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Introduction

Rising healthcare costs have received significant attention

in both the public and political arenas [1,2]. Most policy

makers are looking to limit their health expenditure

while, optimistically, maintaining or improving the qual-

ity of care. It is often easier to intervene on the expendi-

ture of medications because their costs are easily

identified. It is already proven that substitution of generic

medicines can result in substantial savings [3–5]. As a

result, the preference for promoting generic substitution

among patients was reported in many countries [6,7]. For

example, in the UK and other European countries, the

cost-saving benefits of promoting generic substitution are

considerable [4,5,8]. Furthermore, last year the Depart-

ment of Health (DH) in England considered and then

abandoned the idea of automatic generic substitution of

medicines by pharmacists [2,9].

Switching to a cheaper medicine usually has two forms:

generic and therapeutic. Generic substitution refers to

switching between a branded product and a generic or a

branded generic version of the same medicine (such as

for ciclosporin switching from Neoral� to Deximune)

[10]. Therapeutic substitution means switching between

medicines either within the same class (such as for statins

switching from atorvastatin to simvastatin) or from dif-

ferent classes [such as an angiotensin converting enzyme

(ACE) inhibitor for an angiotensin receptor blocker

(ARB)], the clinical effect of which is considered to be

broadly equivalent [11]. Generic and therapeutic substitu-

tions have raised concerns about whether they serve the

interests of patients or simply the target of reducing
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Summary

Rising healthcare costs promote the generic substitution among patients

because it is identifiable costs. A key concern is that patients should be

involved in the decision of switching. The aim of this study was to examine

renal transplant patients’ views on generic substitution in the UK. A total of

163 renal patients were surveyed using 36 multiple-choice questions at Barts

and The London Renal Transplant Clinic, in the UK. Transplant recipients over

18 years, able to read and write English and willing to fill in the questionnaire

were targeted; 84% of patients were conscious of the availability of generic

medicines, 70% understood the terms ‘‘generic’’ and ‘‘branded’’ in relation to

medicines and 54% were aware of generic substitution practice. However, 75%

did not know if they were taking generics and 84% felt that generics are not

equivalent or only equivalent sometimes and they were uncertain that generics

had the same quality as branded medicines. Moreover, many patients admitted

that they would not accept the generic substitution of ciclosporin when become

available in the UK. A number of factors such as patients’ education, knowl-

edge, severity of the disease, efficacy of generic medicines and patients’ involve-

ment in decisions regarding their health appear to drive patients’ attitudes

towards generic substitution.
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healthcare related costs. But some authors and general

practitioners are now questioning the quality of some

cheaper medicines [11–19]. Without consulting patients,

and thus obtaining their consent to treatment, many

healthcare providers including the British NHS have been

promoting drug substitution in an attempt to contain

their costs [20,21]. Despite the UK’s National Health Ser-

vice espousing ‘‘evidence based medicine’’, this has been

done without any attempt to determine the extent, if any,

of long-term savings (drug substitution may involve

spending or costs in addition to the simple product

acquisition costs). It has also been done without any con-

sideration of the potential for adverse consequences which

may arise [22].

Although there are few published articles to evaluate

patients’ views on drug substitution, some have shown

that drug substitution can be problematic [14,23]. For

example, a survey of patients in the UK has shown that

over 20% reported that they would be very or extremely

concerned if their prescription was changed, even with

their doctor’s approval. Of these, 40% felt that the new

drug was less effective than the branded drug and 30%

experienced more or different side effects [24]. In another

British study, 46% of patients stated that they were dissat-

isfied when faced with generic substitution [25].

This article is not against generic prescribing or substi-

tution, but it is concerned with the effective prescribing,

and public (patients) engagement, in the process and its

perceived transparency. This study evaluates renal trans-

plant patients’ current understanding, opinions and expe-

riences concerning branded and generic medicines and

how they consider this may be better managed by health-

care professionals. These are important factors in the

acceptance of generic substitution and in obtaining valid

and legal consent from patients.

Methods

This study was approved by the Ethics Committee of the

East London & The City REC Alpha (REC number 10/

H0704/16).

