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Andrew Taylor Still, MD, a frontier surgeon, founded
osteopathy in 1874 to improve the medical system of
that era, never meaning it to be a separate discipline.
Osteopathy has always embraced primary care as a
mission. By 1978, 85% of all doctors of osteopathy
(DOs) engaged in primary care, a trend that contin-
ues today.1 Osteopathic medical schools graduate an
average of 59% of their students into primary care
specialties, compared with the highest proportion from
an allopathic medical school of 47%.2

Traditionally, residency training of DOs took place
in osteopathic hospitals, but this has changed consid-
erably in recent years. There are currently more DO
graduates in Accreditation Council for Graduate
Medical Education (ACGME)-approved residency
programs than in American Osteopathic Association
(AOA) residency programs. This trend has been grow-
ing over the past decade, due in part to the increasing
number of osteopathic graduates3 and the decreasing
number of osteopathic hospitals.4 From 1980 to 1996,
the number of DO residents in ACGME programs has
grown from 787 to 3,333.5 Currently, only 39% of

DO residents train in osteopathic programs. However,
41% apply to the AOA for individual approval of their
training after completing an ACGME program.6 At
least 35 ACGME programs have AOA approval. This
represents 8% of ACGME family practice residen-
cies and 21% of all AOA postgraduate training sites.7

Others have discussed DO training in osteopathic
programs,8-10 but little has been published about os-
teopathic training in allopathic programs. This paper
focuses on how to develop and implement an osteo-
pathic curriculum for the internship year of an allo-
pathic program, including accreditation of ACGME-
approved allopathic programs by the AOA.

Rationale for Accreditation
Developing dual accreditation increases the num-

ber of qualified candidates applying to a residency
program and forges relationships with osteopathic
medical schools.

DO students can apply to ACGME family practice
programs whether they are accredited or not. How-
ever, an AOA-approved internship is required for li-
censure of DOs in some states. Therefore, programs
with dual accreditation will be able to attract a larger
number of osteopathic applicants. Residents can also
have some grants forgiven if they complete an osteo-
pathic internship. And, finally, some osteopathic
institutions require faculty/staff to have trained in
AOA-approved programs.
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Dual accreditation also offers opportunities for MD
residents and faculty to learn osteopathic manipula-
tive treatment (OMT) skills. The addition of OMT to
the residency practice profile can expand the range
of services offered in both the inpatient and outpa-
tient settings. For example, in one of our programs,
which has been AOA accredited for only 4 years and
includes nine DOs among 27 residents, 75% of both
residents and faculty in a recent survey indicated that
they had referred or performed OMT for their own
patients. Reimbursement for OMT is good and is
equivalent with other procedures performed in the
residency practice.

AOA Accreditation
The AOA requires a separate accreditation process

for the PGY-1 year (internship) training and/or for
the PGY-2 and PGY-3 years (residency). The AOA
continues to have a rotating internship that is similar
to a transitional year in ACGME-approved programs.
Residencies can apply for accreditation of the intern-
ship alone or internship and residency. Therefore, pro-
grams interested in having approval for all 3 years
will have to go through a process of approval for both
the internship and residency. The information neces-
sary for both of these is nearly identical, but there is a
separate accreditation and inspection with accompa-
nying fees. This creates a financial burden and in-
creased paperwork that may deter residencies from
pursuing accreditation of their entire 3 years, since
the internship approval alone meets existing licens-
ing requirements.

The AOA has specific requirements for accredita-
tion of the internship, which are readily attainable for
most programs. One step in the accreditation process
is affiliation with a college of osteopathic medicine
or another institution already accredited by the AOA.
The AOA can be contacted for more information on
affiliation and a “Basic Standards” document for ac-
creditation of internship (800-621-1773).

Three requirements also must be met in addition to
standard activities and characteristics already avail-
able in most allopathic programs. First, the AOA re-
quires that interns keep a detailed log of all the pa-
tients they encounter (inpatient and outpatient) and
procedures they perform. The second requirement is
having an osteopathic director of medical education
(DME). This director must be designated by the pro-
gram and approved by the affiliated osteopathic in-
stitution. The director must have completed an AOA
internship and meets with the interns quarterly, serv-
ing as a liaison between the program and the AOA.
This person is responsible for arranging and prepar-
ing for AOA inspections. Ideally, this director would
be a full-time faculty member. However, most pro-
grams use a community DO on a part-time basis,

which, while meeting the accreditations requirements,
results in lack of ongoing regular contact with an os-
teopathic role model for teaching, precepting, and
support.

