

Arkansas Medicaid PAD Subcommittee Meeting Minutes
	Date / Time:
	June 10, 2026                                                         12:00-1:00 PM Central
	Location:
	Teams webinar

	Chair:
	Cindi Pearson, Pharm.D.
	Reports:
	Brooke Owens, Pharm.D.                                             Prime Therapeutics

	Attendance
	
	Panelist (voting members)
	
	Panelist (non-voting members)
	Organization

	
	X
	Ashley Crawley, Pharm.D.
	X
	Ginny Yates, Pharm.D.
	ATC 

	
	X
	Gabriella Douglass, Pharm.D.
	
	Travis Gau, Pharm.D.
	Empower 

	
	X
	William Golden, M.D.
	X
	Lauren Jimerson, Pharm.D.
	Summit

	
	X
	Melissa Max, Pharm.D.
	X
	Jessica Lawson, Pharm.D.
	CareSource

	
	
	Christopher Smith, M.D. 
	
	Ifeyinwa Onowu, Pharm.D.
	CareSource

	
	
	Panelist (non-voting) Prime Therapeutics
	X
	Cindi Pearson, Pharm.D.
	DHS, DUR Chair

	
	X
	Karen Evans, P.D.
	X
	Cynthia Neuhofel, Pharm.D.
	DHS pharmacy

	
	X
	Jeniffer Martin, Pharm.D.
	
	Elizabeth Pitman, J.D.
	DHS DMS director

	
	X
	Lesley Irons, Pharm.D.
	X
	Shane David, Pharm.D.
	ADH advisor

	
	X
	Linsey Gillam, Pharm.D.
	
	
	

	
	X
	Alyson Greenwood, Pharm.D.
	
	
	

	
	X
	Brooke Owens, Pharm.D.
	
	
	

	
	X
	Allison Sweeney, Pharm.D.
	
	
	

	Call to order
	
	Meeting held virtually by Teams webinar. A quorum was present, and the chair called the meeting to order at 12:02 pm. No members had any conflicts of interest on agenda items. Dr. Pearson and Dr. Owens did not have any conflicts.

	Public Comments
	
	1. Andrew Delgado, PharmD, PhD with Bristol Myers Squibb on OPDIVO 
2. Kay Smarzinkski, OD with Genentech on VABYSMO

	Minutes
	
	Motion to approve the March 2026 DUR Subcommittee meeting minutes as presented was made by Dr. Crawley; second by Dr. Max. All voting members present voted for approval of the minutes as written. Motion passed.

	Announcements
	
	· Dr. Pearson notified the Subcommittee that the DUR Board voted to approve the recommendations from the March 2026 meeting and updates were effective on that date, April 15, 2026. Monographs were posted that day.
· Dr. Owens presented the monographs approved during April 2026 DUR Board meeting.

	General Monograph Updates
	
	1. Expanded indications concerning age
Recommendation
Allow updates to a monograph for age-related label expansions without PAD Subcommittee/ DUR Board review. These updates will be posted quarterly.

DISCUSSION:
No comment. 

ACTION:
Motion to approve the changes as presented was made by Dr. Crawley; second by Dr Douglass. All voting members present voted for approval. Motion passed. 




2. Updated or added J-codes (HCPCS code)
Recommendation 
Allow for monographs with medications having new or updated J-codes to be updated without PAD Subcommittee/ DUR Board approval. These updates will be posted quarterly.

DISCUSSION:
Dr. Crawley stated that it was a fabulous idea. 

ACTION:
Motion to approve the changes as presented was made by Dr. Crawley; second by Dr Golden. All voting members present voted for approval. Motion passed. 

3. Biosimilars covered as medical benefit will be added to the current reference product monographs
Recommendation
Allow biosimilars that are interchangeable for the reference product to be added to an already written monograph for a reference drug without PAD Subcommittee/ DUR Board approval. Inclusion of the specific biosimilars for medical coverage are subject to an internal review. These updates will be posted quarterly.