A total of 163 transplant recipients treated at Barts and

The London Renal Transplant Clinic, in the UK, were

included in a quantitative survey. A questionnaire was

used as a tool to obtain the required information. The

aim and the protocol of the study were explained and

discussed with the medical professionals in a weekly Renal

Clinic meeting. Patients were recruited by reception and

nursing staff as patients booked in for clinic visit over a

period of 6 months (from May 1st until November 1st,

2010). Adult patients over 18 years, able to read and write

English, and willing to fill in the questionnaire were tar-

geted. The questionnaire consisted of 36 multiple-choice

closed questions. After reviewing the information sheet

which contained a short introduction about generic medi-

cines and substitution, patients consented by choosing to

fill in the questionnaire. This survey was related to all med-

ication and not immunosuppressant agents alone. The data

from the questionnaire were collected and analysed using

Microsoft Office Excel 2007 and Minitab 16 (Minitab Inc,

Pennsylvania, PA, USA) statistical software. Results of all

questions put to patients in the survey are reported and

expressed as % [95% confidence intervals (CI)]. The miss-

ing values are not included in the calculations of percent-

ages; the total number (n) of respondents for each

question is given in parentheses after each question.

The survey’s short introduction to the topic

for the patients was as follows

Brands and ‘generic’ versions exist in all areas of life. For

example, Heinz Baked Beans versus supermarket own

brand beans. Where medicines are concerned, the original

brands are introduced by the pharmaceutical companies

who researched and developed them. Subsequently, at a

later date, other manufacturers introduce generic versions,

which they can produce generally at a lower price.

The subject of switching patients from branded to gen-

eric medicines has become a subject of debate for patients

and healthcare providers alike. Indeed, many healthcare

providers have been promoting switches to generic medi-

cines in an attempt to save money. The following ques-

tionnaire is designed to evaluate your understanding,

opinions and experiences concerning branded and generic

medicines and how you consider this may have been

managed by healthcare professionals.

Results

According to the study protocol, a minimum of 100

patients were intended to be surveyed. However, nurses

and receptionists in the participating clinic were able to

recruit a total of 163 patients. It was difficult to enrol a

higher number of patients during the regular clinic hours

because of time constraints. Renal transplant recipients

were specified in this survey because any small changes in

the medicinal effect can negatively impact on their clinical

outcome.

A total of 87 (53%) male and 76 (47%) female patients

with an average age of 48 years [range (18–81), median

47] participated in the study. The majority [96% (95% CI

91–98)] of participating patients confirmed that they had

undergone a kidney transplant more than a year ago. In

addition, more than two-thirds were taking more than

seven medications [44% (95% CI 36–52) were taking

between 7 and 9 medications and 27% (95% CI 20–35)
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were taking more than nine medications]. In addition,

74/147 participants [50.34% (95% CI 42–59)] were highly

educated (graduated from college, university or postgrad-

uate) and 73/147 participants [49.66% (95% CI 41–58)]

were less educated (graduated from secondary school,

vocational training or sixth forms) (Table 1).

The questionnaire was divided into three sections as

follows: patients’ general knowledge of generic medicines

and substitution

Although 75% (95% CI 67–82) of participated patients

did not know and were unsure of taking generic medi-

cines, 84% (95% CI 76–89) of them felt that generics are

not equivalent or only equivalent sometimes and they

were uncertain that generics had the same quality as

branded medicines. Nevertheless, 81% (95% CI 74–87) of

patients were unaware and uncertain that a generic form

of ciclosporin, an immunosuppressant agent, is available

in the UK and only 23% (95% CI 16–31) admitted that

they would accept the generic substitution of ciclosporin

when become available (Table 2).

Findings in this survey marked the effect of educational

attainment on patients’ acceptance of generic substitution.

A total of 69 highly educated patients (graduated from

college, university or postgraduate) responded to a ques-

tion evaluating their awareness of generic substitution

practice. Of these 51 [74% (95% CI 62–84)] had reported

that they were aware of the substitution practice. On the

other hand, from a total of 67 less educated patients

(graduated from secondary school, vocational training or

sixth forms) who responded to the same question, 39

[58% (95% CI 46–70)] were aware of the generic substi-

tution practice (P = 0.013), Fig. 1.

Moreover, a total of 64 highly educated renal patients

responded to a question evaluating their potential accep-

tance of generic substitution of ciclosporin. Of these 18

[28% (95% CI 18–41)] confirmed that they would refuse

the substitution of ciclosporin. On the other hand, from

a total of 60 less educated renal patients who responded

to the same question, 29 [48% (95% CI 35–62)] con-

firmed that they would refuse generic substitution of

ciclosporin (P = 0.056), Fig. 2.