Model Osteopathic Curriculum
The third and most extensive requirement is the

development of an osteopathic curriculum. Its block
rotations and longitudinal experiences make this cur-
riculum similar in scope to other curricular areas
within residencies. The goals of the curriculum are to
enhance the manual skills and knowledge of the resi-
dent and develop an integrated approach to taking care
of patients.

Didactics
The osteopathic DME should develop a monthly

or bimonthly lecture schedule on a 12- or 18-month
rotating cycle. The body of cognitive knowledge
should span common topics that an osteopathic phy-
sician will encounter (Table 1). There should be time
for lectures and hands-on workshops each month, with
adequate space provided for multiple manipulation
and treatment tables. Portable treatment tables can
be purchased for about $300 per table.

To implement this lecture curriculum, it is often
helpful to have an affiliation with an osteopathic medi-
cal school. Local DO physicians are an alternate
source of lecturers on osteopathic topics. Another al-
ternative would be to recruit osteopathic medical stu-
dents who have completed a predoctoral osteopathic
manipulative medicine fellowship. This is an addi-
tional year of medical school that provides detailed
training in osteopathic patient care, teaching, and re-
search (Table 2). These individuals can be excellent
resources for recruiting residents and precepting.

Table 1

Sample Osteopathic Principles
and Practice Lecture Topics

• Introduction to osteopathic principles and practice

• Techniques
• Muscle energy
• High velocity/low amplitude
• Strain-counterstrain technique
• Cranial sacral
• Soft tissue
• Functional technique
• Balanced ligamentous tension
• Facilitated positional release
• Myofascial release
• Still technique

• Applications of osteopathic principles to various disease processes
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As part of an integrated program, MD residents may
want to participate in DO lectures and training. This
creates two distinct needs for training. The first is a
basic introduction to MD trainees of osteopathic di-
agnosis and treatment. The second is increasing skills
of  DO trainees. Training should be provided for both
groups separately and together. It is important for MD
residents and faculty to interact with DO training to
gain better insight and understanding of each other’s
approach to care. At the same time, each group has
separate needs that should be addressed. Extra time
may be needed for DO resident training (30 minutes
per patient, lectures, workshops).

Osteopathic Patient Care
Some allopathic residency programs are reluctant

to have residents use OMT. The average number of
formal training hours in OMT in the colleges of os-
teopathic medicine is 150–200. All colleges provide
formal written, oral, and practical testing to ensure
that these students have obtained a basic level of un-
derstanding. However, allopathic programs often
have no preceptor on staff to provide supervision for
residents performing OMT. Community preceptors
can be used to fill this role. If no DO is available in
the region, an MD faculty member can take a CME
course in OMT to understand the language and the
approach to the patient and provide basic supervision
(Table 3). Residents who have completed predoctoral
fellowships can be used here as well. Periodic chart
review should be performed in a manner similar to
other patients.

Still, DO interns with a good skill level in OMT
are placed in a difficult position. They are seen as an
expert and a neophyte at the same time. Residents
who teach OMT are somewhere between being a resi-
dent and a faculty member.

OMT is an extremely safe procedure. Most com-
plications that have been reported are for a specific

type of upper cervical high velocity/low amplitude
“thrust” manipulation that is not taught in osteopathic
medical schools. A conservative estimate of adverse
outcome following upper cervical manipulation is 1
in 1 million to 1 in 3 million.11,12 Injuries in other re-
gions using high velocity/low amplitude treatment are
even rarer. There have been no reports of injury from
other forms of OMT.

 DO residents should be encouraged to apply os-
teopathic principles to all of their patients. The manual
skills used by the DO resident should include each of
the subtypes of OMT (Table 1). First-year residents
can be scheduled with one patient every other office
visit that is strictly an OMT patient. These generally
are half-hour appointments.  DO residents should have
regularly scheduled a half-day office session of OMT,
similar to a procedure clinic. Ideally, patients seen
during these clinic sessions would be drawn from the
resident’s own panel of patients.

