5.0 Extended Access
Goal: All patients have timely access to health services that are patient‐centered and
culturally sensitive and are delivered in the most appropriate and least intensive setting
based on the patient’s needs. Practice must be routinely referring non‐emergent patients to
after‐hours care, whether located at the practice site or another urgent care center (i.e.,
specialist practices that always send patients to ED do not meet the criteria for having after‐
hours care capabilities in place).
10 total capabilities
All capabilities applicable to: Adult and Peds patients
Applicable to PCPs and specialists.

5.1 ‐ Required
Patients have 24‐hour access to a clinical decision‐maker by phone, and clinical decision‐
maker has a feedback loop within 24 hours or next business day to the patient's PCMH
PCP and Specialist Guidelines:

a. Clinical decision‐maker must be an M.D., D.O., D.C., licensed psychologist, P.A., or N.P. If not
M.D. or D.O., clinical‐decision maker must have ability to contact supervising M.D. or
D.O. on an immediate basis if needed
i. Clinical decision‐maker may be, but is not required to be, the patient’s primary
care provider
b. Clinical decision‐maker has the ability to direct the patient regarding self‐care or to
an appropriate level of care.
i. When reason for patient contact is not relevant to provider’s domain of care,
provider will ensure that patient is able to contact PCP or other relevant
provider
c. Clinical decision‐maker communicates all clinically relevant information via phone
conversation directly to patient’s primary physician, by email, by automated notification
in an EHR system, or by faxing directly to primary physician regarding the interaction
within 24 hours (or next business day) of the interaction
d. For after‐hour calls, clinical decision‐maker responds to patient inquiry in a timely
manner (generally 15‐30 minutes, and no later than 60 minutes after initial patient
inquiry)
i. For urgent calls, clinical decision‐maker responds to patient inquiry in a timely
manner (generally 15‐30 minutes, and no later than 60 minutes after initial
patient inquiry)
ii. For non‐urgent calls during office hours, patients may be given response by
phone before end of business day, or offered appointments in a timeframe
appropriate to their health care needs
Required for PCMH Designation: YES
Predicate Logic: n/a
PCMH Validation Notes for Site Visits
Review process for 24‐hour coverage

5.2
Clinical decision‐maker accesses and updates patient's EHR or registry info during the
phone call
PCP and Specialist Guidelines:

a. Clinical decision‐maker (as defined in 5.1) must routinely have access to and
update patient’s EHR or registry information during all calls
i. Occasional technical problems, such as failure of internet service in rural areas,
may occur and would not constitute failure to meet the requirements of 5.2 as
long as access to the EHR or registry is typically and routinely available
b. In circumstances where the patient is personally well known to clinician or the condition
is non‐urgent and easily managed, the clinician may not always need to access the EHR
or registry during the call, and may update the record after the call

•
•

Required for PCMH Designation: NO
Predicate Logic: 5.1
PCMH Validation Notes for Site Visits
On call has access to EHR/Registry and can update
Demo use by showing examples from EHR/Registry

5.3
Provider has made arrangements for patients to have access to non‐ED after‐hours
provider for urgent care needs during at least 8 after‐hours per week and, if different
from the PCMH office, after‐hours provider has a feedback loop within 24 hours or next
business day to the patient's PCMH
PCP Guidelines:

a. After‐hours is defined as office visit availability during weekday evening (e.g., 5‐8
pm) and/or early morning hours (e.g., 7‐9 am) and/or weekend hours (e.g., Saturday
9‐12), sufficient to reduce patients’ use of ED for non‐ED care
b. After‐hours provider may be at Practice Unit site or may be in a physically separate location
(e.g., an urgent care location or a separate physician office) as long as it is within 30 minutes
travel time of the PCMH
i. Services provided by the after‐hours provider must be billable as an office visit or
an urgent care visit, not as an ER visit
c. If after‐hours provider is different from Practice Unit (e.g., they are an urgent care center
or a physician who shares on‐call responsibilities), there must be an established
arrangement for after‐hours coverage, and the after‐hours provider must be able to
provide feedback regarding care encounter to the patient's Practice Unit within 24 hours
or on the next business day
d. Practice Units may team with other practice units/physicians to provide after‐hours
urgent care
e. Patient referral to specialists, high tech imaging, and inpatient admissions recommended
by urgent care providers should be made by or coordinated with PCP

f.