Patients’ attitudes towards generic medicines

and substitution

According to the survey, most patients (67%, 95% CI

53–79) receiving generic medicines were dissatisfied or

uncertain about their satisfaction concerning generic medi-

cines and more than half (55%, 95% CI 41–67) had experi-

enced noticeable differences between the branded and the

Table 1. Demographics of the

participated patients (n = 163).
Demographics

Number of

responders

Percentages of

responders

95% confidence

intervals

Gender (n* = 163)

Male 87 53 (45–61)

Female 76 47 (39–55)

Age distribution (n* = 163)

39 years or less 44 27 (20–34)

40–49 years 46 28 (21–36)

50–59 years 47 29 (22–36)

60 years or more 26 16 (11–22)

Number of medications taken daily (n* = 154)

1–3 medications 1 1 (0.02–4)

4–6 medications 43 28 (21–36)

7–9 medications 68 44 (36–52)

>9 medications 42 27 (20–35)

The time of organ transplant (n* = 154)

Less than a year ago 5 3 (1–7)

More than a year ago 147 96 (91–98)

No transplantation 2 1 (0.02–4)

The level of education (n* = 147)

Secondary school 60 41 (33–49)

Vocational training 4 3 (1–7)

Sixth form 9 6 (3–11)

College 39 26 (20–34)

University 22 15 (10–22)

Postgraduate 13 9 (5–15)

*The total number of patients responded to the question.
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generic medicines and were uncertain about these differ-

ences. Of these, 76% (95% CI 62–86) were uncertain about

the consequence of theses differences and admitted that

adapting to these differences was a problem. In addition,

55% (95% CI 41–67) of participants felt that the generic

medicines might affect their medications regime adherence.

Nevertheless, 79% (95% CI 71–85) wished to be always

notified when switching their medicines (Table 3).

The severity of the disease is also affecting patients’

acceptance of generic substitution. Patients were asked

about their potential acceptance of generic substitution if

they were diagnosed with mild versus chronic disease,

Table 2. Questions and responses evaluating renal patients’ general knowledge of generic medicines and substitution.

Questions Answers

Number of

responders

Percentages of

responders

95% confidence

intervals

Were you aware that there are different forms of the same medicine

available, produced by different manufacturers? (n* = 160)

Yes 134 84 (77–89)

No 13 8 (4–13)

Uncertain 13 8 (4–13)

Do you understand the terms ‘‘generic’’ and ‘‘branded’’ in relation to

medicines? (n* = 142)

Yes 99 70 (61–77)

No 33 23 (17–31)

Uncertain 10 7 (3–13)

Are you aware of the practice of generic substitution? (n* = 146) Yes 79 54 (46–62)

No 50 34 (27–43)

Uncertain 17 12 (7–18)

Do you know if you are currently taking any generic prescription

medications? (n* = 147)

Yes 37 25 (18–33)

No 52 35 (28–44)

Uncertain 58 40 (32–48)

Were you aware that a generic form of ciclosporin is available in the

UK? (n* = 150)

Yes 28 19 (13–26)

No 108 72 (64–79)

Uncertain 14 9 (5–15)

Would you agree to switch your current branded ciclosporin to a

generic form to save the NHS money? (n* = 135)

Agree 31 23 (16–31)

Disagree 50 37 (29–46)

Uncertain 54 40 (32–49)

Do you think that generic medicines are equivalent and have the

same quality as the branded medicines? (n* = 146)

Agree-always 24 16 (11–23)

Disagree-always 10 7 (3–12)

Yes-sometimes 50 34 (27–43)

Uncertain 62 43 (34–51)

*The total number of patients responded to the question.
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irrespective of their renal transplant. According to the

survey, more than half of participating patients [55%

(95% CI 47–63)] admitted that they would accept generic

substitution if they had mild disease compared to 34%

(95% CI 27–43) who would do so if had a chronic dis-

ease, Fig. 3.

Professionals’ roles on generic substitution

A number of patients (34%, 95% CI 26–42) were uncer-

tain if their doctor had changed their medicine to a gen-

eric form. Nevertheless, 79% (95% CI 67–88) of patients

declared that no background information regarding gen-

eric medicines and substitution was provided and more

than half [51% (95% CI 42–59)] felt that they had been

involved to a small degree or not at all in decisions

regarding their healthcare. Moreover, 85% (95% CI 73–

93) of patients stated that they were not monitored or

uncertain of being monitored after switching to a generic

medicine. According to 32% (95% CI 17–51) of patients,

pharmacists and the written information were the main

source and form of information concerning generic medi-

cines; 48% (95% CI 29–67) of patients were uncertain

about the information provided and considered them

insufficient. The reasons for switching medicines were not

discussed with 69% (95% CI 57–80) of patients; however,

38% (95% CI 21–58) of them believed that general prac-

titioners (GPs) were the professionals who most often

discussed the reasons for switching their medicines. When

patients were asked about the potential reasons for

Table 3. Questions and responses evaluating renal patients’ attitudes towards generic medicine and substitution.

