
Dear Members of the Pharmacy & Therapeutics Committee: 
 
On behalf of the millions of Americans living with mental health conditions, their families, 
providers and communities, the undersigned organizations are writing to express our concerns 
about proposed changes to atypical antipsychotic medications coverage by the Pharmacy and 
Therapeutics Committee. At its November meeting, we strongly encourage the Committee to 
reconsider its plan to implement a fail first requirement for two preferred generic second 
generation antipsychotic medications on the Medicaid preferred drug list (PDL) before 
individuals can access a non-preferred brand name agent.  Additionally, we are concerned with 
new criteria requiring medication tablets to be split.  Such a requirement for a medication that is 
indicated to be taken whole and when split can break into multiple pieces will be problematic for 
individuals who require this medication to maintain their recovery. 
 
For many mental health consumers, access to the range of the newest and most effective 
medications is a crucial component of successful treatment and recovery. New advances in 
medications, and their combination with other services and supports, allow people with mental 
health conditions to lead healthy and productive lives in their communities. While we understand 
and appreciate the desire to manage resources, the proposed changes to medications for illnesses 
that are already difficult to manage will be detrimental to consumers, potentially exacerbating 
illness and disability among persons who live with mental health conditions.   
 
Atypical antipsychotics are an often critical component of successful treatment of 
schizophrenia and other serious mental health conditions with psychotic features. These 
illnesses can have a profound impact on the health and well-being of consumers, and access to 
effective treatment options is essential for allowing individuals to gain and maintain recovery 
and active involvement in their communities. 
  
Antipsychotics are not clinically interchangeable. Patients respond differently to different 
antipsychotic medications, and it can often take several trials and many months to find an 
appropriate drug regimen that a patient responds to.  Perhaps the most important finding in the 
National Institutes of Mental Health (NIMH) Clinical Antipsychotic Trials of Intervention 
Effectiveness (CATIE) trials is that none of the medications did well in terms of patient 
adherence. In fact, the average discontinuation rate across all the study medications was 74%. 
This finding underscores the fact that individuals respond differently to treatments and need 
access to a full array of treatment options. Given the impact these illnesses can have, we believe 
it is inappropriate to require certain antipsychotics to be tried before an individual can receive a 
medication that is medically necessary. 
  
Restricting access to FDA-approved antipsychotics does not save money. Other states that 
have instituted stringent utilization management techniques have found that they did not fulfill 



the projected savings. Research clearly indicates that consumers who are unable to access the 
most appropriate, clinically indicated psychiatric medication experience higher rates of 
incarceration, suicidality, emergency department visits, and acute hospitalizations. These 
outcomes are not only bad for consumers, they are typically far more expensive to Medicaid and 
other state agencies than the cost of covering antipsychotic medications. 
 
Tablet splitting presents considerable clinical and patient safety issues.  When splitting 
medications that are not scored by the manufacturer they are likely to break in multiple pieces 
which is contraindicated.  A tablet that has not been scored has not been tested for stability, has 
the potential to lose active ingredients by crumbling when it is split, and may not be in a shape 
that can be split into equal parts to provide appropriate and consistent doses. Furthermore, if a 
medication is not FDA-approved to be split, it has not been evaluated to ensure that two halves 
of a split tablet are equal in drug content and function in the same way in the body.   
 
Additionally, many people who require an antipsychotic medication rely on providers, friends 
and family to help manage their medications.  If a tablet is split in advance of taking the 
medication, its active ingredients may be affected by heat, humidity and/or moisture.  Therefore, 
a provider or caregiver cannot split the tablets in advance for the entire week or month and 
expect the individual to receive the proper dosage.  Since improper doses can lead to poor health 
outcomes and even costly adverse consequences, tablet splitting entails high patient risk and 
potentially high fiscal risk for public systems.   
 
Tablet splitting can lead to poor patient adherence. Many people who take antipsychotic 
medications are impaired in their daily functioning and tablet splitting represents a significant 
barrier to encouraging adherence.  This requirement may lead to an increased risk for unintended 
over or under dosing.  A study of tablet splitting by the Veterans Administration found that 
patients frequently forget to split their tablets.  This would result in a patient taking too much 
medication and putting their recovery at risk—and running short of medication before their next 
refill.   
 
Protecting the recovery of individuals living with mental illness should be the priority. To 
maximize the recovery of people living with mental illness, all individuals should have access to 
the full range of antipsychotic medications. Those who are currently taking a brand name 
medication are particularly vulnerable. Any change in a PDL should “grandfather” individuals 
and allow them continued access to their current medications with no change in requirements. It 
is medically inappropriate to require patients to change medications when they are being treated 
successfully. As stated above, antipsychotics are not clinically interchangeable and it often takes 
an individual and his or her provider several attempts to determine the best medication.  
Allowing those who have already gone through that process to have their medications 
grandfathered will help them maintain their recovery. 



 
We understand the tight fiscal environment Iowa is experiencing. To this end, we support efforts 
to implement utilization management strategies that promote and improve the quality of patient 
care for individuals with mental health conditions while seeking containment and reduction of 
pharmaceutical costs to state Medicaid and other public health programs. Such strategies –which 
are premised on open access to all medications approved for the treatment of mental illnesses –
include examination of utilization data to manage cases of polypharmacy, fraud and abuse, 
provider education initiatives targeted at high volume prescribers, implementation of quality 
measurement programs, disease management programs, and algorithms and other practice 
standards that promote appropriate prescribing based on clinical data and evidence-based 
practice. We would be happy to provide you with more information on these alternatives and the 
evidence base if it is needed.  
 
In conclusion, we urge you to reconsider your position on providing coverage of a non-preferred 
brand name medication only if the individual has tried and failed with two preferred generic 
second generation antipsychotic.  We also encourage your committee to reevaluate the 
requirement of tablet splitting.  We believe both provisions will have a detrimental effect on the 
recovery of those living with mental health conditions.  
 
Thank you for your attention to this important matter. 
 
Sincerely, 
 


