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The prescription opioid epidemic has slowly evolved over the past quarter century with increasingly detrimental consequences for public health. Man-made crises are often unforeseen and characterized by a situation without natural causes where – because of human intent, error, negligence, or the failure of manmade systems – the level of needs in the population exceeds available resources to counter the problem. This paper presents the prescription opioid epidemic as a man-made crisis and explores the public health impact of opioid manufacturers and other industries producing commodities with addictive potential as a shared vulnerability among countries. We examine this concept within the framework of the commercial determinants of health. We address three key aspects of the commercial determinants of health: (1) Cross-industry mechanisms, (2) policy inertia, and (3) the role of industry in science. Within cross-industry mechanisms, we explore parallels between prescription opioid epidemic and unhealthy commodity industries in terms of marketing, corporate use of misinformation, and diversionary tactics. Next, we examine how policy inertia has dominated the slow response to this man-made crisis. Lastly, we discuss how results from clinical trials are used as a key marketing strategy for drugs. The origins of the prescription opioid epidemic may be traced to innovations in drug development with the promise of improved pain management. However, through multiple factors, including fraudulent marketing from pharmaceutical industry and policy inertia, the resulting crisis represents a multi-system failure of regulation exploited by corporate greed.
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1 Introduction

In this “Perspective” piece, we present the prescription opioid epidemic as man-made crisis within the framework of the commercial determinants of health (CDOH). By definition, man-made crises lack natural causes and result from human intent, error, negligence, or the failure of manmade systems (1). Prescribers are recognized to have played a central role in generating the oversupply of opioids (2). However, we cannot look at prescriber behavior in isolation, without considering how pharmaceutical industry benefitted from weak regulations and influenced prescriber education to advance its agenda of opioid sales, at the expense of the lives of thousands (3). The impact of corporate action on health outcomes is indeed focus of the CDOH, a concept first proposed by West and Marteau in 2013 (4) as ‘factors that influence health which stem from the profit motive’. At the example of the tobacco industry and cigarette sales, West and Marteau describe the corporate profit motive as detrimentally opposed to public health.

A wide range of definitions of the CDOH now exists, which a recent consensus paper in The Lancet (5) integrates as: “the systems, practices, and pathways through which commercial actors drive health and equity.” This neutral definition acknowledges that prescription opioids can have both positive and negative effects on human health. Indeed, Babor and Ferreira-Borges describe the opioid epidemic as a “prime example of the growing importance of CDOH” (3).

In the United States (US), the epicenter of the epidemic, prescription opioid overdose deaths have quadrupled since 1999 and been directly linked to the country’s declining life expectancy (6). The resulting level of treatment needs for opioid use disorder exceeds available resources to counter the problem (7). Looking beyond North America, misuse of opioid analgesics is now spreading globally and increasingly affecting parts of the Middle East, Africa, and Northern Europe, including Scandinavia (8, 9). As a team of authors, we are based in Norway, where prescription opioids have overtaken heroin as the most frequent cause of overdose deaths since 2016 (10, 11). Despite these trends, the onset of an opioid epidemic of North American proportions currently appears unlikely (12, 13). The reason might be found in differences in the European system (e.g., access to free or low-cost healthcare, fewer automatic prescription refills, lack of direct-to-consumer advertising for prescription medications) (14, 15).

Our aim here is not to appraise such differences, but to use the CDOH framework to describe the potential influence of the opioid industry (and other industries producing commodities with addictive potential) on public health as a shared vulnerability among countries. The core subject is to improve the understanding of how the corporate profit motive has driven opioid overprescribing and mortality. Thus, we apply three key aspects of the CDOH to the opioid epidemic: (1) Cross-industry mechanisms in the marketing of potentially addictive products, (2) policy inertia and lack of government intervention as evidence of health harm emerges, and (3) the role of industry in science.


1.1 Cross-industry mechanisms: what parallels does the prescription opioid epidemic have with other industries that create significant health damage?


1.1.1 Parallels in marketing with unhealthy commodity industries

Alcohol, tobacco, and ultra-processed foods (UPF) are typically considered unhealthy commodities, i.e., products that per se cause significant health damage, “aimed at, and accessible to, large numbers of consumers,” and “highly profitable because of their low production cost, long shelf-life, and high retail value” (16, 17).

