person services also contributed to
delays in the assessment and diagnosis of chronic pain, as
providers were unable to physically examine and evaluate new
patients (3, 98), with data from one study reporting a smaller
proportion of patients who received pain diagnoses in 2020 than
in 2019 (90). Service disruptions were also reported in developing
countries, including Egypt, Armenia, Vietnam, Mexico, and India,
leaving many patients with chronic pain without access to care.
Moreover, available pain management interventions were limited
to acute, emergency, and cancer pain management (79).
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TABLE 3 Participant characteristics of included original research articles.

10.3389/fpubh.2023.1046683

Article Participants Mean age (SD) Sex

Dunn, 2021 (83) Patients with OUD and persistent pain who receive methadone (N =25) 33 (10.7) 42.3% M, 57.7% F

Edmond, 2021 (84) Patients with CP on LTOT (N =29) 62.9 (11.2) 86.2% M, 13.8% F

George, 2020 (86) Vulnerable older patients with CP and multiple comorbidities who use opioids 58 NR

Joyce, 2020 (88) Physicians who work with patients with CP and prescribe opioids (N =260) 48.6 (10.0) 86% M, 14% F

Lee, 2021 (90) Claims data from patients with varying CP diagnoses (N =21,430,339) 48.6 (24.0) 48.9% M, 51.1% F

Licciardone, 2021a (91) Patients with chronic low back pain (N =476) 54 (13.2) 26.7% M, 73.3% F

Licciardone, 2021b (92) Patients with chronic low back pain (N =528) 53.9(13.0) 25.9% M, 74.1% F

Mun, 2021 (94) Patients with CP (N =1,453) 41.7 (13.1) 34.8% M, 65.2% F

Mun, 2022 (95) Patients with CP (N =1,453; 878; 813 over 3 surveyed periods) 41.7 (13.1) 34.8% M, 65.2% F

Oh, 2021 (96) Patients with musculoskeletal disorders, COVID-19, and identified as long-term NR 39.5% M, 60.5% F
opioid users (N =7,713)

Prater, 2020 (97) Underserved patients with chronic spinal pain (N =35) NR 46% M, 54% F

Tuan, 2021 (100) Adult patients (N =418,216) with COVID-19; treated with LTOT for CP 52.1 (17.1) on LTOT; 43.1 39.4% M, 60.6% F on LTOT;
(N =9,558) (17.6) not on LTOT 49% M, 51% F not on LTOT

NR, not reported; OUD, opioid use disorder; LTOT, long-term opioid therapy; CP, chronic pain.

3.3.2. Social services and social support

Compounding the fear of the COVID-19 disease itself, the
implementation of social distancing measures worldwide sparked
acute panic, anxiety, depression, obsessive behavior, hoarding,
paranoia, and PTSD (3, 9, 81, 94), while also drastically curtailing
avenues of social connection that promote recovery. Closures or
reductions in housing and other social services and treatment centers
markedly affected marginalized communities. Opioid treatment
program facilities providing medical treatment and other necessary
social support groups and services for vulnerable populations were
largely disrupted and moved online (81). Individuals with chronic
pain and OUD who recently initiated treatment, but had not yet
stabilized on MAT, were particularly vulnerable due to reduced
psychosocial functioning and a need for multiple levels of social
support to address their increased risk-taking behaviors and multiple
drug dependencies.

One US survey study reported that among the 12.7% of the total
sample receiving mental health treatment for chronic pain, 30%
reported appointment cancelations without future sessions scheduled,
20% reported postponement, and 40% reported that their services
were converted to telehealth (94). Given the high prevalence of mental
health disorders among patients with chronic pain, mental health
implications of the pandemic comprise elevated levels of psychiatric
symptoms, stress linked with isolation measures, and an urgency for
delivering screenings and interventions (9).