If a program is unprepared to allow DO residents
to perform OMT, then it should consider not accept-
ing DOs for training. Without support of the program,
DO residents will be unable to advance their skills
and be unprepared for using OMT in their practice.

OMT Rotation
Elective or required OMT rotations can be devel-

oped to provide a concentrated learning experience
for the resident. In a 2- to 4-week rotation, the resi-
dent can be scheduled in the clinic more frequently
for OMT patients. In addition, they can spend time
with community DOs who perform OMT. The ideal
preceptor would be an osteopathic family physician
who is also board certified in osteopathic manipula-
tive medicine. The American Academy of Osteopa-
thy can be contacted to obtain names of manipulative
specialists who are willing to take residents on elec-
tive rotations (Table 3). Some time should be allotted
for osteopathic treatment of hospitalized patients. The
resident should set goals before the rotation and have
focused reading assignments to address these goals
(Table 4).

Table 2

Schools With Predoctoral Osteopathic
Manipulative Medicine Fellowships

• Chicago College of Osteopathic Medicine
• Western University of Health Sciences, Pomona, Calif
• Kirksville College of Osteopathic Medicine, Kirksville, Mo
• Philadelphia College of Osteopathic Medicine
• Michigan State University College of Osteopathic Medicine
• New York College of Osteopathic Medicine, Old Westbury
• Nova Southeastern University COM, N Miami Beach, Fla
• University of New England COM, Biddeford, Me
• University of North Texas Health Science Center COM, Ft Worth
• University of Osteopathic Medicine and Health Sciences, Des Moines

COM—College of Osteopathic Medicine

 Table 3

Additional Resources for Training

• University of New England College of Osteopathic
Medicine—207-283-0171, ext. 2330

• Michigan State University College of Osteopathic
Medicine—800-437-0001 or 517-353-9714

• American Academy of Osteopathy—317-879-1881

Educational Research and Methods
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Potential Difficulties
Differences in Philosophy

There is much overlap in the philosophies of fam-
ily practice and osteopathic medicine. Both recog-
nize the biopsychosocial perspective of patient care.
However, at times, the osteopathic model does not
follow the allopathic model of patient diagnosis and
treatment. The clearest differences are the incorpora-
tion of the diagnosis and treatment of the musculosk-
eletal system in health and disease and the use of
OMT. This divergence of thought may present a di-
lemma to the osteopathic resident. It may be difficult
for the resident to integrate both models. Open dis-
cussion should be encouraged between DO residents
and MD faculty. DO residents need to feel supported
and accepted to continue their professional development.

Selective Assignment of Patients
Another dilemma is the potential for selective as-

signment to DO residents of patient-specific muscu-
loskeletal problems, such as low back pain. Therefore,
faculty, residents, and clinic staff must be careful not to
rely on DO residents to care for a majority of patients
with musculoskeletal problems. Otherwise, the DO resi-
dents’ experience will be skewed and their training in
the full range of family medicine will be compromised.

Faculty Recruitment
Some programs will be unable to recruit a DO as a

full-time faculty member, and there may be difficulty
identifying regularly scheduled community DOs for
precepting. The pool of physicians who are trained in
family practice and have an ability to teach osteo-
pathic manipulative medicine is limited. This pool of
people shrinks further if other requirements are im-
posed, such as needing to perform deliveries.

Negative Stereotypes
In the past, there have been negative stereotypes

of DO training and approach to clinical care. These
stereotypes may exist in the minds of other faculty,
staff, and residents. Acceptance of the principles of
osteopathic medicine may be difficult for some. Hos-
pitals that have had limited experience with DOs may
impose barriers for privileging community DOs to
serve as preceptors or faculty members. As stated pre-
viously, there is a different way of thinking for the
DO resident that involves a different language. This
language can also serve as a barrier to communica-
tion and understanding. It is helpful, therefore, if non-
DOs have a basic understanding of this language.