Due to their intended medical use, prescription opioids do not constitute unhealthy commodities. Their prescription-only status also makes pharmaceutical opioids less accessible than alcohol and tobacco (legal access restrictions by age and/or retail venue) and UPF (no restrictions), thus attracting a much smaller customer base. Nonetheless, several cross-industry similarities in marketing can be identified.

Firstly, alcohol, tobacco, and prescription opioids are all commodities with potential for addiction-driven consumption (18). Consumers addicted to these commodities tend to consume at least daily and in greater amounts than non-addicted consumers, meaning that their excess consumption drives consumer spending and accounts for most corporate profits (“addiction surplus”) (18). As Adams and Livingstone illustrate (19), corporations are invested in establishing daily use early in customers’ lives and maintaining individual excess consumption. To this end, corporations use misinformation to lobby against changes in legislation or clinical guidelines that seek to limit product access (19).

Secondly, due to their low production cost, low mass (135 mg), and no storage requirements (20, 21), OxyContin (and other prescription opioids) are ideal for international export. Indeed, in the 2010s, as US sales of OxyContin by the Sackler family-owned Purdue Pharma were stagnating because of prescribing restrictions and possible saturation of the domestic market (22), opioid industry began to target low- and middle income countries (LMIC). A 2016 LA Times investigation (23) reported that Mundipharma, i.e., a conglomerate of companies also belonging to the Sacklers, has undertaken lobbyism activities “right out of the playbook of Big Tobacco” to expand OxyContin into markets in Africa, Asia, Latin America, and the Middle East. In addition to hosting seminars targeting prescribers, this has involved aggressive marketing such as patient discounts for prescription opioids (foot-in-the-door technique) as well as policy interference in the context of poor legislation and regulation in LMICs, driving opioid consumption in places ill-prepared to deal with its negative impacts on public health (23). The provision of product discounts can have devastating unintended consequences in LMIC. In the 1970s, thousands of infants died from malnutrition after Nestlé had distributed free product samples of infant formula to parents in African and Asian hospitals (24). Mothers ceased breastfeeding (considering it inferior to formula), mixed formula with unclean water, or diluted it too much after the free samples had run out (24).



1.1.2 Corporate use of misinformation

In 1996, the American Pain Society advocated that healthcare providers should screen for pain as “fifth vital sign” (P5VS initiative), which was subsequently adopted by the US Veterans Health Administration in a national strategy to include mandatory pain screening and pain-related patient satisfaction questions (25). Coinciding with the P5V5 initiative, Purdue Pharma brought to market OxyContin, which it was advertising as a novel opioid pain medication that was long-acting and therefore “less prone to abuse” (26, 27).

As early as 2003, the US Drug Enforcement Administration established that Purdue Pharma’s “aggressive, excessive and inappropriate” product marketing under-communicated risks and “very much exacerbated” abuse of OxyContin (23). OxyContin marketing sought to normalize prescription opioid use by shaping public opinion through direct consumer-advertising with the promise of pain-free living (such as the slogan “There Can Be Life with Relief”) (28). In parallel, thousands of prescribers were targeted with misinformation, including a 2007 American Medical Association training on pain management “made possible by an educational grant from Purdue Pharma” (29, 30).

At all-expenses-paid seminars involving supposedly independent “key opinion leaders” such as pain management specialists and patient charities, doctors were encouraged to “overcome their opiophobia” and prescribe opioids for a wider range of medical indications (31). As Pettigrew et al. (30) write: “Purdue Pharma set up “pain groups” as part of a wider “pain movement” to promote the use of the opioid OxyContin to treat a wide range of conditions – from cancer and severe pain management initially to more minor conditions, and increasingly higher doses – while denying it was addictive.” In Australia for example, Mundipharma sponsored over 3,000 pain-related educational events from 2011 to 2015 which targeted doctors and nurses in the interest of opioid promotion (32). An internal Purdue Pharma analysis found that physicians who attended these events wrote more than double the number of OxyContin prescriptions of non-attendees (23). The role of pharmaceutical industry in provider education is thus problematic (31).



1.1.3 Diversionary tactics

By using self-serving slogans such as “drink responsibly” or “smoke responsibly,” industry tend to shift responsibility onto the individual to detract from corporate harm. Notably, “responsible” behavior is left purposely vague in these slogans (5).