3.3.3. Contributing factors to service delays and
disruptions

Reasons for service delays and disruptions include COVID-19-
related health anxiety and social-distancing measures as barriers to
non-urgent healthcare (79, 80, 88). Patients’ fear of COVID-19
infection was often a barrier to pursuing in-person services (79).
Among providers, primary cited reasons for limiting in-person
patient interactions were public safety (68.8% of respondents),
concerns regarding patient safety (61.9%), staff safety (59.6%),
personal/family safety (49.2%), corticosteroid concerns (42.7%),
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overwhelming the health care system (42.3%), and limited personal
protective equipment (32.3%) (88). Extrinsic factors limiting
in-person clinic encounters included administrative requirements
(46.5%) and patients opting out of in-person visits (52.7%). Providers
reported reducing or stopping in-office visits for high-risk patients
with chronic pain who met the following criteria: over the age of 65
(89.6%), immunocompromised (83.5%), cardiovascular disease
(83.9%), pulmonary diseases other than asthma (87.7%), asthma
(83.5%), and active smoking (76.5%) (88). Furthermore, pain clinics
serving low-income populations and in developing nations reported
staff shortages due to isolation measures and staff being recruited to
intensive care and isolation units to prioritize patients with
COVID-19 infections (79, 80).

3.3.4. Opioid prescription trends

The proportion of patients with chronic pain receiving opioids
varied across the different phases of the pandemic (86, 88, 90, 92).
Patients were more likely to receive longer opioid prescriptions and
higher doses in the early pandemic period (e.g., March through June
2020) than in 2019 in the US (90). However, this trend reverted to
2019 levels as the pandemic progressed, which may be attributed to
state closures and early re-openings later into 2020 (90). In another
study, among pain providers surveyed for changes in opioid
prescriptions, 65.0% did not report changes, 28.8% reported
significant increases, and 6.2% reported significant decreases
(p<0.001) (88). Literature suggests that while adaptive during the
early shutdowns, these prescribing responses (e.g., excessive exposure
to opioids, higher doses, longer prescriptions) may have increased
patient risk of future misuse or dependence. Patients may have been
newly introduced to opioids (e.g., those with acute pain) or had their
dosage increased during a period of limited access to
nonpharmacologic therapy (90). Still, other settings (e.g., Singapore
in an elderly population) reported avoidance of new opioid
prescriptions, given the role of opioids in increasing the risk of
COVID-19 infection and morbidity (86).

Two pre-post studies compared trends in prescription opioid usage
among marginalized groups, before and during the pandemic (91, 92).
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While the first study did not find significant changes in pharmacological
treatments (NSAIDs or opioids) for low back pain overall, increasing
age was positively associated with opioid usage during the pandemic
after controlling for demographic factors (multivariate OR =1.23; 95%
CI, 1.05-1.44). Trends toward more frequent use were observed among
older and African American participants (92). In the follow-up study,
opioid usage remained unchanged during the pandemic (OR, 1.00;
95% CI, 0.58-1.73; p>0.99) (91).

3.3.4.1. Access to prescription opioids for pain

Several articles reported reductions in access to prescription
opioids for chronic pain. Patients from underserved communities
faced treatment barriers before the pandemic, but the COVID-19
pandemic and structural stigma around opioids exacerbated
inaccessibility (3, 78, 79, 81, 86, 87, 94).

Significant declines in the availability of pain medications since the
beginning of the pandemic were reported (3, 81, 86). In one study,
40.0% of patients receiving opioid therapy reported that the pandemic
impacted their prescriptions, and 19.7% reported limited access due to
the pandemic. Among those with access, 21.4% reported concerns
about future prescription access (94). Other articles emphasized the
underutilization of opioids, especially in developing countries, due to
a supply shortage of imported opioids from manufacturers overseas
and travel bans (79, 81, 87). As mobility restrictions during the
pandemic have been mostly heterogenous globally in terms of duration,
intensity, and timing, the initial disruption of usual drug supply chains
has led to a short supply of illicit drugs and favored synthetic opioids,
affecting patients with chronic pain who require medication for their
treatment (81, 87). Since the onset of the pandemic, recent data
suggests quick recovery in drug markets; notably, heroin markets
(saturated with illicit synthetic opioids such as fentanyl) have continued
to expand, further increasing morbidity and mortality (87).

Transportation was cited as another barrier to treatment among
marginalized patients with chronic pain, particularly in rural and
low-income areas. In some clinics, opioids were often unavailable for
home delivery, requiring patients to self-collect from hospital
pharmacies (86). Especially in developing countries with limited
public transportation options and where hospitals were transformed
into isolation hospitals, patients were often unable to travel to farther
medical facilities, whether it be due to disability or socioeconomic
factors (78). Patients faced isolation measures, transportation
restrictions, limited home delivery options, challenges making
arrangements to collect their medications, and additional disability or
financial barriers (78, 79). This has notably affected patients with low
SES or from low-resource settings, suggesting that medications
be made at a local level or that systems are developed to deliver
medications at doorstep.

