FEDERAL MANAGED CARE
ACCESS STANDARDS
§438.206 Availability of services.

(1) Timely access. Each MCO, PIHP, and PAHP must do the following:
(i) Meet and require its providers to meet State standards for timely access to care and services,
taking into account the urgency of the need for services.
(ii) Ensure that the network providers offer hours of operation that are no less than the hours of
operation offered to commercial enrollees or comparable to Medicaid fee-for-service, if the provider
serves only Medicaid enrollees.
(iii) Make services included in the contract available 24 hours a day, 7 days a week, when medically
necessary.
(iv) Establish mechanisms to ensure compliance by providers.
(v) Monitor providers regularly to determine compliance.
(vi) Take corrective action if there is a failure to comply.
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4. This section confirms requirements for plans to provide or arrange for the provision of access
to health care services in a timely manner, and establishes additional metrics for measuring and
monitoring the adequacy of a plan’s contracted provider network to provide enrollees with
timely access to needed health care services. This section does not:
(A) Establish professional standards of practice for health care providers;
(B) Establish requirements for the provision of emergency services; or
(C) Create a new cause of action or a new defense to liability for any person.
(b) Definitions. For purposes of this section, the following definitions apply.
1. “Advanced access” means the provision, by an individual provider, or by the medical group or
independent practice association to which an enrollee is assigned, of appointments with a
primary care physician, or other qualified primary care provider such as a nurse practitioner or
physician’s assistant, within the same or next business day from the time an appointment is

requested, and advance scheduling of appointments at a later date if the enrollee prefers not to
accept the appointment offered within the same or next business day.
2. “Appointment waiting time” means the time from the initial request for health care services
by an enrollee or the enrollee’s treating provider to the earliest date offered for the
appointment for services inclusive of time for obtaining authorization from the plan or
completing any other condition or requirement of the plan or its contracting providers.
3. “Preventive care” means health care provided for prevention and early detection of disease,
illness, injury or other health condition and, in the case of a full service plan includes but is not
limited to all of the basic health care services required by subsection (b)(5) of Section 1345 of
the Act, and Section 1300.67(f) of Title 28.
4. “Provider group” has the meaning set forth in subsection (g) of Section 1373.65 of the Act.
5. “Triage” or “screening” means the assessment of an enrollee’s health concerns and
symptoms via communication, with a physician, registered nurse, or other qualified health
professional acting within his or her scope of practice and who is trained to screen or triage an
enrollee who may need care, for the purpose of determining the urgency of the enrollee’s need
for care.
6. “Triage or screening waiting time” means the time waiting to speak by telephone with a
physician, registered nurse, or other qualified health professional acting within his or her scope
of practice and who is trained to screen or triage an enrollee who may need care.
7. “Urgent care” means health care for a condition which requires prompt attention, consistent
with subsection (h)(2) of Section 1367.01 of the Act.
(c) Standards for Timely Access to Care.
(1) Plans shall provide or arrange for the provision of covered health care services in a timely
manner appropriate for the nature of the enrollee’s condition consistent with good professional
practice. Plans shall establish and maintain provider networks, policies, procedures and quality
assurance monitoring systems and processes sufficient to ensure compliance with this clinical
appropriateness standard.
(2) Plans shall ensure that all plan and provider processes necessary to obtain covered health
care services, including but not limited to prior authorization processes, are completed in a
manner that assures the provision of covered health care services to enrollees in a timely
manner appropriate for the enrollee’s condition and in compliance with the requirements of this
section.
(3) When it is necessary for a provider or an enrollee to reschedule an appointment, the
appointment shall be promptly rescheduled in a manner that is appropriate for the enrollee’s
health care needs, and ensures continuity of care consistent with good professional practice,