Questions Choices

Number of

responders

Percentages of

responders

95% confidence

intervals

How satisfied are you with the generic alternative

that you are taking? (n* = 55)

Very satisfied 18 33 (21–47)

Dissatisfied 8 14 (6.5–27)

Neither very satisfied nor

dissatisfied

29 53 (39–66)

Have you experienced any differences in terms of

the effectiveness or side effects between the

branded and generic medicine? (n* = 56)

Yes 8 14 (6.4–26)

No 25 45 (31–59)

Uncertain 23 41 (28–55)

Do you think adapting to these differences was a

concern? (n* = 57)

Agree 18 32 (20–45)

Disagree 14 24 (14–38)

Uncertain 25 44 (31–58)

Do you think that receiving a generic medicine

might affect how regularly you take your

medicines? (n* = 148)

Agree 21 14 (9–21)

Disagree 66 45 (36–53)

Uncertain 61 41 (33–50)

How much would you favour or oppose a

requirement that patients always be notified if

their medicine is changed to a generic form?

(n* = 144)

Favour 113 79 (71–85)

Oppose 6 4 (2–9)

Neither favour nor oppose 25 17 (12–25)

What were the differences between the branded

and generic medicines that you have experienced?

(n* = 52)

Packaging 30 57 (43–71)

Shape, colour or taste 16 31 (19–45)

The brand is more effective 3 6 (1–16)

The generic is more effective 1 2 (0.5–10)

The brand has more side-effect 0 0 (0–6)

The generic has more side-effect 1 2 (0.5–10)

Others 1 2 (0.5–10)

*The total number of patients responded to the question.
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promoting generic substitution, many of them (60%,

95% CI 49–69) believed that substitution was promoted

mainly to save the NHS money or because of the unavail-

ability of branded medicines. When patients were asked

about their communication with healthcare professionals

regarding generic medicines, 53% (95% CI 44–61)

Table 4. Questions and responses evaluating healthcare professionals’ roles on renal patients’ acceptance of generic substitution.

Questions Choices

Number of

responders

Percentages of

responders

95% confidence

intervals

Has your doctor ever changed your medicine to

a generic form? (n* = 141)

Yes 25 18 (12–25)

No 68 48 (40–57)

Uncertain 48 34 (26–42)

Did anyone provide you with background

information about your generic medicine?

(n* = 67)

Yes 9 13 (6.3–24)

No 53 79 (67–88)

Uncertain 5 8 (2.4–17)

In general, how far do you feel that your doctor

involves you in decisions regarding your

medications? (n* = 152)

A lot 75 49 (41–58)

A bit 45 30 (22–38)

Not at all 27 18 (12–25)

Uncertain 5 3 (1–8)

Did your doctor monitor the effect of your

medicine after switching you to a generic

medicine? (n* = 58)

Yes 9 15 (7.3–27)

No 23 40 (27–53)

Uncertain 26 45 (32–58)

Who provided you with background

information about your generic medicine?

(n* = 31)

Specialist 5 16 (24–17)

Hospital doctor 8 26 (12–45)

General practitioner 5 16 (24–17)

Pharmacist 10 32 (17–51)

Nurse 3 10 (20–26)

Others 0 0 (0–9)

Did you consider the information provided

about your generic medicine to be sufficient?

(n* = 29)

Yes 15 52 (33–70)

No 3 10 (22–27)

Uncertain 11 38 (21–58)

Did anyone discuss the reasons for switching

your medicine to the generic form? (n* = 65)

Yes 12 19 (10–30)

No 45 69 (57–80)

Uncertain 8 12 (5.4–23)

Who discussed the reasons for switching your

medicine to the generic form? (n* = 29)

Specialist 6 21 (8–40)

Hospital doctor 8 27 (13–47)

General practitioner 11 38 (21–58)

Pharmacist 4 14 (4–32)

Nurse 0 0 (0–10)

Others 0 0 (0–10)

Has your doctor ever told you to make sure

that you always receive the same brand of any

medicine? (n* = 142)

Yes 60 42 (34–51)

No 75 53 (44–61)

Uncertain 7 5 (2–10)

Would you agree to switch your medicine to a

generic alternative if your doctor felt that the

two medications were interchangeable?