DISCUSSION:
Dr. Crawley had a question regarding biosimilars and if it was required to send them to the cost committee and if there was any formulary? Dr. Pearson replied that there was no PAD PDL so they do not go to the cost committee but on the pharmacy side we do, and it will be coming up soon and biosimilars will be presented. Biosimilars are not treated any differently from any other new product. Dr. Owens also responded that there is an example today added for the denosumab where there are quite a few biosimilars, but they are not covered as a medical benefit so it won’t be added to the monograph but there is a different entity that decides if they will approve them to be a part of medical billing rules. Dr. Pearson emphasized the difference between pharmacy and medical and stated that pharmacy must cover every drug that is rebate eligible whereas medical does not have to cover every single medication. Dr. Neuhofel summarized that what we are asking is that as biosimilars come out for PAD benefits a lot of them will get their own HCPCS code, but since it’s the same criteria as the parent product, we’re asking permission to list those in the monograph for the parent product. It will have its own unique HCPCS code, but we want to lump it in and not have to create a whole new monograph since it’s a biosimilar of a parent product. We will have to take care of all contract billing rules and all the other things that happen on the medical side, and we will continue to do that process. This is about transparency and the criteria. Dr. Crawley clarified that when the reference product has a J-code you want to put all the biosimilar J-codes under the reference product J-code. Dr. Neuhofel stated under the monograph and clarified that it may have its own unique code, it could be a Q-code or a C-code, and it will have its own unique code, but we just want to look at the clinical side of things to have a transparent monograph. If it’s a PAD drug and biosimilars start coming out, we can just add it to similar criteria, so we don’t have to keep creating new criteria for a stand-alone biosimilar that already has a parent monograph. Dr. Crawley stated she got it and yes. 

ACTION:
Motion to approve the changes as presented was made by Dr. Golden; second by Dr. Crawley. All voting members present voted for approval. Motion passed. 


	Updated Monographs
	
	1. ENHERTU (FAM-TRASTUZUMAB DERUXTECAN-NXKI) injection
Dr. Owens recommended the following changes to the current monograph:
· Modified the indications for treatment to match the package insert
· Added “fellowship trained”
· Added criteria for the new indication of HER2-positive early breast cancer
· Updated language on the criteria for HER2-positive metastatic breast cancer

DISCUSSION:
None.

ACTION:
Motion to approve the changes as presented was made by Dr. Max; second by Dr. Golden. All voting members present voted for approval. Motion passed.

2. OPDIVO (NIVOLUMAB) injection
Dr. Owens recommended the following changes to the current monograph:
· Modified the indications for treatment to match the package insert
· Added “fellowship trained”
· Updated the clinical criteria with a new indication for classical Hodgkin lymphoma and removed from NCCN Recommendations 

DISCUSSION:
None

ACTION:
Motion to approve the changes as presented was made by Dr. Crawley; second by Dr. Douglass. All voting members present voted for approval. Motion passed.

3. DARZALEX FASPRO (DARATUMUMAB and HYALURONIDASE-FIHJ) injection 
Dr. Owens recommended the following changes to the current monograph:
· Added “The drug is prescribed by a fellowship trained oncologist.”
· Added new indication for multiple myeloma treatment under clinical criteria 

DISCUSSION:
None

ACTION:
Motion to approve the changes as presented was made by Dr. Golden; second by Dr. Crawley. All voting members present voted for approval. Motion passed.

4. DENOSUMAB (PROLIA and XGEVA), DENOSUMAB-BMWO (STOBOCLO/OSENVELT), DENOSUMAB-BNHT (BOMYNTRA/CONEXXENCE) 
Dr. Owens recommended the following changes to the current monograph:
· Added new biosimilars with medical contract billing rules throughout the monograph 
· Modified the clinical criteria for PROLIA and biosimilars for required diagnoses
· Modified osteoporosis requirements for prostate cancer patients in clinical criteria for PROLIA and biosimilars
· Modified bisphosphonate requirements for PROLIA and biosimilars
· Added “The beneficiary must not have pre-existing hypocalcemia” under XGEVA and biosimilars
· Added J-codes under billing/coding information

DISCUSSION:
None.

