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ABSTRACT

Objectives: Primary care providers (PCPs) treat the vast major-
ity of gastroesophageal reflux (GERD) and chronic constipation 
(CC) patients in the United States. The aim of this study was to 
evaluate how PCPs perceive and utilize store brand and brand 
name OTC products for GERD and CC. 

Methods: A 33-question survey was electronically sent to 
622 eligible PCPs from the Internal Medicine Insider Research 
panel. The survey asked respondents about their usage of store 
brand and brand name OTCs for patients with GERD and CC, 
and requested their opinions about the quality, efficacy, safety, 
and price of these medications. Chi-square and students'  
t tests were utilized for bivariate analysis. 

Results: A total of 337 PCPs (54% response rate) completed 
the survey. For the typical GERD and CC patient, 64% and 
98% of PCPs utilized OTC medications for first-line treatment, 
respectively. Proton pump inhibitors (PPIs) were the most 
common OTC utilized for GERD (59%), while OTC fiber supple-
ments (45%) were utilized most commonly for CC. The vast 
majority of PCPs felt that OTC store brand and brand name 
PPIs (79%) and polyethylene glycol (PEG) 3350 (87%) were 
equally effective. Despite this, only 24.7% of physicians have 
“some or extensive” discussion with patients about the use of 
store brand products in the treatment of their gastrointestinal 
disease. PCPs believed that store brand products were less 
expensive than brand name products, but more than 60% un-
derestimated the cost savings (>20%) for both PPIs and PEG 
3350. Few physicians had knowledge regarding the regulation 
of store brands.

Conclusions: For PCPs, OTC drugs are the cornerstone of 
treating GERD and CC patients. Though the majority of PCPs 
feel that store brand and brand name treatments offer similar 
effectiveness and reduced cost for GERD and CC patients, few 
discuss these points with their patients. Systematic efforts are 
needed to ensure that patients are better educated about low-
cost treatment options for GERD and CC.
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G astroesophageal reflux (GERD) and chronic constipation 
(CC) are common gastrointestinal complaints seen by 
primary care providers (PCPs). GERD affects at least 

20% of the US population and is the fourth most common 
chronic condition seen in primary care.1,2 Constipation affects 
16% of all adults and 33% of adults 60 years or later.3 Both 
disorders have high direct medical costs, with GERD being the 
leader of all digestive diseases at $12.1 billion yearly.4 For both 
disorders, medications contribute significantly to these costs.4

For both GERD and CC, the medication landscape has 
changed significantly in the last 10 years. This is primarily 
due to the availability of OTC formulations— either generic 
or store brand (ie, Target-brand omeprazole or Walmart-brand 
PEG 3350) or brand name (ie, Prilosec or Miralax)—of drugs 
previously available only by prescription. Brand name and 
store brand OTC drugs each contain the same active ingredient, 
but differ in price. Third-party payers are increasingly refusing 
to initially cover the cost of high-tier prescription medications 
for “lifestyle conditions.” This forces patients with conditions 
like GERD and CC to purchase OTC options out of pocket, 
placing a premium on economic value in addition to efficacy.

 As PCPs see the most patients with GERD5,6 and CC,7 it is 
critical to understand their prescribing practices regarding 
prescription and OTC products in this era of cost consciousness. 
Therefore, the aim of this study was to assess how US PCPs 
perceive and utilize prescription as well as brand name and 
store brand OTC medications for GERD and CC, and to assess 
PCPs’ knowledge of the federal regulation of OTC medications. 
We hypothesized that US PCPs would be very familiar with and 
commonly recommend OTC medications for GERD and CC, 
but that they would have little knowledge of manufacturing, 
efficacy, and price differences between store brand OTC 
gastrointestinal medications and brand name alternatives. 