In its response to the opioid crisis, Purdue and its owners, the Sackler family, strategically blamed consumers for their “irresponsible use” of OxyContin. As Radden Keefe (33) writes in his history of the opioid epidemic: “People did abuse these drugs, Arthur [Sackler] conceded. But the real explanation for this phenomenon was not any intrinsically addictive properties of the drugs themselves. Rather it was a reflection of the addictive personalities of the users themselves. What Purdue should do, he decreed, was “hammer on the abusers in every way possible.” They are “the culprits” he declared. “They are reckless criminals.””

On 30 May 2023, a New York court of appeals granted immunity to the Sackler family, ruling in a $6 billion USD settlement agreement (34) that all family members will be protected from current and future lawsuits over their role in Purdue Pharma’s opioid business (35). The case has been moved to the US Supreme Court where it is currently on hold and will be reviewed in December 2023 (36).




1.2 Policy inertia: what are the reasons for the slow response to man-made crises?

Another commonality between the North American opioid epidemic and other man-made crises is the collective experience that “had we intervened sooner the current situation could have been different or perhaps even averted” (7). What are then the reasons for our historically slow response to silent epidemics that unfold before our eyes? And how does our response to man-made crises differ from our management of “natural epidemics”?

A particular challenge to public health arises from the fact that, at the level of individual trajectories of drug use, adverse health effects can often only be detected many years after first drug exposure. Rhodes and Lancaster (37) make a compelling case that the short-term focus of early warning systems and outbreak detection is unsuitable for the description of the “slow death” or “slow emergency” of opioid overdose. In Europe, the average age of drug-induced deaths is 41 years (38), occurring likely more than two decades after the onset of drug use in many individuals. Statistically speaking, overdose death is a rare event (39) relative to the number of people who use opioids and their frequency of use, which makes time-sensitive changes in the rate of overdoses difficult to detect at population level.

The duration of the time window between initial use of a drug and the occurrence of drug-related harms will likely also depend on the drug’s potency and its abuse potential. For instance, the arrival of illicitly manufactured fentanyl (a highly potent full opioid agonist) on the drug market in US cities around the year 2013 almost immediately led to a rise in overdose fatalities, which is now considered the onset of the “third wave” of the US opioid epidemic (40). Tramadol, by contrast, is considered a ‘weak opioid’ with mixed mechanism and lower abuse potential than other opioid analgesics (41, 42). According to the World Drug Report (9) an epidemic of non-medical use of tramadol is currently unfolding along trade routes in North Africa, West Africa, the Near and Middle East and South-West Asia, posing great health risks. First indicators of harm have included the increase in treatment demand for tramadol use disorder in some African as well as local reports of high rates of tramadol involvement in traffic accidents (9, 43). However, due to lack of epidemiological data on drug use and routine toxicology testing in the affected regions, the current scale of this epidemic in the making is unknown, and public health interventions remain largely absent.

In man-made crises, availability of epidemiological data is not enough for change to occur. As early as 2003, the US FDA issued a warning letter to Purdue Pharma over its omission and minimization of the safety risks associated with OxyContin in the product’s marketing materials (28). Two years later, Cicero et al. (44), reported an increase in nonmedical use of OxyContin “among street and recreational drug users” based on epidemiological surveillance data (RADARS; 2002–04), concluding that “steps need to be taken to reduce prescription drug abuse.”

Yet, policy inertia from both North American regulatory agencies (Health Canada, US FDA) and relevant public health bodies prevailed. This enabled Purdue Pharma’s ongoing OxyContin sales to cause addiction and death in the population – at the expense of individuals, governments, and non-governmental organizations having to meet these costs.

Using the notion of inductive risk to illustrate the moral severity of errors at the post-marketing approval stage, Bavli and Steele (45) argue that Health Canada could have prevented significant public health harm if it had applied a less strict standard of evidence as requirement for revisions to the OxyContin product monograph, which understated the risk profile of the drug.