ACTION:
Motion to approve the changes as presented was made by Dr. Crawley; second by Dr. Golden. All voting members present voted for approval. Motion passed.

5. ENTYVIO (VEDOLIZUMAB) injection
Dr. Owens recommended the following changes to the current monograph:
· Modified the indications to match the package insert
· Added the requirement for TB infection screening to clinical criteria
· Added “The beneficiary is 6 years of age or older.” To off label uses

DISCUSSION:
None

ACTION:
Motion to approve the changes as presented was made by Dr. Golden; second by Dr. Crawley. All voting members present voted for approval. Motion passed.

6. LEQVIO (INCLISIRAN) injection
Dr. Owens recommended the following changes to the current monograph:
· Modified indications to include Pediatrics and match the package insert 
· Modified clinical criteria to match closely with the pharmacy criteria including adding homozygous familial hypercholesterolemia
· Added “fellowship trained” specialist
· Decreased approval duration to 3 months

DISCUSSION:
None

ACTION:
Motion to approve the changes as presented was made by Dr. Max; second by Dr. Douglass. All voting members present voted for approval. Motion passed.

7. TECVAYLI (TECLISTAMAB-CQYV) injection
Dr. Owens recommended the following changes to the current monograph:
· Modified indications to add a combination with daratumumab and hyaluronidase-fihj and included that in clinical criteria
· Added “fellowship trained” under clinical criteria 
· Removed initial hospital administration of three doses under approval duration
· Modified step-up dosing schedule in combination with daratumumab and hyaluronidase-fihj under dosage and administration

DISCUSSION:
None

ACTION:
Motion to approve the changes as presented was made by Dr. Crawley; second by Dr. Golden. All voting members present voted for approval. Motion passed.



8. VABYSMO (FARICIMAB-SVOA) injection
Dr. Owens recommended the following changes to the current monograph:
· Removed recommended 6-month duration limit under dosage and administration
· Updated J-code to reflect J2777 under billing/coding information 

DISCUSSION:
None

ACTION:
Motion to approve the changes as presented was made by Dr. Golden; second by Dr. Crawley. All voting members present voted for approval. Motion passed.


	New Monographs
	
	1. EXDENSUR (depemokimab-ulaa) 100 mg/mL pen and syringe
Dr. Owens provided the following drug information and recommended monograph language for review.
· Indication—add on maintenance treatment of severe asthma characterized by an eosinophilic phenotype in adult and pediatric age 12 years and older. Not indicated for the relief of acute bronchospasm or status asthmaticus 
· Dosing—Recommended dosage is 100mg once every 6 months administered by SC injection into the upper arm, thigh, or abdomen avoiding 5cm around the naval. 
· Mechanism of Action—Depemokimab-ulaa is an IL 5 antagonist by inhibiting IL-5 signaling, reducing the production and survival of eosinophils. The mechanism of action in asthma has not been definitively established.
· Clinical trial information—Primary efficacy endpoint was the annualized rate of clinically significant exacerbations in the 52-week treatment period. The annualized asthma exacerbation rate was significantly lower in the treatment groups than placebo.



DISCUSSION:
Dr. Pearson commented that this will only be a medical benefit since it will be administered by a health care provider at this time and will not be pharmacy. 

ACTION:
Motion to approve the new monograph as presented was made by Dr. Golden; second by Dr. Crawley. All voting members present voted for approval. Motion passed

2. XIPERE (triamcinolone acetonide) 40mg/mL suspension for injection
Dr. Owens provided the following drug information and recommended monograph language for review.
· Indication—treatment of macular edema associated with uveitis. 
· Dosing—Recommended dose is 4mg (0.1mL of the 40mg/mL injectable suspension)
· Required monitoring—Patients should be monitored for elevation of intraocular pressure by checking for perfusion of the optic nerve head or tonometry
· Contraindications—active or suspected ocular or periocular infections including most viral diseases of the cornea and conjunctiva, including active epithelial herpes simplex keratitis, vaccinia, varicella, mycobacterial infections, and fungal diseases
· Mechanism of Action—Triamcinolone acetonide is a synthetic glucocorticoid with immunosuppressive and anti-inflammatory activity. Primary mechanism of action is as a corticosteroid hormone receptor agonist. 
· Clinical trial information—47% of the treatment group met the primary endpoint compared to 16% of the placebo group.


