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Physician workforce issues in 
the healthcare reform debate have led to 
considerable agreement on the need to 
reform graduate medical education (GME) 
in order to control the cost, mix and sup­
ply of physician manpower. The osteo­
pathic medical profession's infrastructure 
is ill-prepared to respond to many of the 
changes that policymakers are suggest­
ing. In last month's issue, the author 
reviewed the Gephardt and Mitchell bills, 
which emerged during the last Congress, 
identified the reforms recommended for 
GME, and examined the elements of agree­
ment between the bills. The position of 
osteopathic medicine vis-a.-vis healthcare 
reform was explored and distinctions 
between the two bills were drawn. In this 
article, the author recommends compre­
hensive secondary reforms in the osteo­
pathic medical profession's three institu­
tions-its colleges, its hospitals, and its 
political organization, the American Osteo­
pathic Association. 
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In 1907, W.E.B. Du Bois, an icon of Mrican­
American civil rights, after failing to sustain the 
movement that would eventually evolve into 
the National Association for the Advancement 
of Colored People (NAACP), was led to remark 
that "the force of an idea is only as powerful as 
the politics supporting it."l 
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This remark exemplified the debate on 
healthcare reform throughout 1994. As the year 
began, reform was supported widely by vari­
ous public interest groups, but the year ended 
with disappointments and lack of consensus. 
The politics supporting the idea were not strong 
enough to enact comprehensive healthcare 
reform legislation, and yet consensus over spe­
cific changes in the physician workforce and in 
graduate medical education (GME) surfaced as 
essential components of comprehensive health­
care reform. 

Throughout 1994, in response to the acknowl­
edged dearth of primary care physicians and the 
increasing ratio of specialist to generalists, the 
Clinton administration recommended that res­
idency positions be allocated and funded through 
a centralized regulatory process sponsored by 
the federal government. Although this call for 
nationally coordinated planning of the physi­
cian workforce was an unprecedented step by 
a US president, it was not a new idea. The con­
cept of managing the physician workforce mix 
has been advocated for decades by a few lead­
ing academicians,2 has been recommended by 
several public and private organizations,3-8 cap­
tured the attention of many healthcare reform­
ers in 1994, and eventually was even endorsed 
by the medical education community_9, lD The 
healthcare debate has evolved to a point where 
considerable agreement exists on recommend­
ed GME reforms, and this agreement was 
reflected in the two most widely accepted bills 
submitted during the last Congress-the 
Gephardt bill submitted in the House ll and 
the Mitchell bill submitted in the Senate. 12 In 
light of the concordance between these two 
bills, incremental legislation affecting the physi­
cian workforce and GME may be achievable 
goals in the new Congress. 

The purpose of this article is to recommend 
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proactive secondary reforms in the osteopath­
ic medicine's three institutions-its colleges, 
its hospitals, and its political organization,the 
American Osteopathic Association (AOA)-to 
prepare for reforms in medical education at the 
national level. 

Secondary reforms at the college level 
At the college level, reforms should be consid­
ered in six general areas or functions that are 
likely to be affected by impending healthcare 
reform including: 
• admissions; 
• the structure of GME; 
• curriculum; 
• osteopathic principles and practices (OPP); 
• opportunities for minority physicians; and 
• geographic maldistribution. 

Admissions policies 
At a time when applications for medical school 
are skyrocketing, and the academic qualifica­
tions of candidates are increasing, osteopath­
ic medicine must resist the temptation to chase 
after the grade point average (GPA) as the 
great equalizer. The osteopathic medical pro­
fession should continue to avoid summa cum 
laude science majors, and its admission poli­
cies should seek out students with backgrounds 
in the arts and humanities, older students, 
those with successful careers in other areas, 
and students from small towns and rural com­
munities. Part of what makes osteopathic med­
icine different from allopathic medicine is that 
the osteopathic medical profession has been 
"fishing from a different recruitment stream" 
for decades, and in this time of reform it should 
strengthen and safeguard these recruitment 
and admissions policies. 