3.4. Biopsychosocial consequences of the
COVID-19 pandemic

3.4.1. Pain and functional outcomes

Lockdown and quarantine orders resulted in increases in inactivity
for patients with chronic pain, leading to deconditioning and worsened
pain and functional outcomes (81, 85, 91, 92, 94, 97). Worse pain-
related and functional outcomes were consistently reported for racial
and ethnic minority groups (e.g., Black patients) (81, 91, 92, 94), and
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less consistently for older or female patients (92). Black and
non-Hispanic patients with chronic pain reported greater disruptions
in mood, sleep quality (both of which factors exacerbate pain), worse
pain interference, and nonsignificant worsening in pain intensity
compared to white participants (91, 94, 97). The pandemic was also
correlated with an increase in pain perception and a lack of improvement
in pain and functional disability in an underserved population (97).

3.4.2. Psychological outcomes

Literature emphasized the consequences of untreated chronic pain
and high risk of poor psychological outcomes. Pandemic-related
stressors could increase the frequency and intensity of pain symptoms,
anxiety, depression, PTSD, leading to functional decline (3, 85, 92).
When denied assessment and treatment, patients experienced significant
changes in pain intensity levels, emotional suffering, and disability, with
50% of individuals reporting an increase in depressive symptoms, and
35% reporting suicidal ideation (3). Patients from marginalized groups
(i.e., Hispanic, lower education and income) experienced higher
depressive symptoms and opioid misuse behaviors than the general
population (95). Additional factors, such as sudden unemployment or
under-employment during the pandemic, contributed to worse
psychological outcomes in vulnerable populations (3).

In particular, loneliness due to social isolation measures emerged
as an issue that worsened throughout the pandemic (81, 86, 89).
Loneliness could exacerbate mental health and substance use issues
and increase health care utilization, especially among the elderly and
other vulnerable populations living alone with home quarantine
orders (86, 89).

3.4.3. Untreated pain, increased risk

Inadequate or unavailable health services, treatment delays,
closure of treatment facilities, social isolation, loneliness, and fear of
contracting COVID-19 heightened the risk of relapse and overdose
(3,9, 81, 82, 86, 89). Individuals unable to get diagnosed and begin
treatment could suffer from significant psychosocial impact,
increasing disability, and prescription and illicit drug abuse (3).
Existing patients were forced to manage their pain at home with
limited telemedicine support, further increasing risk (3, 82, 86). When
faced with poorly addressed chronic pain states and withdrawal
symptoms, patients may seek out alternative treatments or engage in
potentially high-risk behaviors such as escalating opioid use and abuse
of alcohol and illicit drugs (3, 81, 89).

Prescription opioids also may be used, consciously or not, to cope
and manage symptoms unassociated with pain, such as for pre-existing
mental and physical health issues (e.g., depression, anxiety, sleep
issues) exacerbated by the pandemic. Such usage can also adversely
affect pain-related outcomes. Psychological stress is causally linked to
chronic pain and amplifies opioid cravings among those with a history
of misuse, increasing the risk for opioid abuse and relapse (9). Usage
of illicitly manufactured fentanyl, alcohol, and benzodiazepines may
further result in a concomitant increase in overdose fatalities (81).

3.4.3.1. Housing insecurity

Patients with chronic pain and OUD with housing insecurities,
for whom opioid overdoses have been a leading cause of death, are
particularly vulnerable to adverse health outcomes (81). During the
pandemic, isolation measures presented a significant barrier to harm
reduction. This particular group faced particular risks of viral
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infection as well. People experiencing homelessness who were
relocated for quarantine were more likely than the general public to
be housed in close quarters, often living in crowded groups in shelters,
hotels, or areas with limited airflow and poor hygiene. Those
experiencing homelessness or incarceration often live in congregate
settings (e.g., encampments or abandoned buildings) without regular
access to basic hygiene and hand washing facilities, where the risk of
COVID-19 virus transmission is great (81). Due to social distancing,
people were also less likely to be available to administer naloxone, an
opioid reversal agent, leading to fatal overdoses (81).