Within the addiction care system, many evidence-based practices were available in the first wave of the opioid epidemic, including the expansion of access to medications for opioid use disorder (methadone or buprenorphine treatment; naloxone for overdose reversal) and harm reduction measures (e.g., needle and syringe programs). Still, these were not systematically being implemented until after the Unites States entered the second and third wave of the opioid epidemic, with increases in heroin- and fentanyl-related deaths beginning in 2010 and 2013, respectively (46). In the meantime, opioid overdoses and mortality had escalated, leaving North American healthcare systems increasingly unable to cope.



1.3 What is the role of industry in science?

For pharmaceutical industry, scientific publication of results from clinical trials is a key marketing strategy for drugs. However, in clinical trials conducted or sponsored by industry, potential bias in the selection of study design and outcomes as well as lack of transparency in reporting threaten patient safety. As Bero (47) writes, “empirical research demonstrates that pharmaceutical […] industry funding biases human studies towards outcomes that are favorable to the sponsor, even when controlling for other biases in the methods.”

Indeed, in their retrospective analysis of regulatory data submitted by Purdue Pharma to Health Canada for the approval of OxyContin, Pappin et al. (48) determined that “[n]one of the trials sponsored by Purdue Pharma sought to meaningfully assess the risks of misuse or addiction associated with OxyContin. The trials were short in duration (maximum length was 24 days) and only assessed safety and efficacy of a 12-h dosing interval. Also, the two trial reports that explicitly mentioned (but did not formally evaluate) the risk of misuse were not published.”

Importantly, Purdue Pharma external funding awards were not limited to specific project grants (e.g., for clinical trials) but has also included institutional donations from Sackler family charities to leading universities in the United Kingdom and US (49). A recent New York Times (2023) investigation documented that – In a clear conflict of interests – the National Academies of Sciences, Engineering and Medicine, a nongovernmental institution, received approximately $19 million in Sackler donations while advising the US federal government on opioid policy (50).

These institutional donations are akin to former tobacco industry funding of universities to conduct studies into various health topics – so-called “red herring” research that could serve as distraction from the corporate agenda of boosting tobacco sales (30, p. 53). Within the opioid industry, corporate funding of service user initiatives (51) or the recent Purdue Pharma announcement of investment into ‘opioid rescue medicines’ (35) arguably fall in the same category. Analogous to pharmaceuticals and tobacco, the negative impact of the “funding effect” on research agendas and integrity has been documented for the alcohol and, more recently, cannabis industries (52).




2 Discussion and conclusion

The origins of the prescription opioid epidemic may be traced to innovations in drug development with the promise of improved pain management. However, through multiple factors, including fraudulent marketing from pharmaceutical industry as well as policy inertia, the resulting crisis represents a multi-system failure of regulation exploited by corporate greed.

Unlike natural disasters or viral disease outbreaks that are confined in space or time, manmade crises develop gradually as commercial determinants affect health through proximal and distal pathways. Due to a lag in outcomes, their onset and initial evidence of harm are more challenging to identify, which can hinder early public health response.

The prolonged US opioid crisis has accounted for a death toll far higher than the country’s natural disasters. Still, it was only declared a Public Health Emergency in 2017 (53) – more than two decades after OxyContin became commercially available. In the meantime, opioid prescribing and related deaths continued to disproportionately affect US communities with greater levels of deprivation (54). As we have demonstrated through application of the CDOH framework, the prescription opioid epidemic exemplifies what West and Marteau (4) described as “the tension between wealth- and health-creation,” where public health is fundamentally at odds with the profit motive of industries producing addictive commodities.

To contend with industry influence in science, including the growing role of industry-academia collaborations, society needs to set up more stringent mechanisms for declaring conflicts of interests at individual and institutional level as well as corporate lobbying activities. This becomes increasingly relevant for the addictions field as corporations are heavily investing in lobbying for exemptions from the international prohibition of cannabis and psychedelics, promoting their therapeutic or recreational use (55, 56). Moreover, real-world data as well as transparency in the public documentation of clinical trial data (57) and regulators’ data interpretation are needed (48).

To prevent future crises involving addictive commodities from occurring, regulatory agencies will require appropriate staffing capacity to review safety data and promotional materials (31). At the post-approval stage, regulators should apply a less strict standard of evidence of product-related harm in individuals to avoid population-level adverse consequences (45). If a crisis develops, industry-independent funding for rapid assessments will be crucial to gather evidence and inform health policy.