GMEreforms 
Colleges of osteopathic medicine (COMs) should 
consider and promote a more active role in 
GME, and osteopathic hospitals should con­
sider encouraging greater college participa­
tion in their residencies. The future of osteo­
pathic training programs lies in college 
sponsorship, joint accreditation, shared respon­
sibility, geographic faculty, combined resources, 
and in formalized collaboration with allopathic 
medical institutions. 

From an organizational and public policy 
perspective, it is not unreasonable to assume 
that hospitals conducting GME programs should 
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have strong ties to medical schools. In allo­
pathic medicine, which tends to set profes­
sional standards, this is the rule rather than 
the exception. In the past, osteopathic hospi­
tals were content to conduct independent GME 
programs, and resisted college intrusions 
because of autonomy concerns. However, under 
the changes that will occur with GME reform, 
hospitals stand to gain by affiliating their 
GME programs with osteopathic or allopath­
ic medical schools. College affiliations provide 
opportunities to improve academic quality 
through access to educational specialists, 
grantsmanship, and other in-kind services. 
Also, if colleges sponsored all hospital GME 
programs, their graduates would be eligible 
for college or university certificates of training, 
in addition to hospital credentials, which would 
increase the prestige associated with osteo­
pathic GME. Finally, the American Associa­
tion of Colleges of Osteopathic Medicine 
(AACOM) should work closely with the hos­
pitals, specialty colleges, and the AOA to devel­
op a new educational structure that more effec­
tively manages osteopathic undergraduate and 
graduate medical education. The posture of 
the college should be one of collaboration, 
avoiding a take-over mentality that could 
threaten hospitals and delay much-needed 
progress. 

Osteopathic hospitals should affiliate with 
one or more medical schools to cosponsor res­
idency training programs. Those hospitals 
unable to negotiate college affiliations may 
not survive. The contractual arrangements 
that bind colleges and hospitals, however, must 
be more meaningful and substantive than they 
have been in the past. Colleges should pro­
vide regular nontenured faculty appointments 
for selected hospital clinicians, access to edu­
cational specialists, and joint sponsorship of 
academic and research activities. Additional­
ly, colleges and hospitals should explore the 
development of regional consortia for osteo­
pathic GME and training in order to better 
position themselves if government funding ini­
tiatives move in that direction. 

Curriculum reforms 
Many healthcare academicians argue that the 
country is producing the wrong types ofphysi­
cians with the wrong types of skills. A recent 
survey shows that a majority of practicing 
physicians believe they were poorly trained in 
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the skills needed for managed care and health 
maintenance organizations (HMOs).13 

Because the AACOM and its 16 colleges 
represent a small organization whose medical 
schools are largely dedicated to primary care, 
the osteopathic medical profession can speak as 
one and capitalize on the primary care initiative. 
Colleges of osteopathic medicine should consid­
er enhancing instruction in: 
• competence in managed care principles; 
• a psychosocial orientation to health; 
• training in health promotion and disease 

prevention; 
• training in community and population health; 

and 
• interdisciplinary training and practice. 

Instruction in these areas will better pre­
pare osteopathic physicians of the future to 
practice in managed care environments, and 
will help to solidifY the profession's position on 
the leading edge of generalism. . 

The colleges, along with hospitals and spe­
cialty colleges, should also consider reforms in 
the structure for delivering the curriculum. To 
prepare primary care physicians for the 21st cen­
tury, the curriculum should be seamless, and 
training should occur along a continuum from 
matriculation through residency completion 
and on into continuing medical education. 
Skills and education would be provided through­
out this continuum, but the colleges and hos­
pitals must share responsibility for develop­
ing effective programs. 