AOA Match
The AOA match takes place approximately 1 month

before the National Residency Matching Program
(NRMP). The list is usually submitted at the begin-
ning of January; results are available by February. DO

applicants can participate in both matches but are ob-
ligated to osteopathic programs to which they match.
This creates added cost for both the residency and
the applicant. Many applicants are given detailed in-
formation on where they are ranked by osteopathic
programs. Some AOA programs pressure applicants
for information on how they will be ranked. This can
create difficulty for ACGME programs in making re-
cruitment decisions and providing adequate feedback
to osteopathic medical students.

Decisions on Becoming AOA Accredited
There are many questions a program must answer

before deciding to become AOA accredited. Is there
a qualified individual to act as the director of medical
education? Is there an osteopathic institution that the
program can affiliate with? Is the program/hospital
supportive of having DO residents? Is there one com-
mitted faculty member who is willing to develop the
osteopathic training? One faculty member in an allo-
pathic program who is strongly against DOs can make
development and training difficult.

To address these concerns, it is helpful to start by
offering a clerkship to students of an osteopathic medi-
cal school. This exposes the program’s faculty to a vari-
ety of osteopathic students, starts the process of forging
relationships with the osteopathic school, and permits
the allopathic program faculty to develop comfort and
experience working with osteopathic trainees.

Table 4

Osteopathic Reading List
and Library Reference Texts

• DiGiovanna E, Schioweitz S. An osteopathic approach to diagnosis
and treatment. Philadelphia: Lippincott, 1991.

• Greenman PE. Principles of manual medicine, second edition.
Baltimore: Williams and Wilkins, 1995.

• Jones LH. Strain and counterstrain. Indianapolis: AAO Press, 1996.

• Kuchera M, Kuchera WA. Osteopathic considerations in systemic
dysfunction, second edition. Kirksville, Mo: KCOM Press, 1990.

• Magoun HC. Osteopathy in the cranial field, third edition. Kirksville,
Mo: The Journal Printing Company, 1976.

• Patterson MD, Willard FN. Nociception and the neuroendocrine-
immune connection. Indianapolis: AAO Press, 1993.

• Patterson MD, Howell JN. Central connection somaticovisceral/
viscerosomatic interaction. Indianapolis: AAO Press, 1994.

• Sutherland WG. Teachings in the science of osteopathy. Portland, Ore:
Rudra Press, 1990.

• Ward RC, ed. Foundations of osteopathic medicine. Baltimore:
Williams and Wilkins, 1997.
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Future Trends
The AOA has recently adopted a new accredita-

tion process for osteopathic training. By July 1, 1999,
all programs must participate in Osteopathic
Postdoctoral Training Institutions (OPTI). An OPTI
is a consortium of partners, including an AOA ac-
credited hospital, osteopathic medical school, two
residencies (at least one in primary care), and an in-
ternship. The purpose of OPTI is to create coopera-
tive networks for osteopathic education.13 Many ar-
eas of the country have already developed OPTIs.14

This development will present unique difficulties
and benefits for established allopathic family prac-
tice residencies wishing to obtain AOA accreditation
and for programs currently accredited by the AOA.
The difficulties include an extra financial burden, loss
of some control in the individual institutional educa-
tional process, and potential logistical difficulties.
Some rural programs may not be able to become part
of this type of consortium because they cannot meet
the minimal requirements (ie, no accredited AOA
hospital in the region). These barriers may make AOA
accreditation unappealing for some programs. It is
not clear what exceptions, if any, will be allowed for
programs that currently have accreditation but will
not be able to fulfill all of the OPTI criteria.

A potential benefit for individual programs in an
OPTI is to share limited resources among institutions.
Many programs already have the potential for par-
ticipation in this type of consortium. The superstruc-
ture likely will be created as the result of a coopera-
tive effort between the program and the affiliated os-
teopathic institution.

Conclusions
It is likely that the trend of osteopathic graduates

increasingly training in ACGME programs will con-
tinue. It is also likely that the number of AOA-
accredited ACGME residencies will increase. In-
tegration of osteopathic training into family practice

residencies has the potential of adding depth to any
family practice residency program. Programs will be
more attractive to osteopathic graduates if they have
a quality osteopathic training program in place. This
has the potential of adding diversity to the training
program and a service to the patients that all can ben-
efit from. There are also barriers to accreditation that
most programs can overcome.
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