Provider places high priority on avoiding unnecessary ED visits, and is routinely
and systematically directing patients to after‐hours care whenever appropriate

Specialist Guidelines:

g. After‐hours provider may be at Practice Unit site or may be in a physically separate location
(e.g., an urgent care location or a separate physician office) as long as it is within 30 minutes
travel time of the PCMH
i. Services provided by the after‐hours provider must be billable as an office visit or
an urgent care visit, not as an ER visit
h. Feedback from urgent care center is only required when the care provided to the patient
is relevant to the condition being managed by the specialist
i. For patients who do not reside within the specialist’s geographic
vicinity, establishment of a feedback loop may not always be possible
i. For urgent care centers, after‐hours care is defined as additional evening (or early
morning) and weekend availability (not 9 am‐ 5 pm) beyond the standard BCBSM urgent
care participation agreement, which requires urgent care centers to be open at minimum
5‐8 pm weekdays and 6 hours per day on Saturday and Sunday
j. For all other specialist practices, after‐hours is defined as office visit availability during
weekday evening (e.g., 5‐8 pm) and/or early morning hours (e.g., 7‐9 am) and/or
weekend hours (e.g., Saturday 9‐12), sufficient to reduce patients’ use of ED for non‐ED
care.
k. If after‐hours provider is different from Practice Unit (e.g., they are an urgent care center
or a physician who shares on‐call responsibilities), there must be an established
arrangement for after‐hours coverage, and the after‐hours provider must be able to
provide feedback regarding care encounter to the patient's Practice Unit within 24 hours
or on the next business day
l. Practice Units may team with other practice units/physicians to provide after‐hours
urgent care
m. Patient referral to specialists, high tech imaging, and inpatient admissions recommended
by urgent care providers should be made by or coordinated with PCP Provider who
places high priority on avoiding unnecessary ED visits, and is routinely and systematically
directing patients to after‐hours care whenever appropriate
i. If patient would have been brought into office during normal business hours, but
is being sent to ED after‐hours, this would not meet the requirements for this
capability

•
•

Required for PCMH Designation: NO
Predicate Logic: n/a
PCMH Validation Notes for Site Visits
8 after‐hours available (non‐ED ‐ Urgent Care)
Review documentation related to accessing non‐ED centers when office closed

5.4
A systematic approach is in place to ensure that all patients are fully informed about
after‐ hours care availability and location, at the PCMH site as well as other after‐hours
care sites, including urgent care facilities, if applicable

PCP and Specialist Guidelines:

a. Providers should ensure patients know how to contact them during after‐hours, and
should ensure patients are aware of location of urgent care centers, when applicable
b. Where PCPs and specialists are in the same medical neighborhood, they should be aware
of urgent care centers commonly used by care partners
i. Specialists are encouraged to work with the PCP community to identify
appropriate urgent care sites with whom they share clinical information

•
•

Required for PCMH Designation: NO
Predicate Logic: n/a
PCMH Validation Notes for Site Visits
Patients educated on after‐hours care
Review documentation provided or made available to patients about after‐
hours options

5.5
Practice Unit has made arrangements for patients to have access to non‐ED after‐hours
provider for urgent care needs (as defined under 5.3) during at least 12 after‐hours per
week
PCP and Specialist Guidelines:
a. Reference 5.3

•
•

Required for PCMH Designation: NO
Predicate Logic: 5.3
PCMH Validation Notes for Site Visits
12 after hours available
Review documentation related to accessing non‐ED centers when office closed

5.6
Non‐ED after‐hours provider for urgent care accesses and updates the patient’s EHR or
patient’s registry record during the visit
PCP and Specialist Guidelines:

a. Reference 5.3 for definition of non‐ED after‐hours provider for urgent care needs
b. Clinical decision‐maker must routinely have access to and update patient’s EHR or
registry information during all visits
i. Occasional technical problems, such as failure of internet service in rural areas,
may occur and would not constitute failure to meet the requirements of 5.6 as
long as access to the EHR or registry is typically and routinely available
Required for PCMH Designation: NO

Predicate Logic: n/a

PCMH Validation Notes for Site Visits
Non‐ED after‐hours urgent care has access to EHR/Registry and documents
DURING visit
Demo use by showing examples from EHR/Registry