Finally, the colleges and specialty colleges 
should continue to experiment with alterna­
tive curricula and accelerated primary care 
programs combining 3 years of medical school 
with 3 years of residency programs, as these 
types of initiatives will lead to educational 
innovations, reduce training time, and still 
result in exceptionally well-trained physicians. 
There is a consensus that the amount of med­
ical information is too vast to master in a spec­
ified period of time. As a result, the designation 
of a 6-, 7-, or 8-year training requirement is 
somewhat arbitrary. Students today must be 
trained to be independent, life-long learners, 
which can be accomplished in 6 years as eas­
ily as 7, if the curriculum is effectively restruc­
tured to promote those goals. 

College reforms in the approach to 
osteopathic principles and practice 
Osteopathic GME programs are not viewed by 
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their students as providing any type of dis­
tinctive training. Because Accreditation Coun­
cil for Graduate Medical Education (ACGME)­
approved GME programs are viewed as more 
prestigious and perhaps credible, osteopathic 
medical students are leaving the profession in 
increasing numbers. As Gevitz14 points out, in 
order to remain a parallel profession, osteo­
pathic medicine must demonstrate a distinct 
philosophy underlying its existence which is 
expressed in actual differences in diagnosis 
and treatment of patients. Without these philo­
sophic underpinnings and practice differences, 
there is no convincing reason that there should 
remain two sets of schools, two sets of boards, 
two sets of standards, and two types of degrees.14 

Colleges of osteopathic medicine should 
consider reforms aimed at establishing their 
leadership in OPP and in producing appropri­
ate numbers of specialists for the hospitals, 
which can then assist with the integration of OPP 
into training programs. Cooperation between col­
leges and hospitals will be essential, but reforms 
should target the following goals: 
• expanding the number of OPP fellowships; 
• strengthening the credibility of OPP fellow­

ships (by extending the duration of train­
ing, or by combining Generalist/OPP pro­
grams); 

• increasing OPP faculty and manpower; 
• providing leadership for hospital training; 
• integrating OPP into GME programs; and 
• promoting distinctiveness. 

Reforms addressing minority 
underrepresentation 
The COMs should aggressively pursue the 
development of programs to increase the pro­
fession's numbers of underrepresented minori­
ties. A few COMs have developed successful 
minority recruitment programs, and these 
strategies can be shared and emulated among 
the COMs. Each college should require strate­
gic plans that include high school targets, post­
baccalaureate programs, and strategies to 
recruit minority faculty members. Millions of 
federal dollars will be earmarked for these pri­
orities, and the COMs cannot afford to pass 
up these substantial opportunities. 

Reforms addressing geographic 
maldistribution 
Healthcare reform legislation proposes the reg­
ulatory stick, but also employs the carrot, or 
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incentive, and nowhere is this more evident 
than in legislation being advocated to increase 
rural representation in medical schools. Both 
the Senate and House bills essentially equate 
the rural applicant with the status of under­
represented minority applicants, and create 
programs to identify, recruit, and train rural 
Americans. This represents another area in 
which millions of federal dollars will be invest­
ed, and it also happens to be an area in which 
osteopathic medicine has a particular strength, 
because as many as 20% of our physicians 
reside in rural areas, and several COMs are 
located in rural, underserved regions. 

Colleges of osteopathic medicine, partic­
ularly those located in rural areas, should 
tailor reforms in admissions, curriculum, and 
resource allocation to capitalize on these 
opportuni ties. 

Secondary reforms at the hospital level 
Osteopathic hospitals have traditionally con­
trolled the profession's GME programs, but 
state or federal GME reforms are likely to 
reduce the autonomy of hospitals, and precip­
itate the need for closer college affiliations. 
Both bills indicate that the criteria used for 
the allocation of funds to support GME should 
be based on three major principles: 
• the quality of educational programs; 
• minority representation; and 
• geographic distribution. 