(n* = 72)

Agree 43 60 (47–71)

Disagree 8 11 (5–21)

Uncertain 21 29 (19–41)

Which of the following do you think may be

potential reasons for switching your medicine

to the generic form? (n* = 96)

Save the NHS money 44 46 (36–56)

Generics are more effective 5 5 (2–12)

Generics have the same

effectiveness and less costs

34 35 (26–46)

The branded medicine was not

available

13 14 (7–22)

Do you think that you should be consulted

about being given generic medicines?

(n* = 142)

Yes-only by GP 15 11 (6–17)

Yes-only by hospital specialist 45 32 (24–40)

Agreement of both GP and

hospital specialist

70 49 (41–58)

Do not think that this is

necessary

12 8 (4–14)

*The total number of patients responded to the question.
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reported that their doctors never informed them about

whether they should always receive branded or generic

medicine. Almost half of participated patients (49%, 95%

CI 41–58) believed that they should be consulted about

being given generic medicine by their general practitioner

(GP) and the hospital specialist, Table 4. Nevertheless,

about 75% (95% CI 68–82) of the participating patients

agreed to accept generic substitution if it was initiated by

a hospital consultant or doctor, Fig. 4.

Discussion

Although the majority of the participating renal patients in

this survey reported that they were aware of the term gen-

eric medicine and substitution, three quarters of them did

not know if they were taking generics and one-third did

not know if their medicine was substituted. Most of these

patients were uncertain that generics had the same quality

as branded medicines. Therefore, many renal patients in

the survey were suspicious about their satisfaction concern-

ing generic medicines and; furthermore, they claimed that

they would not accept the generic substitution of ciclospo-

rin. These beliefs were marked in patients with less educa-

tion, chronic diseases and who suspected that the cheaper

drug substitution was implemented only to save costs.

The level of education, knowledge, severity of the dis-

ease and involving patients in decisions concerning their

health played major roles in framing patients’ views and

acceptance of generic substitution. For example, patients

with high level of education were more knowledgeable

about their generic medicines and substitution; as a result

they were more likely to accept generic substitution of

ciclosporin than those with a lower level of education.

However, according to the results, there are still some

educated patients suspicious about generic medicine and

substitution. This suspicion mostly occurred among

patients who were not assured, by their healthcare profes-

sionals, about the safety and the effectiveness of the pre-

scribed generic medicine [26].

In addition, most patients reported that they were not

provided with background information regarding their

generic medicine upon substitution and very few reported

that they were monitored after substitution. The severity

of the disease was also found to play a major role in

patients’ acceptance of generic substitution. For example,

many patients reported that they would be more reluctant

to accept generic substitution if they were diagnosed with

chronic disease, this is also conformed by other studies

[27]. The majority of patients favoured being informed

upon switching their medicines and many reported that

they would agree to accept generic substitution and

adhere to the treatment if they were informed and edu-

cated by their healthcare professionals. This explores the

clear need for educating patients about generic medicine

and substitution, particularly in terms of clarifying the

prevalence and processes by which generic substitution

occurs and the potential roles of healthcare professionals

in successfully introducing generic substitution.

Findings in this study are compatible with those in the

existing literature [27–29]. For example, some studies

proved that there is a lack of confidence among health-

care professionals in the therapeutic equivalence of all

available generic substitutions [28,29]. Small differences

in some particular medicines during manufacturing could

theoretically result in a risk of significant adverse effects

or loss of efficacy [14–16]. Many other studies indicated

that patients need to be informed adequately about the

equivalence of the branded and the generic medicines

otherwise, generic substitution will be challenging

[14,23,27,30].

A study examined the economic impact of switching

from branded ciclosporin A to its counterpart generic

form. The study revealed that the total healthcare costs

were significantly higher for patients receiving generic

ciclosporin A compared with the branded form. The main

driver for the difference was the cost associated with

immunosuppressants other than ciclosporin A [31].

Another study reported that patients treated with the

branded ciclosporin A had fewer hospitalization days and

lower physician costs for inpatient and outpatient proce-

dures. This resulted in lower overall healthcare costs [32].