3.4.4. Opioid-related deaths

Opioid-related deaths during the pandemic significantly increased
in the US, especially in marginalized communities (3, 81, 87). The
CDC reported record numbers of over 92,000 drug overdoses in 2020
and over 100,000 in 2021, the highest number of overdose deaths ever
recorded in a 12-month period (3, 81, 101). Overdose-related deaths
increased by 40.0% between 2019 and 2020, and by 28.5% between
2020 and 2021 (81, 101). The age-adjusted rates of fatal opioid
overdose were highest among Non-Hispanic American Indians or
Alaska Natives (28.0 per 100,000 population) and non-Hispanic Black
or African Americans (26.8 per 100,000), surpassing that of
non-Hispanic whites (25.8 per 100,000) in 2020 (87). Opioid-related
deaths from natural, semi-synthetic and synthetic opioids all increased
significantly in the 12-month period ending in April 2021, and were
notably driven by synthetic opioids (3).

3.5. Innovations and modifications to
standards of care during the pandemic

3.5.1. Opioid prescribing and dispensing
regulations

Modifications to opioid prescribing and dispensing regulations
and reimbursements to accommodate the expansion of telemedicine
services and reduce in-person encounters have been observed globally,
including in India, Mexico, Egypt, some Eastern European countries,
several Latin countries, and the US (79, 82, 87). Brazil, for example,
approved legislature allowing for digitally validated, electronic
prescriptions of controlled drugs, simple prescriptions, and medical
reports (82). In the US, federal requirements for opioid prescriptions
were relaxed, increasing the ability for patients to receive methadone
take-home doses for OUD and waiving the requirement that initial
buprenorphine dosing be in-person (87). Other modifications allowed
for repeating fillings of opioid prescriptions for more extended periods
than usual (79, 82).

3.5.2. Workflow adaptations and community
collaborations

Medical entities adopted new strategies and innovations to expand
care accessibility during the pandemic, among which community
collaboration and integration across healthcare sectors are promising
for marginalized communities (80, 86). Collaboration between
community healthcare teams, primary care physicians, hospital
pharmacists, and social services allowed for improvements in care
(e.g., home delivery of medication refills) for vulnerable patients (i.e.,
elderly, had impaired mobility, and/or had multiple comorbidities). To
ensure continuity of care, referrals were made to community nursing
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and palliative home-care teams who could closely monitor opioid
stock and usage while helping to reduce emergency visits and hospital
admissions (80, 86).

3.5.3. Innovations in the delivery of
medication-assisted treatment for OUD

Innovations such as technologically-aided time-release pill
lockboxes emerged for take-home dosing for patients with chronic
pain and OUD. One study evaluated using an electronic and cellular-
enabled pillbox for managing methadone among patients (44.0%
identified as African American and 57.7% were unemployed or on
disability) with moderate and persistent pain and OUD (83). The
study reported high satisfaction from patients, with 86.3% reporting
they would choose the pillbox again and 95.4% reporting they would
recommend it to others, and no observed evidence of actual or
attempted methadone diversion.

3.5.4. Telemedicine expansion

The introduction of telemedicine led to the opening of
telemedicine pain clinics (e.g., US, Pakistan) and the adoption of video
consultations in hospitals and clinics globally, with mixed results for
marginalized populations (78, 84, 88, 89).

Given that patients with chronic pain often have mobility and
transportation problems, expanding clinical appointments through
telehealth can potentially improve access to care (9, 84, 98, 99).In a
study evaluating pandemic-related adaptations made by an
interdisciplinary pain team to deliver virtual services, patients
reported satisfaction, easy access to appointments, and appreciation
for the interdisciplinary approach (84). Given the absence of suitable
alternatives and their relatively low risks, telehealth also has
facilitated promising non-opioid strategies such as mobile health
technology via web-based or other forms of remote communication
to disseminate psychological treatments (e.g., cognitive behavioral
therapy, mindfulness therapy, and Acceptance and Commitment
Therapy) (9).

Despite innovations in telemedicine as a viable alternative to face-
to-face consults, not everyone can benefit. Patients with chronic pain
who use opioids, particularly those who are socioeconomically
disadvantaged, underserved, elderly, and less educated may not have
access to or skills required to use technology in telehealth (80, 98).
Poor internet services, limited broadband access, and technological
challenges were frequently cited as barriers globally (78, 84, 86).