Finally, at the benefit of corporate profits, medical systems are designed to initiate patients on drugs, not take them off (58). Despite minimal evidence of their long-term effectiveness, overprescribing of opioids has put patients at risk of dependence, side effects, and drug–drug interactions (59). Research funding is urgently needed to study safe strategies for deprescribing opioids and other medications with potential for addiction or physical dependence.

To quote the conceptualization of the CDOH by Gilmore et al. (5), pharmaceutical companies will “need to meet the true costs of the harm they cause, governments will need to exercise their power in holding [these] commercial entities to account, and [clinical] norms [and practices] need to be reshaped in the public interest.”



Data availability statement

The original contributions presented in the study are included in the article/supplementary material, further inquiries can be directed to the corresponding author.



Author contributions

RM: conceptualization, writing of original draft, review and editing. DE: conceptualization and review. SS: conceptualization and review. TC: conceptualization, review and editing, and supervision.



Funding

RM indirectly received, through her former employer King’s College London, funding from Mundipharma Research Ltd. that supported her position of employment (2019–21). RM was supported by the National Institute for Health Research (NIHR) Biomedical Research Centre for Mental Health at South London and Maudsley NHS Foundation Trust and King’s College London.



Acknowledgments

The authors thank Helge Waal for his thoughtful review and helpful suggestions.



Conflict of interest

The authors declare that the research was conducted in the absence of any commercial or financial relationships that could be construed as a potential conflict of interest.

RM declared that they were an editorial board member of Frontiers, at the time of submission. This had no impact on the peer review process and the final decision.



Publisher’s note

All claims expressed in this article are solely those of the authors and do not necessarily represent those of their affiliated organizations, or those of the publisher, the editors and the reviewers. Any product that may be evaluated in this article, or claim that may be made by its manufacturer, is not guaranteed or endorsed by the publisher.



References

 1. Jha, MK. Natural and anthropogenic disasters: an overview In: MK Jha, editor. Natural and anthropogenic disasters: vulnerability, preparedness and mitigation. Dordrecht: Springer (2010). 1–16.

 2. McEwen, S, and Prakken, S. Reducing the oversupply of prescription opioids. N C Med J. (2018) 79:175–80. doi: 10.18043/ncm.79.3.175 

 3. Babor, TF, and Ferreira-Borges, C. Anatomy of two epidemics: what we can learn from studying long waves of alcohol and opioid use. J Stud Alcohol Drugs. (2019) 80:485–8. doi: 10.15288/jsad.2019.80.485

 4. West, R, and Marteau, T. Commentary on Casswell (2013): the commercial determinants of health. Addiction. (2013) 108:686–7. doi: 10.1111/add.12118

 5. Gilmore, AB, Fabbri, A, Baum, F, Bertscher, A, Bondy, K, Chang, HJ , et al. Defining and conceptualising the commercial determinants of health. Lancet. (2023) 401:1194–213. doi: 10.1016/S0140-6736(23)00013-2 

 6. Compton, WM, and Jones, CM. Epidemiology of the U.S. opioid crisis: the importance of the vector. Ann N Y Acad Sci. (2019) 1451:130–43. doi: 10.1111/nyas.14209 

 7. Clausen, T. What lessons from Norway’s experience could be applied in the United States in response to the addiction and overdose crisis? Addiction. (2022) 117:1192–4. doi: 10.1111/add.15845 

 8. Muller, AE, Clausen, T, Sjøgren, P, Odsbu, I, and Skurtveit, S. Prescribed opioid analgesic use developments in three Nordic countries, 2006-2017. Scand J Pain. (2019) 19:345–53. doi: 10.1515/sjpain-2018-0307 

 9. UNODC. World Drug Report. (2022). Available from: https://www.unodc.org/unodc/data-and-analysis/world-drug-report-2022.html

 10. Edvardsen, HME, and Clausen, T. Opioid related deaths in Norway in 2000–2019. Drug Alcohol Depend. (2022) 232:109281. doi: 10.1016/j.drugalcdep.2022.109281 

 11. Gjersing, L, and Amundsen, E. Increasing trend in accidental pharmaceutical opioid overdose deaths and diverging overdose death correlates following the opioid prescription policy liberalization in Norway 2010–2018. Int J Drug Policy. (2022) 108:103785. doi: 10.1016/j.drugpo.2022.103785 

