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To the Editor: The patient-centered medical home (PCMH) provides coordinated, comprehensive, continuing, team-based, and patient-centered primary care as well as population management and accountability for health outcomes. Considerable experience suggests that PCMHs should be the foundation for a reformed care system that improves quality, lowers costs, and meets patients’ needs.1–3

However, many medical schools and residencies are not yet exposing trainees to PCMHs. Family medicine programs are an exception: Dozens of family medicine residencies have changed their practices into PCMHs and implemented PCMH curricula.4,5

But this is just a start. If the nation wants to achieve a higher-performing and more efficient health care system, then medical students and residents of all specialties need to be exposed to and familiar with the PCMH. Primary care physicians (PCPs) should be prepared to work effectively within PCMHs. Non-primary-care physicians must understand the role of PCMHs in reformed delivery systems, such as accountable care organizations, so that they may better coordinate with PCPs in the care of patients.6

We urge medical schools and residencies to redesign their primary care practices and curricula to demonstrate and teach principles of the PCMH to physicians of all specialties.
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