Patients with technological access to telehealth shared concerns
over confidentiality, quality of patient-provider interactions, and the
notable differences in the quality of different platforms (video vs.
telephone) (98). In a US study, patients reported a lack of clarity on
treatment plans, dissatisfaction with visit structures (i.e., telehealth
appointments were too long), and preferred in-person appointments
(84). In Pakistan, barriers within clinic efforts to reach patients with
limited resources by phone included patients’ difficulty understanding
medication names and scheduling, language barriers, and concerns
about maintaining privacy (78). In Egypt, while patients could readily
reach physicians by phone, not having a smartphone with good
camera quality was a barrier to acquiring needed opioid prescriptions

79). Those who were older and less ‘tech savvy’ expressed hesitation
over telehealth, and would prefer telephone over video platforms or
in-person consultations altogether (86). The combined challenges of
using technology, living alone with little to no provision of medication,
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and an insuflicient supply of medication and telehealth appointments
contributed to inadequate and disrupted care (81, 86).

Some healthcare systems lacked infrastructural support for
telehealth, especially when telemedicine had not yet been integrated
into pain management services before the pandemic (86, 98). In
addition to reductions in in-person activity, some clinics endured
major staffing cuts or lacked appropriately trained staff (i.e., nurse
practitioners, general practitioners) in their new telemedicine
treatment centers. Reduced capacity ultimately limited the types of
telemedicine services offered (78, 93).

Given that pain management, especially education on the
assessment and treatment of OUD, is often underrepresented in
clinical educational curricula, adaptations made during the pandemic
also contributed to increased burden of care for clinicians.
Compounding fears of COVID-19 infection, increased stress,
symptoms of depression and anxiety, sleep disturbances, and increased
burnout rates among clinicians, nurses, and frontline workers were
cited globally, all of which could potentially impair clinical judgment
(3, 85, 93). While clinicians ultimately sought to balance the risk of
harm with minimizing pain in vulnerable pain populations,
reallocation of healthcare resources and altered work natures (i.e.,
shifting to telehealth) were cited as barriers to efficacious pain
treatments (80, 93).

Telemedicine usage also varied based on geographic location. In
the US, accessibility to telehealth emerged as a prominent issue in
rural and underserved urban regions where broadband is unavailable,
thus affecting people with chronic pain living in poverty, experiencing
homelessness, and racial health inequities (89). One study reported
that telemedicine visits in rural (17.2%, p=0.008) and suburban
(21.9%, p=0.026) areas were performed less often compared with
those performed in urban areas (34.3%) (88).

Finally, not all patients were eligible for virtual consultations (86).
Telemedicine was often limited to follow-up patients with stable pain
conditions. New case consults, patients with worsening pain
conditions and patients on opioid medications were usually required
to be in-person (80).

4. Discussion

This scoping review integrates the published literature
regarding the concurrent epidemics of chronic pain and opioids in
the context of the COVID-19 pandemic and its impact on
marginalized groups. The pandemic has affected treatment of
chronic pain and OUD, burdening marginalized groups and
revealing further disparities in resources, access to pain and
opioid-related services, and health outcomes. Most articles were
from the US and other high-income nations, highlighting the
relative paucity of research conducted concerning marginalized
groups and the need to prioritize vulnerable populations when
researching any of these topics.

Isolation measures and dramatic reductions in in-person clinical
encounters to mitigate the spread of COVID-19 left many patients
overburdened with their pain, treatment delayed, and without access
to necessary medication or formal support networks. Frequently
reported issues in treatment accessibility and disruptions in ongoing
care (e.g., cancelation of appointments, conversion to telehealth,
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limited or lack of access to prescription opioids) compounded existing
inequities for patients with chronic pain who use opioids, particularly
those from low-income communities, racial and ethnic minority
groups, the elderly, people with disabilities, and those experiencing
homelessness (73).

Additional
contributed to psychological stress, resulting in increasing pain

psychosocial stressors from the pandemic
perception and symptoms among individuals of Black and
non-Hispanic origin (94). These findings are in line with recent
studies highlighting disproportionately higher rates of infection,
disability, and death from COVID-19 among people of color, in
addition to those over 65 and living below the poverty level (102-
106). Patients from marginalized groups additionally have higher
rates of underlying chronic and medical conditions, may
be overrepresented in essential front-line jobs, and have less access
to quality healthcare - all of which increase virus exposure and
exacerbate health outcomes (107, 108). Socioeconomic disparities in
pain severity, interference, and mental health symptoms were
significant, highlighting the need to address structural inequality for
those with limited access to resources to promote effective pain
management (95).

