Dear Behavioral Health Providers, 
Please review the following message for informational tips and reminders about the 1115 Behavioral Health Reform service authorization (1115 SA) review process. 
InterQual Transparency Tool
DBH uses InterQual behavioral health criteria to guide medical necessity decisions. This is a nationally recognized, evidence-based, clinical tool that assesses a recipient’s current:
· Symptom severity and functional impairment
· Risk and safety concerns
· Comorbid conditions and past treatment response
· Discharge readiness
With the criteria license, DBH also purchased the online, provider-facing InterQual Transparency Tool to improve visibility on how SA supporting documentation is evaluated. Providers interested in using the tool must sign in using a One Healthcare ID. If you don’t have an account, click “Create One Healthcare ID” on the sign on page and follow the instructions to establish one. Successful sign in will automatically launch the InterQual subset search landing page. 
DBH recommends following the filtering steps outlined below to find the subset package matching your service. Keyword and procedure code search bars require entries that exactly match InterQual descriptors and may retrieve variable results for users. 
1. Use the Product filter matching your 1115 service, using the crosswalk below:
a. ASAM 3.1 – 4.0 services use the “ASAM Criteria Navigator” Product.
b. Crisis Residential and Stabilization services use either the “Adult and Geriatric Psychiatry” – or – the “Child and Adolescent Psychiatry” Product, based on the recipient’s age.
c. Adult Mental Health Residential Level 1 & 2 services use the “Adult and Geriatric Psychiatry” Product.
d. Children’s Residential Treatment Level 1 & 2 services use the “Child and Adolescent Psychiatry” Product.
e. Therapeutic Treatment Homes do not have a matching product; but one is under development.
2. Filter by Category to refine results by Adult or Adolescent population criteria, if applicable.
3. Select the Subset matching your service.
a. DBH uses the ASAM 3rd edition criteria for reviews.
4. Select Book View to walk-through criteria virtually or Print for a hard copy. 
5. Filter by Criteria, if applicable.
a. Crisis Residential and Stabilization services use the “Residential Crisis Program” Criteria. 
b. Adult Mental Health Residential Level 1 & 2 services use the “Residential Treatment Center” Criteria.
c. Children’s Residential Treatment Level 1 & 2 services use the “Residential Treatment Center” Criteria.
6. Nested review criteria can be expanded or collapsed using the global buttons at the top of the page or by clicking the ‘+’ and ‘-’ buttons on the left side of text.
7. Select the embedded page icons to view clarifying notes.
8. Requirements that must be met to support medical necessity at the viewed level of care are in bolded text.
InterQual staff encourage providers to join the Optum Community website that is designed to give users tips and resources to help maximize their use of the product applications. The Community site includes user documentation libraries, access to recorded webinars, discussion forums, and event calendars. If interested in registering, please review the following walk-through guide: How to join the Optum Community - Optum Community.  
Tips and Reminders
Pended Submission Status
SA requests that satisfy minimum criteria for review are entered into the Alaska Medicaid Management Information System (MMIS) by HMS with an identifier that is searchable by the submitting provider. These system entries have header (Hdr) level and line (LI) level status indicators to help inform the provider about processing decisions. SAs that pend for more information will have a header status of ‘Pended’ and a line level status of ‘Denied’, because the system’s denial configuration is used to generate the return-to-provider (RTP) letters that offer targeted feedback on why submitted documentation is insufficient to make an approval decision. An example of the multiple status indicators is provided in the redacted image below.
[image: Example image of multiple status indicators where Header status reads "P-pended" and Line level status reads "D-Denied"]
Providers who see this status conflict for one of their SA submissions should do the following to support a final determination – 
1) Confirm that the member has active Medicaid eligibility for the requested date(s) of service; and
2) Review the RTP letter requesting additional information and respond within the 10-day timeline.
A final decision will be indicated by a matching header and line level status. 
Avoid Overlapping Dates
SAs requesting continuation of the same service for the same member across multiple review periods must have non-overlapping, unique date ranges. DBH recognizes that service authorization dates are often aligned with treatment plan effective dates, which may change due to reassessment or updates. Please review the date spans of any new requests against previously approved authorizations to ensure there is no overlap. Requests with overlapping dates will be returned to the provider for correction through the HMS RTP lettering process.
Fiscal Year Utilization 
Service utilization toward a fiscal year limit is calculated based on claims submitted to the MMIS for payment, regardless of the date of service. Claims are processed in the order they are received and will decrement service limits until they reach zero and trigger an SA denial. In contrast, SAs are date-specific and only cover services that fall within the approved authorization period.
If claims for earlier dates of service are submitted late, the system may deny them if later dates of service have already exhausted the fiscal year limits and the earlier date falls outside an active authorization. To help prevent conflicts between billed services and approved SAs, providers are encouraged to submit claims as soon as possible. Timely submission helps ensure services are processed correctly against system limits and approved SAs, and can prevent the need for amended or additional SAs to ensure provider reimbursement.
Reminders 
Please review the following reminders to ensure 1115 SA requests and supporting documentation clearly demonstrate the recipient’s continued need for services at the requested level of care: 
· Include detailed, clinically focused, current information about the recipient’s symptoms, risk, and functioning.
· Clearly explain why continued care is medically necessary.
· Document specific, measurable goals, interventions, and progress.
· Document discharge planning and barriers to step-down care.
· Submit supporting documentation that is up to date (within 24–48 hours of the SA request).
· Follow revised SA forms and prompts carefully.
· Make sure documentation aligns with InterQual/medical necessity criteria.
Need Help?
Providers with questions or needing assistance with behavioral health service authorization can contact HMS-Gainwell by email at AK-Enrollment@gainwelltechnologies.com or by phone using the Behavioral Health Provider Assistance (833) 832-1688 or (907) 621-7192.
For questions about this message, or extra support, please contact DBH Medicaid Provider Assistance Information inbox at doh.dbh.mpassunit@alaska.gov, with ‘Service Authorization’ in the subject line.
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