 12. Pierce, M, van Amsterdam, J, Kalkman, GA, Schellekens, A, and van den Brink, W. Is Europe facing an opioid crisis like the United States? An analysis of opioid use and related adverse effects in 19 European countries between 2010 and 2018. Eur Psychiatry. (2021) 64:e47. doi: 10.1192/j.eurpsy.2021.2219 

 13. van Amsterdam, J, Pierce, M, and van den Brink, W. Is Europe facing an emerging opioid crisis comparable to the U.S.? Ther Drug Monit. (2021) 43:42–51. doi: 10.1097/FTD.0000000000000789

 14. Kalkman, GA, Kramers, C, van den Brink, W, and Schellekens, AFA. The north American opioid crisis: a European perspective. Lancet. (2022) 400:1404. doi: 10.1016/S0140-6736(22)01594-X 

 15. van den Brink, W, Pierce, M, and van Amsterdam, J. What lessons from Europe’s experience could be applied in the United States in response to the opioid addiction and overdose crisis? Addiction. (2022) 117:1197–8. doi: 10.1111/add.15839 

 16. Knai, C, Petticrew, M, Capewell, S, Cassidy, R, Collin, J, Cummins, S , et al. The case for developing a cohesive systems approach to research across unhealthy commodity industries. BMJ Glob Health. (2021) 6:e003543. doi: 10.1136/bmjgh-2020-003543 

 17. Stuckler, D, McKee, M, Ebrahim, S, and Basu, S. Manufacturing epidemics: the role of global producers in increased consumption of unhealthy commodities including processed foods, alcohol, and tobacco. PLoS Med. (2012) 9:e1001235. doi: 10.1371/journal.pmed.1001235 

 18. Adams, PJ. The question of industry partnerships In: N Maani, M Pettigrew, and S Galea, editors. The commercial determinants of health. Oxford: Oxford University Press (2023)

 19. Adams, PJ, and Livingstone, C. Addiction surplus: the add-on margin that makes addictive consumptions difficult to contain. Int J Drug Policy. (2015) 26:107–11. doi: 10.1016/j.drugpo.2014.07.018 

 20. TGA. OxyContin® modified release tablets. (2015). Available at: https://www.tga.gov.au/sites/default/files/foi-1299-75.pdf

 21. USSC. United States Sentencing Commission. (2019). Amendment 657. Available at: http://www.ussc.gov/guidelines/amendment/657

 22. Radden Keefe, P. The Family That Built an Empire of Pain. The New Yorker. (2017); Available from: https://www.newyorker.com/magazine/2017/10/30/the-family-that-built-an-empire-of-pain (Accessed June 12, 2023)

 23. Ryan, H, Girion, L, and Glover, S. www.latimes.com. (2016). OxyContin goes global — “We’re only just getting started.” Available at: http://www.latimes.com/projects/la-me-oxycontin-part3/

 24. Mialon, M, Anaf, J, and Baum, F. Learning from experience In: N Maani, M Pettigrew, and S Galea, editors. The commercial determinants of health. (2023). Oxford University.

 25. Scher, C, Meador, L, Van Cleave, JH, and Reid, MC. Moving beyond pain as the fifth vital sign and patient satisfaction scores to improve pain care in the 21st century. Pain Manag Nurs. (2018) 19:125–9. doi: 10.1016/j.pmn.2017.10.010 

 26. FDA (2023). Timeline of selected FDA activities and significant events addressing substance use and overdose prevention. Available at: https://www.fda.gov/drugs/information-drug-class/timeline-selected-fda-activities-and-significant-events-addressing-substance-use-and-overdose

 27. Helmore, E. Enduring pain: how a 1996 opioid policy change had long-lasting effects. The Guardian (2018) Available at: https://www.theguardian.com/us-news/2018/mar/30/enduring-pain-how-a-1996-opioid-policy-change-had-long-lasting-effects

 28. FDA. Warning letter. (2003) Available at: https://wayback.archive-it.org/7993/20170112065652/http://www.fda.gov/downloads/Drugs/GuidanceComplianceRegulatoryInformation/EnforcementActivitiesbyFDA/WarningLettersandNoticeofViolationLetterstoPharmaceuticalCompanies/UCM168946.pdf