MATERIALS AND METHODS
Sample Population
After attaining exemption through the University of Michigan 
Medical School institutional review board, a nationally 
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representative sample of US internists 
was surveyed in 2015. For our sampling 
frame, we utilized the American Col-
lege of Physicians (ACP) Research 
Center’s Internal Medicine Insider 
Research panel, which is a represen-
tative group of ACP members who 
have voluntarily agreed to participate 
in periodic physician surveys.8 The 
eligible population consisted of 622 
internists of the 1286 ACP members 
who are representative of the United States ACP membership 
across multiple demographic characteristics. Panelists 
who completed surveys were awarded $10 electronic gift 
cards. Information was not collected on nonresponders. 
To attain a 95% confidence level with a 5% margin of error 
for our results, we required a response from at least 244 
of the 662 members.

Survey Methods
The survey was developed by the authors after careful 
literature review and consulting with physicians regarding 
their prescribing practices for GERD and CC. All of the 
authors reviewed, tested, and edited the questions for 
readability. This survey was formulated without any 
influence from our pharmaceutical sponsor. Participants 
answered 33 questions assessing sociodemographics, 
including age, race/ethnicity, practice type, years of practice, 
and weekly patient volume; their usage of store brand and 
brand name OTCs for GERD and CC; and their knowledge 
about these products’ source, quality, efficacy, safety, and 
price, especially in comparison to one another (EAPPENDIX, 
available at ajpb.com). Respondents were also assessed on 
their knowledge of the OTC regulatory process. 

Statistical Analysis
Survey data were analyzed using descriptive statistics. Ques-
tions were examined to assess differences in respondent’s 
gender, practice type, practice region, years in practice, 
and patient volume. Practice years were categorized into 
3 categories: 10 years or less, 11 to 20 years, and greater 
than 20 years. Primary outcome measures were the reported 
first-line medications used for routine patients with GERD or 
CC. We then performed bivariate analysis for demographic 
predictors including age, race/ethnicity, practice type, 
years in practice, and weekly patient volume for each of the 
survey’s questions using c2 and students' t tests. Two-sided 
P values >.05 were considered to be statistically significant. 
Statistical analyses were performed using SPSS version 
23 (IBM Corp; Armonk, New York). 

RESULTS
Of the 662 potential respondents, 337 internists (54% 
response rate) completed and returned the survey. Charac-
teristics of the study population are described in TABLES 1 
and 2. Our study population was comparable with the 
current composition of US ACP members. The majority 
of participants were male (58.5%) and Caucasian (63%) 
with 47% in practice for more than 20 years. Respondents 
represented all 4 US geographic regions, with the largest 
response coming from the Western region (31%).

GERD
For the typical acid reflux patient, 64.5% of participants 
recommended an OTC medication as a first-line treatment 

PRACTICAL IMPLICATIONS
■■ The majority of internists utilize OTC products as the cornerstone of treatment for both gastro-

esophageal reflux disease and chronic constipation. 

■■ Though the majority of primary care providers feel that store brand and brand name treat-
ments offer similar effectiveness for both complaints, few directly discussed this opinion with 
their patients. 

■■ More than half of respondents recognized the cost savings associated with store brand versus 
brand name treatments.

Table 1. Study Participant Characteristics (N = 337)

Variable Categories N %

Physician Practice Residency/fellowship program 95 28

Office-based practice 162 48

Hospital-based practice 6 1.8

Academic 32 9.4

US government 20 5.9

HMO 5 1.5

Other 17 5

Age (years) ≤45 159 47

46-60 128 38

>60 49 15

Gender Male 197 59

Female 140 42

Hispanic, Latin, or 
Spanish origin

Yes 18 5

Racial group(s) White 212 63

Black/African American 9 3

Asian 92 27

Native Hawaiian/other Pacific Islander 1 <1

American Indian/Alaska Native 4 1

Other 29 9

HMO indicates health maintenance organization. 
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(TABLE 3). Proton pump inhibitors (PPIs), both OTC and 
prescription, were the most commonly prescribed (59.4%) 
in the typical reflux patient. Almost two-thirds (63.5%) 
of the respondents who recommended a PPI suggested 
an OTC product. Thirty-one percent of practitioners 
started treatment for GERD with either an OTC (17.3%) 
or prescription (13.7%) H2 receptor antagonist (H2RA). 
Providers in the Midwest were least likely to utilize H2RAs 
(7%) for first-line treatment compared with other parts of 
the country (28.1% Northeast, 20.3% South, 29.7% West [P 
= .01]). The remaining practitioners (9.3%) recommended 
OTC antacids. There were no other predictors for the 
physicians who practiced “step-up” therapy, ie, used an 
antacid or H2RA as first-line medication. 