While quality issues are difficult to get a 
handle on, the Physician Payment Review Com­
mission (PPRC)15 recommends that allocations 
to individual programs be based primarily on 
educational quality, after rejecting other approach­
es as either indiscriminate or administrative­
ly burdensome. Dimensions of educational qual­
ity that potentially could be measured as part 
of GME reform include physical characteris­
tics such as facilities and faculty supervision; 
the adequacy of ambulatory training clinics; 
the content and character of clinical experi­
ences available to residents; the competency 
of graduates; and other program outcomes, 
such as whether graduates pursue primary 
care practice or locate in medically underserved 
areas. 

The existing educational structure in most 
osteopathic hospitals is not likely to conform 
with changes in GME structure induced by 
reform. Osteopathic hospitals should con­
sider secondary reforms to promote the devel-
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opment of residencies that will be competitive 
with ACGME programs, and that will with­
stand the scrutiny of a national policy-setting 
board. 

These reforms should include: 
• dedicated faculty time; 
• paid program directors and supervisors; 
• access to educational specialists; 
• faculty development programs; 
• hospital-operated ambulatory training clin­

ics; 
• elimination of the 5-year model (general 

practice) in favor of a requirement for resi­
dency training; and 

• reforms targeting the OPP and distinctive­
ness issues. 

The quality difference that exists between 
osteopathic and allopathic GME programs is 
the better structure and function that results 
from part-time teaching faculty, educational 
specialists, and appropriate ambulatory facil­
ities used in allopathic GME programs. 

The price to osteopathic medical institu­
tions for closing the GME gap between the two 
professions will be the cost of acquiring the 
infrastructure, sufficient faculty, and mone­
tary resources to develop competitive programs. 
Allopathic institutions regard these costs as 
the direct and necessary consequences of train­
ing residents. 

Finally, osteopathic hospitals should coor­
dinate their efforts with COMs to develop hos­
pital-based training programs that are viewed 
as distinctive by osteopathic medical students, 
and which will give them a reason for staying 
within the profession. The AOA should require 
that hospitals conducting osteopathic GME 
have departments of osteopathic services to 
support those programs. These departments 
should be operated jointly by colleges and hos­
pitals and should be responsible for promot­
ing distinctiveness in training, for integrating 
OPP into all training programs, and for pro­
tecting the integrity of osteopathic medicine 
and its educational programs. Together the 
hospitals and colleges should consider reforms 
that will promote interest in OPP, improve the 
credibility of OPP training programs, and pro­
duce faculty members to serve in hospital-based 
departments. 

Opponents will argue that such reforms 
will create a specialty of OPP and will release 
rank-and-file osteopathic physicians from car­
ing about or practicing it. Nonetheless, every 
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hospital training program requires leadership 
and, as a result of these reforms, OPP would be 
more visible to patients and accrediting agen­
cies. This approach, supported by a defined 
curriculum, clinical workshops, and academic 
lectures, would bestow on OPP the same type 
of credibility that is enjoyed by other hospital 
teaching services. Finally, a requirement for 
departments of osteopathic services in teaching 
hospitals would address the merger menace 
and serve to protect the integrity of osteopathic 
medical educational systems. When two hos­
pitals merge, there is a negotiating imperative 
to accommodate the clinical departments of 
each institution. 

Because osteopathic/allopathic hospital 
mergers are increasing, the osteopathic medical 
profession would be better positioned to pro­
tect its educational integrity if a requirement 
for departments of osteopathic services exist­
ed. This approach makes it more likely that 
the interests of osteopathic medicine will be 
sustained when an osteopathic hospital merges 
with an allopathic hospital. 

Secondary reforms in the AOA 
political structure 
Political reforms that support education (under­
graduate and graduate) are needed in the polit­
ical structure of the osteopathic medical pro­
fession, but they cannot be accomplished in 
isolation of the existing organizational structure. 
In recent years, several papers have been pub­
lished about reforms that are needed in either 
the hospital leg or the college leg, and a good 
deal of discussion and movement toward reform 
in these areas has been achieved. Less dis­
cussion, however, has been directed at reforms 
that might be needed in the political leg of 
what AOA Past President Edward A. Loniews­
ki, DO, referred to in his campaign slogan as 
the three-legged stool of osteopathic medicine. 
Consensus is building that the problems facing 
the profession are so complex as to require a com­
prehensive, or holistic, approach. 