DISCUSSION:
None. 

ACTION:
Motion to approve the new monograph as presented was made by Dr. Crawley; second by Dr. Max. All voting members present voted for approval. Motion passed

3. ILARIS (canakinumab) 
Dr. Owens provided the following drug information and recommended monograph language for review.
· Indications—Periodic Fever Syndromes, Cryopyrin-Associated Periodic Syndromes (CAPS), Familial Cold Autoinflammatory Syndrome (FCAS), Muckle-Wells Syndrome (MWS), Tumor Necrosis Factor Receptor (TNF), Associated Periodic Syndrome (TRAPS), Hyperimmunoglobulin D Syndrome (HIDS), Mevalonate Kinase Deficiency (MKD), Familial Mediterranean Fever (FMF), Stills Disease and Systemic Juvenile Idiopathic Arthritis (SJIA), Gout Flares
· Dosing—
· Recommended weight-based dose schedule with CAPS > 40kg: 150mg SC every 8 weeks, for CAPS ≥ 15kg and ≤ 40kg: 2mg/kg SC every 8 weeks, Pediatric with CAPS 15kg to 40kg with inadequate response, the dosage can be increased to 3mg/kg SC every 8 weeks.
· Recommended weight-based dose schedule for TRAPS, HIDS/MKD, and FMF for patients with > 40kg; 150mg SC every 4 weeks can be increased to 300mg every 4 weeks if clinical response is not adequate for patients ≤ 40kg: 2mg/kg SC every 4 weeks can be increased to 4mg/kg every 4 weeks if clinical response is not adequate
· Recommended weight-based dosage for AOSD and SJIA weighing ≥ 7.5 kg is 4mg/kg with a max dose of 300mg SC every 4 weeks
· Recommended dose for gout flare is 150mg SC and if re-treatment is required there should be intervals of at least 12 weeks before new dose. 
· Mechanism of Action— ILARIS is a human monoclonal anti-human IL-1β antibody of the IgG1/κ isotype. Canakinumab binds to human IL-1β and neutralizes its activity by blocking its interaction with IL-1 receptors, but it does not bind IL-1α or IL-1 receptor antagonist (IL-1ra).
· Clinical trial information—efficacy for treatment of CAPS 97% in complete clinical response by week 8, TRAPS 45.5%/8.3%, HIDS/MKD 35.1%/5.7%, and FMF 61.3%/6.3%. Active SJIA at least 30% improvement in 84% compared to 10%. Gout flares for pain intensity showed lower pain intensity for ILARIS than Triamcinolone 40mg 72 hours after dose. 


DISCUSSION:
None. 

ACTION:
Motion to approve the new monograph as presented was made by Dr. Golden; second by Dr. Douglass/Dr. Crawley. All voting members present voted for approval. Motion passed



	Board comments
	
	Dr. Pearson shared the future meeting dates. 

	Adjourn
	
	Meeting was adjourned at 12:54 pm.
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XIPERE (triamcinolone acetonide 40 mg/ml suspension 
for injection) 
Updated: 04/03/2026 


INDICATIONS 


 Macular edema associated with uveitis  


CLINICAL CRITERIA 


 The beneficiary is 18 years of age or older.  


 The beneficiary has a condition that is unresponsive to topical corticosteroids.  


 The beneficiary is free of active or suspected periocular infections.  


 The beneficiary’s best corrected visual acuity (BCVA) is measured at baseline and 


periodically during treatment.  