More than three-fourths of respondents (76%) felt that 
store brand PPIs had an equal bioequivalence to brand name 
PPIs, and 82% of respondents felt that store brand PPIs were 
equally or more clinically effective than brand name PPIs. 
However, despite this belief, only 25.1% of respondents 
specifically recommended a store brand PPI “always” 
or “most of the time.” There were no defining provider 
or practice characteristics with this recommendation. 
Conversely, 19.1% of respondents specifically directed 

their patients to purchase a brand name PPI “always” or 
“most of the time.”

Respondents underestimated the cost savings of store 
brand products compared with brand name products for 
GERD. Overall, 61% of respondents did not realize that 
cost savings could exceed 20% by purchasing a store brand 
OTC instead of a brand name OTC for GERD treatment. 
However, 46.6% of respondents understood that store 
brand products offered some cost savings (1%-20%) in 
comparison with brand name products.

Chronic Constipation 
For typical patients with CC, more than 98% of respondents 
utilized an OTC for first-line therapy, including fiber 
supplements, stimulants, osmotics, and stool softeners 
(FIGURE). Fiber supplements were the primary first-line 
therapy utilized for CC, with 45.7% of respondents 
recommending this therapy. Less than 2% of respondents 
recommended a prescription medication such as linaclotide 
as a first-line therapy. No respondents recommended the 
prescription medication lubiprostone as a first-line therapy. 
For patients who failed to improve after first-line therapy, 
nearly 88% of respondents continued to recommend 
OTCs as a second-line therapy, with osmotics as the 
first choice (29.8%) and OTC stimulants a close second 
(27%) (Figure). Only 12.5% of respondents recommended 
prescription medications for second-line therapies. For 
those who prescribed OTC fiber as first-line treatment, 
osmotics (OTC 44.2% and Rx 5.4%) were the most 
commonly prescribed second-line treatment. OTC stool 
softeners and stimulants were second-line choices of 32% 
and 16.3% of providers who initially prescribed fiber, 
respectively. Stool softeners were utilized by 23.3% and 
19.3% of providers for first-line and second-line treatment, 
respectively. Providers aged 45 years or less were the most 
likely to use stool softeners (31%) for first-line treatment, 
compared with physicians aged 46-60 years (18.1%) and 
older than 60 years (14.3%) (P = .01). No other predictors 
for CC prescribing practices were seen.

Respondents were asked to assess the effectiveness of 
store brand polyethylene glycol  (PEG) 3350 to its brand 
name counterpart PEG 3350 (Miralax). Eighty-seven percent 
of respondents believed that store brand PEG 3350 and 
Miralax were equally effective, and 2% believed that the 
store brand was slightly or significantly more effective than 
the brand name product. Similar to GERD drugs, respondents 
underestimated the cost savings associated with store brand 
PEG 3350 versus Miralax. About 30% answered that they 
thought the store brand product was more than 20% less 
expensive than the brand name product. A total of 53.4% 

Table 3. First-Line Treatment Recommended by Internists (N = 335) 
for Typical Acid Reflux Patients

Medicine % (n)

OTC antacids 9.3% (31)

OTC H2 receptor antagonists 17.3% (58)

OTC PPIs 37.9% (127)

Rx H2 receptor antagonists 13.7% (46)

Rx PPIs 21.8% (73)

PPI indicates proton pump inhibitor. 

Table 2. Study Participant Practice Characteristics (not including 
physicians in training) (N = 242)

Variable Categories N %

Practice specialty Single specialty 122 50

Multispecialty 120 50

Practice years 1-10 53 22

11-20 75 31

>20 113 47

Employment/professional status Full time 208 86

Part time 34 14

Geographic location Northeast 57 24

Midwest 43 18

West 74 31

South 64 27
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of participants thought the store brand 
was a little less expensive (1%-20%) 
than the brand name.