 29. Lurie, J. Purdue Pharma drove the opioid crisis. The American Medical Association still took millions from it. Mother Jones. (2021) Available at: https://www.motherjones.com/politics/2021/08/purdue-pharma-american-medical-association-relationship-opioid-crisis-public-health/

 30. Petticrew, M, Maani, N, and Van Schalkwyke, MC. The role of commercial influences in public understandings of harms, causes, and solutions In: N Maani, M Pettigrew, and S Galea, editors. The commercial determinants of health. Oxford: Oxford University Press (2023)

 31. Van Zee, A. The promotion and marketing of OxyContin: commercial triumph. Public Health Tragedy. (2008) 99:221–7. doi: 10.2105/AJPH.2007.131714 

 32. Grundy, Q, Mazzarello, S, Brennenstuhl, S, and Karanges, EA. A comparison of educational events for physicians and nurses in Australia sponsored by opioid manufacturers. PLoS One. (2021) 16:e0248238. doi: 10.1371/journal.pone.0248238 

 33. Radden, KP. Empire of pain: the secret history of the Sackler dynasty. London: Picador (2021).

 34. Jaffe, S. Sackler money to go towards reducing overdose deaths. Lancet. (2023) 401:1918. doi: 10.1016/S0140-6736(23)01178-9 

 35. Radford, A. Sackler family wins immunity from opioid lawsuits. BBC News [Internet] (2023) Available at: https://www.bbc.com/news/world-us-canada-65764307

 36. Smyth, J. US supreme court halts $6bn Purdue opioid settlement in blow to Sacklers. Financial Times (2023) Available at: https://www.ft.com/content/5af08faf-1b87-47fa-b78d-4ff29eeebe4f

 37. Rhodes, T, and Lancaster, K. Early warnings and slow deaths: a sociology of outbreak and overdose. Int J Drug Policy. (2023) 117:104065. doi: 10.1016/j.drugpo.2023.104065 

 38. EMCDDA. European Drug Report (2022): Trends and developments. Available at: https://www.emcdda.europa.eu/publications/edr/trends-developments/2022_en

 39. Strang, J, Bird, SM, and Parmar, MKB. Take-home emergency naloxone to prevent heroin overdose deaths after prison release: rationale and practicalities for the N-ALIVE randomized trial. J Urban Health. (2013) 90:983–96. doi: 10.1007/s11524-013-9803-1 

 40. D’Orsogna, MR, Böttcher, L, and Chou, T. Fentanyl-driven acceleration of racial, gender and geographical disparities in drug overdose deaths in the United States. PLOS Global Public Health. (2023) 3:e0000769. doi: 10.1371/journal.pgph.0000769 

 41. Dunn, KE, Bergeria, CL, Huhn, AS, and Strain, EC. A systematic review of laboratory evidence for the abuse potential of tramadol in humans. Front Psych. (2019) 10:704. doi: 10.3389/fpsyt.2019.00704 

 42. Edinoff, AN, Kaplan, LA, Khan, S, Petersen, M, Sauce, E, Causey, CD , et al. Full opioid agonists and tramadol: pharmacological and clinical considerations. Anesth Pain Med. (2021) 11:e119156. doi: 10.5812/aapm.119156 

 43. Tecimer, N. The dangerous opioid from India. (2018) Available from: https://www.csis.org/analysis/dangerous-opioid-india

 44. Cicero, TJ, Inciardi, JA, and Muñoz, A. Trends in abuse of Oxycontin and other opioid analgesics in the United States: 2002-2004. J Pain. (2005) 6:662–72. doi: 10.1016/j.jpain.2005.05.004

 45. Bavli, I, and Steele, D. Inductive risk and OxyContin: the ethics of evidence and post-market surveillance of Pharmaceuticals in Canada. Public Health Ethics. (2020) 13:300–13.