The reluctance to discuss AOA political 
reform can be attributed to the small size of 
the osteopathic medical profession, which makes 
it hard to tackle political issues without get­
ting personal. If the profession wants to address 
political reform, it must depersonalize the 
debate. DOs must forget that they all have 
friends serving as board members and decide 
whether the board and the presidency are struc-
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tured appropriately to meet the challenges fac­
ing osteopathic medicine and osteopathic med­
ical education. For most of the osteopathic med­
ical profession's history, an informal but powerful 
network dominated by a few individuals has 
served it well. Battling for political existence, 
those individuals could make command deci­
sions and implement them swiftly with little 
interference from other decision-making bodies 
in the osteopathic medical profession. But times 
have changed, the war for parity has been won, 
and new battles of a different nature face osteo­
pathic medicine and osteopathic medical edu­
cation. Now, DOs must decide if the existing 
political structure is appropriate for the chal­
lenges of a reformed healthcare system. 

Individual members might argue that their 
interests would be better served by a reformed 
political and organizational structure designed 
to provide greater diversity, broader represen­
tation, more effective leadership, excellence in 
the AOA workforce, and educational standards 
that will be competitive in a reformed health­
care system. 

The standards of care in this nation's com­
munities now require residency training, and 
those DOs who lack this instruction will increas­
ingly face administrative difficulties and pro­
fessional isolation. The AOA must consider 
educational reforms that call for the elimina­
tion of 5-year training models for general prac­
tice. At the same time, the AOA must find ways 
to safeguard and maintain the ratio of gener­
alists to specialists at approximately 55:45. In 
order to respond to the need for educational 
reform, the AOA would do well to consider sec­
ondary political reforms. 

The Board of Trustees has exercised rela­
tively absolute authority over all affairs of the 
osteopathic medical profession. It has been 
reluctant to share its powers, and it has remained 
insular, comprising exclusively osteopathic 
physicians. The board should add voting posi­
tions for a student representative, and for a 
representative from the American Association 
of Osteopathic Postgraduate Physicians (AAOPP) 
in order to provide those constituencies with 
appropriate input. After all, in essence, the 
osteopathic medical profession exists for students 
and residents, and yet they have never been 
represented at this important forum. The AOA 
might consider reforms to promote diversity 
in the Board of Directors. The benefits result­
ing from board members who might be execu-
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tives at General Motors, the United Auto Work­
ers, Blue Cross, John Hancock, or Columbia 
University seem too great for the osteopathic 
medical profession to pass up. The AOA should 
also consider reforms to promote broader physi­
cian participation in the AOA Board, and devel­
op programs that promote pathways to lead­
ership that are less political and based more 
on substantive merit. One strategy might be to 
seek out DOs with demonstrated expertise in 
business, law, or public administration. Anoth­
er strategy might be to recruit an outstand­
ing DO to serve as a full-time executive vice 
president for a term of 5 to 7 years, similar to 
the American Medical Association structure. 
Such a step might promote greater continu­
ity in leadership, support the roles of the pres­
ident and executive director, and provide the 
profession with a highly visible physician 
spokesperson. 

Finally, the role of Executive Director needs 
to be less subject to the political influence of 
the Board. The Board should confine its atten­
tion to determining broad policy issues while leav­
ing the Executive Director sufficient latitude to 
implement policy and manage the organiza­
tion. 

In the words ofW.E.B. Du Bois, "The force 
of an idea is only as powerful as the politics 
supporting it."l The political leg of the osteopathic 
medical profession is vitally important to the 
future of osteopathic medicine. DOs should not 
shortchange themselves by believing that reform 
is necessary only in the other two legs of the stool; 
if the profession does that, it may find itself 
sitting on the floor. 
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