OTC Regulatory Process
Internists were asked to evaluate 
their knowledge of the drug approval 
process for store brand OTC products. 
More than 70% of respondents reported 
they had “little” or “no” knowledge of 
the approval process for store brand 
products. Furthermore, more than 
75% of respondents had “little” or “no” 
discussion regarding store brand OTC 
medications as a treatment option for 
GERD or CC with their patients. We 
then assessed the internists’ sense of 
bioequivalence of store brand medica-
tions from different retailers. Only 
25.5% of internists “strongly” agreed 
that store brand medications from dif-
ferent retailers (Walgreens, Target, CVS, 
etc) were bioequivalent. Additionally, 
only 22.6% of respondents “strongly” 
agreed that production standards and 
FDA inspections were similar for facilities producing store 
brand OTCs and brand name products. Forty-three percent 
of participants correctly indicated that 1 to 2 manufacturers 
produce the majority of store brand OTC GI medications. 

DISCUSSION
Our survey of US PCPs demonstrated some fascinating 
results on the reported medical treatment of GERD and 
CC. The majority of PCPs utilize OTC medications as the 
cornerstone of treatment for both GERD and CC. Although 
the majority of PCPs feel that store brand and brand name 
treatments offer similar effectiveness for both complaints, 
few directly discussed this opinion with their patients. 
Additionally, more than half the respondents recognized 
some cost savings associated with store brand versus brand 
name treatments. However, providers did not know the 
full extent of the savings. 

For treatment of GERD, the most recent guidelines 
recommend empiric medical therapy with a PPI.9 Six of 
10 internists chose a PPI, whether prescription or OTC, for 
initial use. Still, a significant portion of practitioners (40%) 
would utilize step-up therapy by starting with either an 
antacid or H2RA. This practice was common in the early 
2000s with close to two-thirds of practitioners utilizing 
this strategy.10 Shortly thereafter, however, Howden and 

colleagues performed a clinical trial within a primary care 
setting, demonstrating that step-up therapy was inferior for 
control of GERD symptoms compared with initial PPI and 
continued dosing.11 A national survey of PCPs published 
in 2005 seemed to indicate this practice was largely 
abandoned, with only a minority of providers using this 
method at that time. However, our survey results suggest 
that a significant minority of PCPs still utilizes a “step-up” 
strategy for the treatment of GERD. This may be secondary 
to the emerging reports suggesting adverse effects associated 
with PPIs, such as the potential risk of fractures, clostridium 
difficile infections, hypomagnesemia, and pneumonia.12-19 
Because this survey was performed in August 2015, and 
the associations of PPIs with chronic kidney disease and 
dementia were published and publicized nationally in 
2016,20,21 we may continue to see increased use of step-up 
therapy in 2017 and beyond. 

Internists utilized a variety of OTCs as their first- and 
second-line treatments for constipation. Even though OTC 
fiber supplements were the most commonly recommended 
first-line treatment, they seem to be underutilized by 
participating providers. National guidelines support the use 
of fiber supplements as first-line therapy for constipation.3 
The use of OTC osmotics, specifically PEG 3350, is also a 
reasonable first-line choice for CC.3,22 Interestingly, OTC 
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stool softeners were almost as commonly utilized for 
first-line treatment as OTC osmotics; these were used more 
than twice as commonly by physicians younger than 45 
years compared with older physicians. This is troubling, as 
there is a lack of clinical evidence to support the efficacy of 
docusate for the management of constipation. The available 
data demonstrate that docusate is no more effective than 
placebo.23-25 For second-line treatment for constipation, 
OTC osmotics were the most popular choice, although only 
30% of practitioners chose them. Additionally, there was a 
marked increase in the use of OTC stimulants from first- to 
second-line therapy (4.7%-27%), and the persistent use of 
OTC stool softeners for 1 in 5 providers continued in the 
second line. OTC stimulants work by propagating colonic 
contractions with effects on the balance between secretive 
and absorption.26,27 There were early concerns about the 
use of stimulants and potential damage to the enteric nerve 
system; however, this has not been seen in real-world 
practice.28,29 Stimulants are typically recommended as a 
third-line medication, as either a rescue therapy or as an 
adjunct to an osmotic regimen. 