 The beneficiary does not have untreated intraocular pressure or uncontrolled glaucoma.  


APPROVAL DURATION 


Authorization is for 6 months 


RENEWAL/REAUTHORIZATION 


Authorizations can be renewed based on the following: 


• Disease response, as indicated by stabilization of visual acuity or improvement in best-
corrected visual acuity (BCVA) score when compared to baseline  


• Absence of unacceptable toxicity from the drug  


BILLING/CODING INFORMATION 


Applicable Procedure Codes 


J3299 – Injection, Triamcinolone acetonide (Xipere), 1 mg; 1 billable unit = 1 mg  
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Ilaris (canakinumab) 
Updated:  


INDICATIONS 


Ilaris is indicated for treatment of: 


 Periodic Fever Syndromes - 


− Cryopyrin-Associated Periodic Syndromes (CAPS), in beneficiaries 4 years of age and 


older, including:  


▪ Familial Cold Auto-inflammatory Syndrome (FCAS)  


▪ Muckle-Wells Syndrome (MWS)  


− Tumor Necrosis Factor Receptor Associated Periodic Syndrome (TRAPS) in adult and 


pediatric beneficiaries  


− Hyperimmunoglobulin D Syndrome (HIDS)/Mevalonate Kinase Deficiency (MKD) in adult 


and pediatric beneficiaries 


− Familial Mediterranean Fever (FMF) in adult and pediatric beneficiaries 


 Active Still’s Disease, including Adult-Onset Still’s Disease (AOSD) and Systemic Juvenile 


Idiopathic Arthritis (SJIA) in beneficiaries 2 years of age and older 


 Gout flares in adults in whom non-steroidal anti-inflammatory drugs (NSAIDs) and colchicine 


are contraindicated, are not tolerated, or do not provide an adequate response, and in whom 


repeated courses of corticosteroids are not appropriate  


CLINICAL CRITERIA 


 The beneficiary meets the minimum age recommended in the manufacturer’s package insert 


for the FDA approved indication  


 The beneficiary’s dose should not exceed the maximum dose supported in the 


manufacturer’s package insert or MicroMedex  


 The beneficiary has no therapeutic duplication with any other cytokine & CAM antagonists  


Periodic Fever Syndromes 


 The beneficiary has a diagnosis of cryopyrin-associated periodic syndromes (CAPS) 


including Familial Cold Autoinflammatory Syndrome (FCAS) or Muckle-Wells Syndrome 


(MWS) 


− The beneficiary is at least 4 years of age 


− The medication is prescribed by or in consultation with a fellowship trained specialist 


treating CAPS  


− The prescriber has submitted the beneficiary’s most recent chart notes and confirmation 


of diagnosis with genetic testing (if applicable) with the request  







 The beneficiary has a diagnosis of one of the following: Hyperimmunoglobulin D 


syndrome/mevalonate kinase deficiency; OR Tumor Necrosis Factor Receptor Associated 


Periodic Syndrome (TRAPS) after infectious or neoplastic causes of recurrent fevers are 


excluded 


− The medication is prescribed by or in consultation with a fellowship trained 


rheumatologist or other rare disease specialist for treating TRAPS 


− The beneficiary has a history of NSAIDs and oral glucocorticoids at the maximum 


indicated dose unless a contraindication or intolerance 


 The beneficiary has a diagnosis of Familial Mediterranean Fever (FMF) 


− The medication is prescribed by or in consultation with a fellowship trained 


rheumatologist or other rare disease specialist for treating FMF 


− The beneficiary has a history of colchicine unless contraindication or intolerance 


(treatment recommended indefinitely) 


Active Still’s Disease 


 The beneficiary is at least 2 years of age 


 The medication is prescribed by or in consultation with a fellowship trained rheumatologist or 


other specialist  


 If new onset AOSD, the beneficiary has a history of NSAIDs or oral glucocorticosteroids at 


the maximum indicated dose unless a contraindication or intolerance for mild to moderate 


disease  


 If established AOSD, the beneficiary has a history of at least 3 months of disease modifying 


anti-rheumatic drugs (DMARDs) with any of the following (unless contraindication or 


intolerance) 