and consistent with the objectives of Section 1367.03 of the Act and the requirements of this
section.
(4) Interpreter services required by Section 1367.04 of the Act and Section 1300.67.04 of Title 28
shall be coordinated with scheduled appointments for health care services in a manner that
ensures the provision of interpreter services at the time of the appointment. This subsection
does not modify the requirements established in Section 1300.67.04, or approved by the
Department pursuant to Section 1300.67.04 for a plan’s language assistance program.
(5) In addition to ensuring compliance with the clinical appropriateness standard set forth at
subsection (c)(1), each plan shall ensure that its contracted provider network has adequate
capacity and availability of licensed health care providers to offer enrollees appointments that
meet the following timeframes:
(A) Urgent care appointments for services that do not require prior authorization: within
48 hours of the request for appointment, except as provided in (G);
(B) Urgent care appointments for services that require prior authorization: within 96
hours of the request for appointment, except as provided in (G);
(C) Non-urgent appointments for primary care: within ten business days of the request
for appointment, except as provided in (G) and (H);
(D) Non-urgent appointments with specialist physicians: within fifteen business days
of the request for appointment, except as provided in (G) and (H);
(E) Non-urgent appointments with a non-physician mental health care provider:
within ten business days of the request for appointment, except as provided in (G) and
(H);
(F) Non-urgent appointments for ancillary services for the diagnosis or treatment of
injury, illness, or other health condition: within fifteen business days of the request for
appointment, except as provided in (G) and (H);
(G) The applicable waiting time for a particular appointment may be extended if the
referring or treating licensed health care provider, or the health professional providing
triage or screening services, as applicable, acting within the scope of his or her practice
and consistent with professionally recognized standards of practice, has determined and
noted in the relevant record that a longer waiting time will not have a detrimental
impact on the health of the enrollee;
(H) Preventive care services, as defined at subsection (b)(3), and periodic follow up care,
including but not limited to, standing referrals to specialists for chronic conditions,
periodic office visits to monitor and treat pregnancy, cardiac or mental health
conditions, and laboratory and radiological monitoring for recurrence of disease, may be

scheduled in advance consistent with professionally recognized standards of practice as
determined by the treating licensed health care provider acting within the scope of his
or her practice; and
(I) A plan may demonstrate compliance with the primary care time-elapsed standards
established by this subsection through implementation of standards, processes and
systems primary care appointments, as defined at subsection (b)(1).
6) DENTAL-removed
(7) Plans shall ensure they have sufficient numbers of contracted providers to maintain
compliance with the standards established by this section.
(A) This section does not modify the requirements regarding provider-to-enrollee ratio
or geographic accessibility established by Sections 1300.51, 1300.67.2 or 1300.67.2.1 of
Title 28.
(B) A plan operating in a service area that has a shortage of one or more types of
providers shall ensure timely access to covered health care services as required by this
section, including applicable time-elapsed standards, by referring enrollees to, or, in the
case of a preferred provider network, by assisting enrollees to locate, available and
accessible contracted providers in neighboring service areas consistent with patterns of
practice for obtaining health care services in a timely manner appropriate for the
enrollee’s health needs. Plans shall arrange for the provision of specialty services from
specialists outside the plan’s contracted network if unavailable within the network,
when medically necessary for the enrollee’s condition. Enrollee costs for medically
necessary referrals to non-network providers shall not exceed applicable co-payments,
co-insurance and deductibles. This requirement does not prohibit a plan or its delegated
provider group from accommodating an enrollee’s preference to wait for a later
appointment from a specific contracted provider.
(8) Plans shall provide or arrange for the provision, 24 hours per day, 7 days per week, of
triage or screening services by telephone as defined at subsection (b)(5).
(A) Plans shall ensure that telephone triage or screening services are provided in a
timely manner appropriate for the enrollee’s condition, and that the triage or
screening waiting time does not exceed 30 minutes.
(B) A plan may provide or arrange for the provision of telephone triage or screening
services through one or more of the following means: plan-operated telephone triage or
screening services consistent with subsection (b)(5); telephone medical advice services
pursuant to Section 1348.8 of the Act; the plan’s contracted primary care and mental
health care provider network; or other method that provides triage or screening
services consistent with the requirements of this subsection.

1. A plan that arranges for the provision of telephone triage or screening
services through contracted primary care and mental health care providers shall
require those providers to maintain a procedure for triaging or screening
enrollee telephone calls, which, at a minimum, shall include the employment,
during and after business hours, of a telephone answering machine and/or an
answering service and/or office staff, that will inform the caller:
a. Regarding the length of wait for a return call from the provider; and
b. How the caller may obtain urgent or emergency care including, when
applicable, how to contact another provider who has agreed to be oncall to triage or screen by phone, or if needed, deliver urgent or
emergency care.
2. A plan that arranges for the provision of triage or screening services through
contracted primary care and mental health care providers who are unable to
meet the time-elapsed standards established in paragraph (8)(A) shall also
provide or arrange for the provision of plan-contracted or operated triage or
screening services, which shall, at a minimum, be made available to enrollees
affected by that portion of the plan’s network.
3. Unlicensed staff persons handling enrollee calls may ask questions on behalf
of a licensed staff person in order to help ascertain the condition of an enrollee
so that the enrollee can be referred to licensed staff. However, under no
circumstances shall unlicensed staff persons use the answers to those questions
in an attempt to assess, evaluate, advise, or make any decision regarding the
condition of an enrollee or determine when an enrollee needs to be seen by a
licensed medical professional.
(9) Not applicable
(10) Plans shall ensure that, during normal business hours, the waiting time for an enrollee to
speak by telephone with a plan customer service representative knowledgeable and competent
regarding the enrollee’s questions and concerns shall not exceed ten minutes.