This survey provided evidence of some other interesting 
thought trends. A majority of the participating internists 
agreed that store brand and brand name PPIs and PEG 
3350 were both bioequivalent and clinically effective. 
Additionally, the majority underestimated the extent of 
cost savings associated with store brand OTC PPIs and PEG 
3350 compared with brand name medications. Importantly, 
only a minority had conversations with patients about 
the clinical effectiveness and cost savings associated 
with store brand products. Thus, significant cost savings 
continue to go unrealized by patients. These findings were 
similar to those that emerged from our survey of practicing 
gastroenterologists.30 It is worth noting that the cost savings 
for a particular store brand PPI is directly correlated to 
the length of time that PPI has been OTC. In addition to 
practitioners having knowledge deficits about this topic, 
it is also possible that conversations don’t happen because 
practitioners are under time constraints during patient 
visits, with too many other things to discuss. Lastly, most 
participants admitted to minimal knowledge about the 
OTC regulatory process, and just about half of internists 
understood the bioequivalence among store brands of 
different retailers and that the production standards and 
FDA inspections are the same for both store brand and 
brand name products. 

This presents an opportunity for further education. 
In order for an OTC to be approved, the brand name 
pharmaceutical company has to demonstrate the following: 
1) the drug is safe and effective, 2) label comprehension 

studies have been performed to ensure the product label 
is understandable, and 3) actual use studies have been 
performed to ensure that the general population can use 
the product correctly according to the label, without a 
prescriber. If the brand name drug is FDA-approved for 
OTC use, the brand name pharmaceutical company has 3 
years of additional exclusivity after coming off patent. The 
approval process for the generic market takes approximately 
5 to 8 years. Generic pharmaceutical companies must apply 
for an amended new drug application (ANDA), despite 
patents on brand name drugs. Fundamentally, brand 
name and store brand medications contain the same active 
ingredient. Although phase 3 efficacy trials are not required, 
bioequivalence studies are needed for FDA approval 
of store brand products.18 Those companies that file an 
ANDA may be sued by the brand name pharmaceutical 
company for patent infringement. If there is litigation and 
the generic company wins, they can then launch their 
market formulation. These OTC generic medicines are 
then sold to retailers and are labeled with a store name, ie, 
Walmart-brand omeprazole.

Limitations
Our study has some potential limitations. Our survey 
sampled physicians from the ACP’s membership list. It is 
possible that the responders may not represent the larger 
group of practicing PCPs, ie, an internist’s practice may 
not reflect a family-medicine physician’s practice. The 
generalizability of these findings to other PCPs is unknown. 
Additionally, our survey results relied on self-reported 
data, and so our findings may be subject to a number of 
unforeseen biases. 

 
CONCLUSIONS
For internists, OTC drugs are the cornerstone of treating 
GERD and CC patients. Even though the majority of PCPs 
feel that store brand and brand name treatments offer similar 
effectiveness and reduced cost for GERD and CC patients, 
few discuss these points with their patients. Systematic 
efforts are needed to ensure that patients are better educated 
about cost-effective treatment options for GERD and CC.        .
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eAppendix. 

 
GERD and Chronic Constipation Final 

July 27, 2015 

 

1. Are you currently enrolled in a residency or fellowship training program? 

Yes, residency program Skip to Q. 3  

Yes, fellowship program Skip to Q. 

3 No 

 

2. What percentage of your professional time is spent delivering primary care to your 

patients? 