Moreover, a study compared the effect of valsartan to

other cheaper ARBs. It concluded that hypertensive

patients who were switched to the cheaper ARB experi-

enced an increase in medication discontinuation, health-

care resource use as well as costs compared with those

who were maintained on valsartan treatment [33].

Another study found that switching from atorvastatin to
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simvastatin in a primary care setting was associated with

a significant increase in morbidity (major cardiovascular

events), mortality and in treatment discontinuation com-

pared with patients who did not switch [12]. Random

switching among generic versions of the same drug is also

not suggested [17,18]. A study reported that indiscrimi-

nate switching among generic versions of branded drug

could potentially result in 40–60% differences in rate or

extent of absorption [34].

Many studies have also concluded that generic substitu-

tion caused unexpected and negative effects [35,36]. For

example, the increased generic market share in Sweden

between 1972 and 1996 was found to be associated with the

increase in the number of reported side effects for seven of

the 15 medicines studied [37]. Other studies showed differ-

ences in the pharmacokinetic profile between branded and

generic medicines, disparities that might affect clinical out-

comes [38–40]. In addition, a bioequivalence study com-

paring a generic ciclosporin with its counterpart branded

drug Neoral� (Novartis Pharmaceuticals UK Ltd, Surrey,

UK) found that the extent and rate of absorption of the

former were significantly lower than those of the latter

[41]. Similarly, another study compared the biopsy-proven

rate of acute rejection (BPAR) at 6 months after kidney

transplantation between the branded immunosuppressant

drug Neoral� and the branded-generic Gengraf� (Abbott

Laboratories, North Chicago, IL, USA). It found that BPAR

was significantly higher in patients who received Gengraf�
[42]. However, The FDA (Food and Drug Administration)

considers Gengraf� to be bioequivalent and interchange-

able with Neoral� [43].

The results of this survey show that the research into

therapeutic and generic substitution maybe problematical.

Health service providers and payers including health

insurance companies, in countries outside the NHS sys-

tem, are promoting generic substitution and not prepared

to consider that there may be a problem in that patient

outcomes could be detrimentally affected. To do so would

reduce the potential savings from these substitutions [31–

33] and might lay the providers open to legal redress from

patients adversely affected by the substitution policies.

They also fail to get patients’ valid and legal consent to

treatment when they switch treatments without explaining

their reasons to the patients. For example, health insur-

ance companies were accused of pressurizing doctors to

alter the treatment of patients even if another better

method was available [26]. Another example, in the US, it

was reported that about one in three doctors admitted

withholding information from patients about useful medi-

cal services because they are not covered by the patient’s

health insurance company [44]. Nevertheless, it was

revealed that health insurance company offered financial

rewards to doctors to prescribe generic medicines [45].

Research by pharmaceutical companies is viewed with

suspicion as they have vested interests in demonstrating

poor treatment outcomes in patients who have been

switched from their products. In addition, pharmaceutical

companies run the risk of being seen as indulging in anti-

competitive practices by the Office of Fair Trading and

risk being subjected to large fines. For example, a Pfizer’s

study found that major cardiovascular adverse events

were recorded with patients switching from atorvastatin

to simvastatin compared with others who did not switch

[12] and although a number of authors have questioned

the results of this study claiming it has major limitations

[18,46,47] no one has attempted to repeat the study and

refute the findings.

The results of this study suggest that patient decisions

about and acceptance of generic substitution are likely to

be multi-faceted. A number of factors such as patients’

education, knowledge, severity of the disease, efficacy of

the generic medicines and patients’ involvement in deci-

sions regarding their health appear to drive patients’ atti-

tudes towards generic medicines and substitution. A lack

of transparency around generic medicines and substitu-

tion was clearly marked in the result of this survey. Many

patients, with or without experience in generic substitu-

tion, were sceptical about generic medicines. This could

be related to the prejudice that inexpensive drugs must be

inferior quality. Therefore, generic substitution necessi-

tates patient education and additional time to provide

more information and reassurance.

Main limitations of the study

Limitations of this study include that the view of generic

substitution was mainly assessed from the renal patients’

point of view and not that of healthcare professionals.

We are not sure if the healthcare professionals were

already giving the necessary information about generic

medicines and substitution. Another limitation is that this

study was conducted to evaluate the attitudes of a specific

group of patients (renal transplant recipients) who should

be well informed about their medications and may be

particularly affected by generic substitution; therefore,

generalizing the results to a wider patient population as

whole is not appropriate. A similar study is required to

evaluate the healthcare professionals’ and the general

patient population views towards generic medicines and

substitution.
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