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I may be getting a reputation as a bit of a crank, but I feel the need to explain my opinion of the  

Patient-Centered Medical Home (PCMH).  This is a pet project of several specialty societies, 
including the American Academy of Family Physicians (AAFP).  Now I am a proud family doctor 

and cannot imagine doing anything else; but, with apologies to my specialty’s official 
organization, and to my PCMH-champion colleague Ted Wymyslo, I’ll explain further. 

 
It is no secret that our specialty is not popular amongst medical students. We are at the bottom 

of the hierarchical ladder and pay scale, but I will never doubt that we are the single most 

important specialty when it comes to a wide spectrum of care for a huge base of patients.  The 
PCMH at some point is supposed to be a way for FP’s to be more fairly recognized and 

compensated for their work. I have no problem with being compensated more equitably and feel 
that I actually have a pretty decent “patient-centered” practice. I believe most family physicians 

feel the same way. 

 
But the PCMH is actually a title for a concept that requires doctors to radically change how they 

deliver medical care. For those of you non-FP’s, I’ll give you a brief tutorial about what this 
entails. To be considered a PCMH, you must offer a large number of services, some are what are 

done in most offices anyway,  but there are others, that are quite difficult or even (in my opinion) 
onerous.  These include: 

 

• Same day appointments/open access scheduling 
• Group visits 
• Extended office hours 
• Electronic medical records 
• Secure email communication with patients 
• Web portal for appointment scheduling and refill requests 
• Patient coaching via motivational interviewing 
• Health coaches 
• Population management 
• Patient satisfaction surveys 
• Establishment of a patient advisory panel to guide practice and quality improvement 
• Use of non-physician staff to manage patient care 
• Creation of reports using standardized measures and transmission of these reports 

electronically    to external entities 
 
This list comprises just about half of the list of NCQA PCMH standards. It makes my head hurt 

just reading them. Remember, these are in addition to all of the other things that are required of 
physicians, such as conversion to ICD-10 and meeting Meaningful Use benchmarks if you are 

seeking government incentives for your EHR. Now some of these don’t sound so bad, right? It’s 

all in the name of good patient care, of course, right? Well I have made my opinion of electronic 
records clear in previous articles, so I will skip to some of the other requirements. Let’s examine 

a few of these. 
 

A recent article in Family Practice Management illustrates the ideal PCMH. I’ll summarize it for 

you. Let’s say a hypothetical patient calls your office for an appointment. Under “open access 
scheduling”, you don’t set up any appointments further out than 2 weeks. A quarter of your 

appointments are available for patients who call the same day, a quarter for those who want to 



 

 

get in sometime that week, and half are for those who want to get in sometime within the next 2 

weeks.(1) 
 

So your schedule is already full, you say? How can you possibly have an open schedule for the 
next 2 weeks?  Well, to get to that point you have to work down your “backlog”. You schedule 

extra office hours and extra patients and cram in as many as you can to “clear” your appointment 

book. You are supposed to do this by having your RN’s see patients with URI’s and easy 
diagnoses, following protocols to manage their problems. You also can have your patients see a 

health coach who will be available for patient education and “behavior change counseling”. Your 
office pharmacist will serve as the main caregiver for your patients with controlled diabetes, 

hypertension and hyperlipidemia.  Your office physical therapist will see everyone with back pain 
and decide if they really need to see the doctor.(2)  You can herd 12 people at a time into your 

waiting room for a group visit so you can teach them all at once about their disease, then see 

each one for 5 minutes privately in an exam room for a quick follow up. All of this is considered 
“team-based care” and purportedly expands the office’s ability to see patients. You would use this 

team to first clear your schedule and then deliver ongoing medical care. 
 

All of these personnel would be paid based on a “care management fee” from the insurers. There 

would be no penalty for patients to be treated by mid-levels or via email. Of course, pay-for-
performance bonuses would be shared by the team. (3)  And the happy, refreshed, non-stressed 

doctor would go home at 5pm, change clothes and head to the golf course. 
 

I hope to never have to work in the above-described office. Let me recount why I consider it   
utter fantasy. I may eventually be proven completely wrong, and if that happens I hope to be 

retired and tending my trees, garden and heirloom chickens, but honestly I have no desire (or 

financial means) to retire prematurely. I want to continue practicing the way I have for the past 
26 years. I believe I am a well-trained effective physician with a loyal patient following. I am also 

in solo practice. There is no way I could afford to pay even one of the above-mentioned extra 
professional staff. I have no desire to hire any PA’s or NP’s. I only want to be liable for myself, 

not an office full of physician extenders and coaches. Note, the American Medical News article 

entitled “Your Team, Your Risk.” Its subtitle reads “When health care team members drop the 
ball, it’s often the doctors who end up in court.” The article notes that there has been an uptick in 

malpractice suits that involve PA’s and NPs in what is termed “failure to supervise” claims.  These 
cases often involve team members who blame each other for the problems that caused the 

lawsuit.(4)  I’m sure that plaintiff’s attorneys just love to sit back and watch the team squabble 

and point fingers at one another.    
 

I think the basic idea that is lost in all of this is that patients prefer to be seen by a doctor. In 
fact, a survey conducted by the AAFP showed that 72% of Americans prefer to see a physician 

for their health care.(5)  Why would patients settle for less?  I know mid-levels are here to stay 
but I am not convinced that they are the answer to the looming primary care physician shortage.  