(Choose one) 

None   Terminate 

Less than 25% Terminate 

25% to 49% 

50% or more  

 

3. In a typical week, on average how many clinic outpatients do you see? 

 

 

4. In a typical week, on average how many clinic outpatients do you see for acid reflux? 

 

 

5. In a typical week, on average how many clinic outpatients do you see for constipation? 

 

 

 

If Q. 4 and Q. 5 are both equal to zero, Terminate. 
If Q. 4 equals zero, Skip to Q. 14 



 

 

6. What do you recommend for first-line treatment for your typical acid reflux 

patient? (Choose one) 

 Over-the-Counter (OTC) antacid treatments 

 OTC H2 antagonists 

 Prescription H2 antagonists   Skip to Q. 8 

 OTC proton pump inhibitors (PPIs)  Skip to Q. 8 

 Prescription PPIs    Skip to Q. 8 

 

7. For first-line treatment of acid reflux, how often do you specifically direct your 

patient to purchase the store brand (i.e., Target, Walgreens and CVS) option? 

Always 

Most of the time  

Sometimes  

Rarely 

Never 

 

8. When recommending an OTC PPI as treatment for a patient with typical acid 

reflux complaints, how often, if ever, do you specifically direct your patients to 

purchase a brand name product (Prilosec OTC, Prevacid OTC, Zegerid OTC)? 

Always 

Most of the time  

Sometimes  

Rarely 

Never 

 

9. When recommending an OTC PPI as treatment for a patient with typical acid 

reflux complaints, how often, if ever, do you specifically direct your patients to 

purchase the OTC store brand (i.e., Target, Walgreens and CVS) PPI option? 

Always 

Most of the time  

Sometimes  

Rarely 

Never 



 

 

 

10. How often do you write a prescription for PPIs as first-line treatment for a patient 

with typical acid reflux complaints? 

Always 

Most of the time  

Sometimes  

Rarely 

Never 

 

11. Do you agree or disagree that store brand PPIs have the same bioequivalence 

(pharmacokinetic and pharmacodynamic characteristics) as name brand PPIs. 

Strongly agree  

Somewhat agree 

Neither agree nor disagree  

Somewhat disagree 

Strongly disagree 

 

12. In your opinion, how does the clinical effectiveness of OTC store brand PPIs 

compare with name brand PPIs (Prilosec OTC, Prevacid OTC, Zegerid OTC)? 

OTC store brands PPIs are significantly more effective  

OTC store brand PPIs are slightly more effective 

They are equivalent in effectiveness 

OTC store brand PPIs are slightly less effective  

OTC store brand PPIs are significantly less effective 

 

13. In your opinion how does the cost of a store brand OTC medication compare to a 

name brand product for the same dose and quantity of a PPI? 

The store brand is much more expensive than the name brand (>20% more)  

The store brand is a little more expensive than the name brand (1-20% more)  

The store brand and the name brand are similarly priced 

The store brand is a little less expensive than the name brand (1-20% less)  

The store brand is much less expensive than the name brand (>20% less) 



 

 

 

14. What do you recommend for first-line treatment for your typical patient with chronic 

constipation? (Choose one) 

Prescription Osmotics (sorbitol, lactulose) 

OTC Fiber Supplements (psyllium, methylcellulose, polycarbophil, etc.)  

Prescription Amitiza (lubiprostone) 

OTC Stimulants (bisacodyl, senna, cascara, etc.)  

Prescription Linzess (linaclotide) 

OTC Osmotics (magnesium hydroxide, polyethylene glycol 3350 (PEG) etc.)  

OTC Stool Softeners (docusate) 

 

15. For patients with chronic constipation who do not get better with your chosen 

first-line treatment, what would you recommend for second-line treatment? 

(Choose one) 

Prescription Osmotics (sorbitol, lactulose) 

OTC Fiber Supplements (psyllium, methylcellulose, polycarbophil, etc.)  

Prescription Amitiza (lubiprostone) 

OTC Stimulants (bisacodyl, senna, cascara, etc.)  

Prescription Linzess (linaclotide) 

OTC Osmotics (magnesium hydroxide, polyethylene glycol 3350 (PEG) etc.)  