Despite numerous challenges during the COVID-19 pandemic,
the opportunities ahead call for action and innovative solutions. Bold
efforts in public policy, critical research, and new partnerships are
needed to minimize the aggravating effects that the pandemic may
have had on this complex public health crisis.

4.1. Telemedicine

The COVID-19 pandemic has driven telemedicine’s rapid
adoption, providing a blueprint for embracing virtual care and
telehealth after the pandemic. This has allowed medical
professionals, especially those with formerly low access in
developing countries (79), to benefit from online clinical resources
and incorporate telemedicine into pain management for the first
time. Previous studies suggest telehealth’s potential to dramatically
expand access to care due to its convenience, wider acceptability
among consumers, and decreased cost (109-111). This is important
for marginalized communities with greater access barriers (e.g.,
transportation, conflicts with employment). While implementing
telehealth is promising for some patients (i.e., those with stable pain
conditions), health systems must continue improving access.
Although only a handful of articles were from outside of the US,
they provided a lens into some of the health system challenges faced
in developing nations and low-income settings, from chronic
shortages of trained staff, effective treatments, to built infrastructure
to support the implementation of telehealth services. A recent
scoping review similarly found that infrastructure and regulatory
barriers were most significant to wider telemedicine use in LMICs
during the pandemic, but more research is needed in this area,
taking into account the material and interactional contexts where
telehealth is deployed.

As symptom management can be dire for patients waiting for
the reopening of in-person primary care services, strategies to
ensure continuity of care may include conducting home visits
(when telehealth is not

an option), community-based
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multidisciplinary care, and employing community teams to
mobilize volunteers who can support patients in technology literacy
and access mobile devices. In response to frequent patient concerns
over prescription opioid access for pain and the increasing rate of
opioid overdoses in the general population throughout the
pandemic, we recommend clinicians develop safety plans for
patients who are long-term opioid users for their pain to prevent
withdrawal symptoms and increased pain when inevitably faced
with reduced medication access. Further, patients who receive
opioid therapy for chronic pain should be supplied naloxone as
opioid overdoses can occur by accident, with household members
trained in its administration (81).

Clinicians seeking comprehensive assessment have found
themselves constrained in assessment and prescription practices
on telehealth platforms, causing clinician judgment and discretion
to play an atypically prominent role in treatment. Thus, training
should also be provided to nurses and physicians to enhance video
consultations, such as being well-versed in questions that can
facilitate an accurate assessment of the patient’s overall home
environment or in non-verbal cues (86). Another contributing
factor may be the lack of appropriate guidelines that maximize
accountability and reduce liability (112, 113). A limited number
of studies on telehealth have assessed for harm thus far,
highlighting the need for research on patient health outcomes
from this relatively new method of interfacing (114-117).
We recommend rigorous research into this area and for entities
like SAMHSA to lay out guidelines (e.g., on take-home dosing,
telehealth provision) to support providers and improve health
outcomes. Longitudinal studies are also needed to understand the
pandemic’s short-and long-term impact, as well as the potential
benefits and harms of telehealth on pain-and opioid-related
assessment and treatment by providers, and patients’ experiences,
coping, and functioning.

4.2. Mental health

Another aspect highlighted by the pandemic is the continued
need to use the biopsychosocial approach in treatment, particularly
psychological monitoring during periods of a health crisis when
working with marginalized groups. Patients awaiting treatment for
chronic pain have reported high symptom burden, increased pain
severity, deteriorating health-related quality of life, and more severe
depression and suicidal thinking (118, 119). Older adults with chronic
pain in isolation, particularly those with cognitive decline or dementia,
may feel more anxious, angry, stressed, agitated, and withdrawn, and
require extra psychosocial support (120). Thus, clinicians can include
multidisciplinary pain interventions and other remotely supported
services (e.g., mobile health applications) as part of regular
pain management.