5.7
Advanced access scheduling is in place: for PCPs, at least 30% of appointments are
reserved for same‐day appointments for acute and routine care (i.e., any elective non‐
acute/urgent need, including physical exams and planned chronic care services, for
established patients); for specialists, tiered access is in place
PCP Guidelines:

a. 30% of the day’s appointments should be available at the start of business for same‐
day appointments for both acute and routine care needs
i. In unusual, extenuating circumstances (such as a solo practice in a rural or urban
under‐served area), practice units may meet the requirements of capability 5.7
by having a routine, systematic procedure that practice unit clinicians remain
after‐ hours as necessary to see the majority of patients requesting routine or
acute care
b. Written policy for advanced access is available
i. Patients are aware of policy and do not feel that they must self‐screen to
avoid imposing on practice unit staff
c. Patients are accommodated throughout the day (not only during lunch or after‐hours)
d. Practice should provide time slots sufficient for non‐acute visits
e. Patients are seen on a timely basis with no excessive waiting time
f. Patients can be seen by PAs/NPs or by any physician in practice
g. Open access slots may be used for patients being discharged who need a follow‐
up appointment within 3‐5 days, and also for Medicaid patients who must make
their appointments 48 hours in advance in order to get free transportation.
h. If practice does not have an approach to scheduling that closely follows the structure and
process of formal open access scheduling consistent with the sources cited herein, then
they must have documented policy and procedures demonstrating that the practice’s
advanced access approach has the attributes referenced at the following sites:
i. http://www.aafp.org/fpm/20000900/45same.html
ii. http://www.managedcaremag.com/archives/2002/12/same-day-

appointments- promise-increased-productivity

iii. Reference Institute for Healthcare Improvement articles at
http://www.ihi.org/Topics/PrimaryCareAccess/Pages/default.aspx for
information on implementing advanced access

Specialist Guidelines:

a. Specialists must establish tiered access system to address needs of sub‐acute, chronic,
and routine patients
i. Same day appointments available for urgent patients
ii. Appointments within 1‐3 weeks available for sub‐acute patients
b. Written policy for advanced access is available

i.

•
•

Patients are aware of policy and are not discouraged from requesting appointments

Required for PCMH Designation: NO
Predicate Logic: n/a
PCMH Validation Notes for Site Visits
Written policy in place, patients are aware of policy.
Demo of communication to patients, plus demo of how scheduling system
blocks appointments: Pull up current examples of scheduling blocks for year
being reviewed

5.8
Advanced access scheduling is in place reserving at least 50% of appointments for same‐
day appointment for acute and routine care (i.e., any elective non‐acute/urgent need,
including physical exams and planned chronic care services, for established patients)
[Applicable to PCPs only]
PCP Guidelines:

a. 50% of the day’s appointments should be available at the start of the business day for
same‐ day appointments for acute and routine patient needs
b. Reference 5.7

•
•

Required for PCMH Designation: NO
Predicate Logic: 5.7
PCMH Validation Notes for Site Visits
Written policy in place, patients are aware of policy.
Demo of communication to patients, plus demo of how scheduling system
blocks appointments: Pull up current examples of scheduling blocks for year
being reviewed

5.9
Practice unit has telephonic or other access to interpreter(s) for all languages common to
practice’s established patients.
PCP and Specialist Guidelines:

a. Languages common to practice are defined as languages identified as primary by at least
5% of the established patient population
b. Language services may consist of third‐party interpretation services or multi‐lingual staff
c. Asking a friend or family member to interpret does not meet the intent of this capability

•
•
•

Required for PCMH Designation: NO
Predicate Logic: n/a
PCMH Validation Notes for Site Visits
Interpreter service
Verbal description of available tools is acceptable
Asking a friend or family member to interpret does not meet the intent of this
capability

5.10
Patient education materials and patient forms are available in languages common to
practice’s established patients
PCP and Specialist Guidelines:

a. Languages common to practice are defined as languages identified as primary by at least
5% of the established patient population
b. Not applicable to practices where English is the primary language for 95% or more of
the practice’s established patient population

•

Required for PCMH Designation: NO
Predicate Logic: n/a
PCMH Validation Notes for Site Visits
Languages common to practice are defined as languages identified as primary
by at least 5% of the established patient population