OTC Stool Softeners (docusate) 

 

16. In your opinion, how effective is OTC store brand PEG laxative 3350 compared to 

the name brand product (Miralax)? 

OTC PEG laxative 3350 is significantly more effective  

OTC PEG laxative 3350 is slightly more effective  

They are equivalent in effectiveness 

OTC PEG laxative 3350 is slightly less effective  

OTC PEG laxative 3350 is significantly less effective 

If Q. 5 equals zero, Skip to Q.18 

Check that response to Q. 14 is not equal to response to Q. 15 



 

 

 

17. In your opinion how does the cost of a store brand OTC medication compare to a 

name brand product for the same dose and quantity of a PEG 3350 laxative? 

The store brand is much more expensive than the name brand (>20% more)  

The store brand is a little more expensive than the name brand (1-20% more)  

The store brand and the name brand are similarly priced 

The store brand is a little less expensive than the name brand (1-20% less)  

The store brand is much less expensive than the name brand (>20% less) 

 

18. How much knowledge, if any, do you have about the drug approval process for 

store brand OTC products? 

Extensive knowledge  

Some knowledge  

Little knowledge 

No knowledge 

 

19. During your training (medical school, residency or fellowship), how much were 

store brand OTC medications discussed as a treatment option for your patients with 

GI problems? 

Extensively discussed  

Some discussion  

Little discussion 

No discussion 

 

20. Do you agree or disagree that the bioequivalence of store brand OTC medications 

among the different retailers (i.e., Target, Walgreens and CVS) are the same? 

Strongly agree  

Somewhat agree 

Neither agree nor disagree  

Somewhat disagree  

Strongly disagree 

 

21. Which of the following statements is most correct? 



 

 

The majority of store brand OTC medications come from manufacturers which 

produce the same name brand medication 

The majority of store brand OTC medications come from 1 – 2 manufacturers  

The majority of store brand OTC medications come from 3 – 5 manufacturers 

The majority of store brand OTC medications come from greater than 5 manufacturers 

 

22. Do you agree or disagree that production standards and FDA inspections are 

similar for facilities producing store brand OTC medications and those producing 

name brand products (i.e., Prilosec, Miralax)? 

Strongly agree  

Somewhat agree 

Neither agree nor disagree  

Somewhat disagree  

Strongly disagree 

 

These last few questions are about you. 

 

23. How old are you? 

 

 

24. What is your gender? 

 � Male 

 � Female 

 

25. Are you of Hispanic, Latino or Spanish origin? 

 � Yes 

 � No 

 

26. With which racial group do you identify yourself? (Choose all that apply) 

White 

Black/African American  

Asian 



 

 

Native Hawaiian/Other Pacific Islander  

American Indian/ Alaska Native 

Other (Specify: ) 

 

27. Which of the following best describes your primary practice site i.e., the setting in 

which you provide most of your patient care services? (Choose one) 

 

Office-based practice  

Hospital-based practice 

Free standing ambulatory care or urgent care center  

Health maintenance organization (staff model)  

Medical school/academic medical center/university  

City/county/state government clinic 

U.S. government clinic (including VA/military) 

Institution (prison, nursing home, long term care facility, student health)  

Other (Specify: ) 

 

28. Is this a single- or multi-specialty practice? 

Single-specialty  

Multi-specialty 

 

29. Who owns your primary practice? 

Physician or physician group  

Hospital 

Health care system 

Insurance company, health plan or HMO 

Academic medical center/medical school/university  

Community health center 

Federal/state/local government (including VA/military)  

Other (Specify: ) 

 

If respondent is a resident or fellow in training in Q. 1, 
survey is complete. Otherwise, continue. 



 

 

30. Which of the following best describes your employment/professional situation? 

Full time  

Part-time  

Fully retired  

Disabled 

 

31. Are you a full- or part-owner, employee, or independent contractor? 

 

Full-owner  

Part-owner  

Employee 

Independent contractor 

Other (Specify: ) 

 

32. How many years have you been in practice? 

 

 

33. In what state is your practice located?  

 (Drop down box of States) 

 