 46. CDC. Understanding the opioid overdose epidemic. (2022). Available from: https://www.cdc.gov/opioids/basics/epidemic.html

 47. Bero, L. Industry influence on research: a cycle of bias In: N Maani, M Pettigrew, and S Galea, editors. The commercial determinants of health. Oxford: Oxford University Press (2023)

 48. Pappin, J, Bavli, I, and Herder, M. On what basis did Health Canada approve OxyContin in 1996? A retrospective analysis of regulatory data. Clin Trials. (2022) 19:584–90. doi: 10.1177/17407745221108436 

 49. Financial Times. Oxford university stuck with Sacklers as opioid deaths led others to cut ties. Available at: https://www.ft.com/content/31cb17b1-ce82-4d3b-b400-86d275da49d0 (Accessed June 12, 2023)

 50. Jewett, C. Sacklers gave millions to institution that advises on opioid policy. The New York Times (2023) Available at: https://www.nytimes.com/2023/04/23/health/sacklers-opioids-national-academies-science.html

 51. EuroNPUD. OAT client guide. (2022). Available at: http://www.civilsocietyforumondrugs.eu/wp-content/uploads/2021/02/EuroNPUD-OST-Client-Guide-Int-English.pdf

 52. Grundy, Q, Imahori, D, Mahajan, S, Garner, G, Timothy, R, Sud, A , et al. Cannabis companies and the sponsorship of scientific research: a cross-sectional Canadian case study. PLoS One. (2023) 18:e0280110. doi: 10.1371/journal.pone.0280110 

 53. Haffajee, RL, and Frank, RG. Making the opioid public health emergency effective. JAMA Psychiatry. (2018) 75:767–8. doi: 10.1001/jamapsychiatry.2018.0611 

 54. Kurani, S, McCoy, RG, Inselman, J, Jeffery, MM, Chawla, S, Rutten, LJF , et al. Place, poverty and prescriptions: a cross-sectional study using area deprivation index to assess opioid use and drug-poisoning mortality in the USA from 2012 to 2017. BMJ Open. (2020) 10:e035376. doi: 10.1136/bmjopen-2019-035376 

 55. Bedi, G, and Mcgorry, P. The Republic Medical. (2023). MDMA and psilocybin: what happens now? Available at: http://www.medicalrepublic.com.au/mdma-and-psilocybin-what-happens-now/87805

 56. Barnes, O. Cannabis companies proliferate on list of fastest-growing American businesses. Financial Times. (2023) Available at: https://www.ft.com/content/1b2e8e3e-27c8-404b-b90d-cb89352b8b9f

 57. Goldacre, B. How to get all trials reported: audit, better data, and individual accountability. PLoS Med. (2015) 12:e1001821. doi: 10.1371/journal.pmed.1001821 

 58. The Economist. Too many people take too many pills. The Economist [Internet]. Available at: https://www.economist.com/science-and-technology/2023/04/26/too-many-people-take-too-many-pills (Accessed June 12, 2023)

 59. Cohen, SP, and Hooten, WM. Balancing the risks and benefits of opioid therapy: the pill and the pendulum. Mayo Clin Proc. (2019) 94:2385–9. doi: 10.1016/j.mayocp.2019.10.006 


Copyright
 © 2024 McDonald, Eide, Skurtveit and Clausen. This is an open-access article distributed under the terms of the Creative Commons Attribution License (CC BY). The use, distribution or reproduction in other forums is permitted, provided the original author(s) and the copyright owner(s) are credited and that the original publication in this journal is cited, in accordance with accepted academic practice. No use, distribution or reproduction is permitted which does not comply with these terms.

OPS/xhtml/Nav.xhtml




Contents





		Cover



		Pills and the damage done: the opioid epidemic as man-made crisis



		1 Introduction



		1.1 Cross-industry mechanisms: what parallels does the prescription opioid epidemic have with other industries that create significant health damage?



		1.1.1 Parallels in marketing with unhealthy commodity industries



		1.1.2 Corporate use of misinformation



		1.1.3 Diversionary tactics









		1.2 Policy inertia: what are the reasons for the slow response to man-made crises?



		1.3 What is the role of industry in science?









		2 Discussion and conclusion



		Data availability statement



		Author contributions



		Funding



		Acknowledgments



		Conflict of interest



		Publisher’s note



		References



















OPS/images/cover.jpg
& frontiers | Frontiers in Public Health

Pills and the damage done: the
opioid epidemic as man-made
crisis












OPS/images/crossmark.jpg
©

2

i

|






OPS/images/logo.jpg
& frontiers Frontiers in Public Health