− Methotrexate 


− Leflunomide  


Gout Flares 


 The beneficiary has a diagnosis of gout flares, defined as 3 or more gout flares in the 


previous year 


 The beneficiary is at least 18 years of age 


 The medication is prescribed by or in consultation with a fellowship trained rheumatologist or 


other specialist 


 The beneficiary has a history of non-steroidal anti-inflammatory drugs (NSAIDs), 


corticosteroids, and colchicine (unless contraindicated or not tolerated) and details are 


documented on the request 


 The beneficiary is currently taking urate-lowering medication (e.g., allopurinol, febuxostat, 


probenecid) and documentation of adherence must be provided 


 Current labs including serum urate concentration and documentation of urate crystals in the 


synovial fluid (if available) are submitted with the request 


 







APPROVAL DURATION 


 Approval is for 6 months and may be renewed. 


RENEWAL/REAUTHORIZATION 


Authorizations can be renewed based on the following: 


 Absence of unacceptable toxicity from the drug  


 The beneficiary has experienced a positive clinical response to treatment, indicated by 


improvement in signs and symptoms compared to baseline, or no progression of signs and 


symptoms from baseline  


BILLING/CODING INFORMATION 


Applicable Procedure Codes 


 J0638 – Injection, canakinumab, 1 mg; 1 billable unit = 1 mg 
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 Exdensur (depemokimab-ulaa) 
Updated:  


INDICATIONS 


Exdensur is indicated for treatment of: 


 Add on maintenance treatment of severe asthma characterized by an eosinophilic 


phenotype in adult and pediatric beneficiaries 12 years of age or older 


− Limitation of use: not for relief of acute bronchospasm or status asthmaticus 


CLINICAL CRITERIA 


 The beneficiary is 12 years of age or older  


 The drug must be prescribed by a fellowship trained allergist, immunologist, or 


pulmonologist 


 The beneficiary has a diagnosis of severe eosinophilic asthma 


 The beneficiary must have a baseline blood eosinophil count of ≥ 150 cells/microliter  


 Current pulmonary function tests (PFTs) must be submitted 


 Asthma Control Questionnaire (ACQ-5) OR Asthma Quality of Life Questionnaire (AQLQ) 


scores must be submitted for adult beneficiaries 


 Two of the following apply to the beneficiary:  


− The beneficiary has experienced one or more exacerbations requiring treatment with 


systemic corticosteroids or medical treatment (e.g., emergency room visit or 


hospitalization), OR  


− The beneficiary has been compliant on at least TWO asthma maintenance medications 


with one being an inhaled corticosteroid at a maximum-tolerated dose (ICS/LABA 


combination products count as two products); OR  


− The beneficiary has oral corticosteroid-dependent asthma  


 The beneficiary will not be taking the requested medication with any other monoclonal 


antibodies 


 The requested dose does not exceed the recommended dose in the package insert or 


supported in Micromedex  


 The beneficiary has tried a self-administered product available as a pharmacy benefit (e.g., 


Nucala or Fasenra) 


APPROVAL DURATION 


− Approval is for 6 months and may be renewed. 







RENEWAL/REAUTHORIZATION 


Authorizations can be renewed based on the following: 


 Absence of unacceptable toxicity from the drug  


 The beneficiary remains compliant with asthma control therapy (e.g., ICS, ICS/LABA, LAMA) 


in combination with Exdensur 


 The beneficiary has had a positive response to therapy, indicated by one of the following: 


− Improvement in FEV1 over baseline  


− Decrease in exacerbations  


− Decrease in blood eosinophil count  


− Decrease in oral corticosteroid usage  


− Improvement in asthma control and quality of life scores  


BILLING/CODING INFORMATION 


Applicable Procedure Codes 


 J3590 – Unclassified biologics 


 


 