The hours of clinical training for an NP are about one-fourth that of a residency trained family 

physician. Their level of training should be carefully matched to the settings in which they 
practice. 

 
As for the rest of the above practice model, as a solo physician I certainly do not want to work 

longer days than I already do. That means no extended office hours. The idea of group visits is 

laughable to me. There is no such thing as a 5-minute office visit in my world. I am sure that if I 
ever was crazy enough to conduct a group visit, each patient would privately ask me about five 

unrelated topics and the visit would end up lasting 15 or 20 minutes, like it usually does. As for 
my appointment schedule, my staff keeps plenty of open slots so that we can almost always 

accommodate everyone who calls for an urgent appointment on the same day. In the midst of flu 
season I’ll add extra acute slots and work late and through lunch. We send people with true 



 

 

emergencies to the ED, and those we absolutely cannot fit in are referred to the urgent care 

clinic. It doesn’t happen that often. I routinely have patients with chronic diseases schedule their 
next appointment for 3 or 4 or 6 months, as their condition indicates. We make sure that patients 

are scheduled before they leave, and we remind them the day before their appointment. If they 
don’t show for their visit, we call and reschedule them. We don’t have to keep a separate log of 

who is due for their well visit or diabetes recheck if they fail to call for their “open access” 

appointment. This system has worked very well for the 13 years I have run my own office. 
 

A great concern I have with the PCMH model is that it would destroy the small private office. 
Nothing short of a large clinic with a multidisciplinary team could possibly hope to manage all of 

the above requirements. You have to have a lot more patients than I do to afford to pay your 
own PT and pharmacist. I would argue that the way I and other small offices practice is quite 

effective, because my staff and I know our patients very well. I can tell who my nurse is talking 

to on the phone without even glancing over at the chart. The patients have a relationship with 
my staff and ask for them by name. You can have all sorts of tracking software but it doesn’t 

replace deep relationships with your patients. I think people can be more easily lost in a mega-
clinic with multiple team members. 

 

A popular phrase touted by PCMH proponents is that physicians should practice “at the top of 
their license”. What that means is that you delegate the easy stuff to your mid-levels, nurses, 

coaches and medical assistants. Why see a baby for a well-child check-up if there is nothing 
wrong with the kid? Do you really want to take care of the 40 year old with a sinus infection if 

your PA can do it? UTI’s aren’t even worth your time. Have the RN follow the protocol, dip the 
urine and e-prescribe the antibiotic. You can sit in your office surfing the internet and save up 

your skills for the really needy patient, such as the anxious noncompliant drug-seeking diabetic in 

acute congestive heart failure. 
 

I disagree with this whole concept. As a family physician, I treat everything. I spend day after 
day, year after year, treating sinus infections and UTI’s and doing well child exams. And I value 

everything that I do because I enjoy my patients. Every visit is a chance to catch up with what is 

going on in their lives, to get to know them and their family better. I know most of my patients 
quite well. If they have an “easy” problem, I consider it a mental break because I may have 

spent the previous visit with an emotionally taxing depressed patient. I look forward to seeing 
how my pediatric patients grow and change. I don’t mind doing the millionth pap smear of my 

career. I feel a sense of accomplishment when I do that exam but also convince my patient to 

get a colonoscopy or a flu shot. Many times during “routine” visits, the patient brings up other 
problems that they just remembered or about which they were embarrassed to tell the nurse.  

And how about the times that I have found thyroid cancer, scoliosis and melanoma on routine 
exams? What about the time the patient with a sore throat actually had thrush due to AIDS or 

the patient with a little neck swelling had superior vena cava syndrome due to Non- Hodgkin’s 
Lymphoma? There was even the woman with a “simple ankle sprain” who actually had a sewing 

needle embedded in her foot. 

 
I mention these cases (all true) to demonstrate that a physician’s experience and training is 

valuable and necessary to treat all patients, not just the complicated ones. I can’t imagine being 
more distressed than if I were limited to seeing only the most “difficult” patients. I practice family 

medicine because I want to see everyone with every possible presenting complaint. We in my 

office do work as a team, just not in the same way as a PCMH. I have staff who do all prior 
authorizations and test scheduling. I have deputized a nurse through the state pharmacy board 

to do all of my OARRS queries. The nurses help me complete disability and FMLA forms, and they 
do all of the e-prescribing after I have approved the medications. They are quite busy all day and 

their work is completed in a timely fashion. Prescriptions are refilled, patients notified of test 



 

 

results, and consultations are requested in an efficient manner. We are not perfect, but we are 

consistently able to deliver quality care. 
 

I don’t think the PCMH is the salvation of Family Medicine. A recent JAMA study showed that 
medical homes failed to reduce health care costs and patient utilization.(6)  A related editorial 

made a number of excellent points, the major idea being that the PCMH model should focus on  

the 5% of the population with chronic illness that consumes 50% of all medical care in the US.(7)  
Some practices may become expert at the PCMH and show positive results, but I cannot imagine 

even a majority of practices being successful with this model. I only hope it doesn’t destroy small 
practices that have the advantages and efficiencies of offices such as mine. I am sure I can 

outlast the PCMH, but what about the young doctors entering practice? I want them to 
experience the satisfaction of practicing medicine the way I was trained. Only time will tell. 
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