4.3. Federal and state-level initiatives
With the closure of treatment facilities, patients with chronic

pain and OUD faced barriers to receiving methadone or
buprenorphine. Public policies must continue championing access
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to convenient and safe evidence-based treatments for chronic pain
and opioid dependence and ensure equal access to both
methadone and buprenorphine, particularly for marginalized
low-income and racial and ethnic minority communities. These
communities are particularly impacted by the severe consequences
of untreated opiate dependence, such as high rates of HIV
infection, overdose, and incarceration. Moreover, these areas have
been historically vulnerable to outsized impact during disasters
and emergencies due to federal and state neglect in establishing
necessary socioeconomic safety nets (121, 122). Federal and state-
level initiatives to improve treatment outcomes are essential and
have already been proven to significantly impact local treatment
utilization in certain communities, as seen recently in New York
City (123, 124). Top priorities are increasing public sector access
and ensuring that PCPs in socioeconomically disadvantaged
communities are equipped to handle the assessment and treatment
of chronic pain and OUD. Given the recent success of MAT, public
officials must continue implementing institutional incentives for
public clinics to train and certify PCPs in buprenorphine
management. As PCPs reportedly quickly hit limited caps on
waivers for buprenorphine prescriptions (125, 126), increasing
caps on buprenorphine prescription waivers would be an
appropriate direction for the DEA and SAMHSA. Suggested
alternatives include incorporating MAT-prescription training in
medical school (127). As a particular area of focus, stigma-
reduction training programs for physicians, nurses, and physician
assistants are recommended to expand the availability of MAT
prescribers in public sectors (128).

Since March 2020, in response to social distancing guidelines, the
US government eased regulations to allow flexibility in OUD
treatment; providers can now initiate buprenorphine treatment in
telemedicine (98). More than half the states have received a blanket
waiver so that patients can also obtain 28 days’ worth of medicine for
use at home. However, according to recent data from The Pew
Charitable Trusts, only 24 states plan to maintain take-home
methadone policies post-pandemic (129). Federal and state agencies
should anticipate and address the potential adverse effects of
prescribing policy changes on patient subpopulations who might
be harmed by them and preserve these flexibilities by allowing patients
with
approved medications.

chronic pain and OUD to receive their federally

The available evidence shows that restricting opioid prescriptions
will not eliminate the epidemic. Prescription opioid overdose deaths
are declining but have come hand in hand with significant reductions
in access to opioid prescriptions, resulting in the undertreatment of
pain in marginalized populations. Findings from our review align
with those from previous studies on the poor management of pain and
lack of access to prescription opioids and treatment in underserved
communities, especially in LMICs (87, 130). The pandemic further
highlights the importance of economic and social issues in the opioid
epidemic, linking the role of opioids as refuge from physical and
psychological trauma, systemic marginalization of communities, and
isolation (3). By criminalizing the use of opioids, we miss out on
treating the larger population of people worldwide with debilitating
conditions who require pain management to function in daily life.
Instead, employing strategies and measures for the prevention and
management of pain (i.e., increased attention toward advocacy,
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availability of prescription opioids, and diverse treatment options) in
marginalized communities and addressing the opioid crisis with a
multidisciplinary and multidimensional approach at a structural level
is urgently needed.

4.4. Limitations

Due to the recent and evolving nature of the pandemic, this
scoping review is limited by the relative paucity of primary studies on
our topic and therefore may not be exhaustive. Given the nature of this
review, only a descriptive analysis and no risk of bias analysis was
performed. Future research should focus on the impact of health
system changes throughout the COVID-19 pandemic as it has come
in successive “waves,” and eflicacy studies to assess the effectiveness
and cost-effectiveness of telemedicine during the pandemic on
marginalized groups.

4.5. Conclusion

The COVID-19 pandemic has exposed and exacerbated existing
public health crises globally. To tackle endemic structural inequalities that
have led to the rise of chronic pain and opioid dependencies, we must
capitalize on the qualities of strength and resiliency that communities
throughout the world have demonstrated throughout the pandemic. Our
findings may inform approaches to address social determinants of health
and patient needs to support marginalized groups in emergent crises.
Although the road to recovery is fraught with difficulty, simultaneous
attention to the multiple crises of COVID-19, chronic pain, and opioids
can present new opportunities for communities to create resources,
implement policies, and develop innovations in treating pain.

Contributions to the literature

The COVID-19 pandemic has exacerbated ongoing public health
crises globally, including chronic pain and opioid use. This article
discusses how the differential distribution of pain burden across
marginalized groups has exacerbated these crises. Our findings may
inform approaches to address social determinants of health and
patient needs to support marginalized groups in emergent crises.
Although the road to recovery is fraught with difficulty, simultaneous
attention to the multiple crises of COVID-19, chronic pain, and
opioids can present new opportunities for communities to create
resources, implement policies, and develop innovations in the
treatment of pain.
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