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Impact of the Single Accreditation Agreement
on GME Governance and the Physician Workforce

Cynthia S. Kelley, DO

n February 26, 2014, the Accreditation

Council for Graduate Medical Education

(ACGME), the American Osteopathic
Association (AOA), and the American Association
of Colleges of Osteopathic Medicine (AACOM)
announced that they reached an agreement to cre-
ate a single accreditation system for all graduate
medical education (GME), whereby the AOA and
AACOM would be integrated into the governance
and operations of the ACGME.! In this health policy
brief, I analyze the impact of this single accredita-
tion system on the governance of GME and how it

might shape the future physician workforce.

History and Background

There are 2 primary pathways toward becoming a
physician. The majority of physicians are educated
in allopathic (ie, MD) degree—granting medical
schools followed by postgraduate training in AC-
GME-accredited residency programs. Further
training in fellowships is available. The ACGME is
a private, nonprofit council that was established for
the purpose of independent evaluation and accredi-
tation of residency programs.

Currently, 7% of the physician workforce is
composed of osteopathic physicians (ie, DOs).?
These individuals graduate from DO degree—
granting medical schools and complete their resi-
dency training in either AOA-accredited or
ACGME-accredited residency programs. As with
MDs, further training in fellowships is available to
DOs. The AOA serves as the accrediting body for
osteopathic medical schools and residencies and the
certifying body for graduates of AOA-accredited
residencies. Some feel that such linkage—between a
dues-paying member organization, accreditation of
its training programs, and certification of its gradu-
ates—could be viewed as a conflict of interest.

The administration, faculty, and students of all
of the osteopathic medical colleges in the United

States are represented by AACOM, which serves as
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aunifying voice for osteopathic medical education.?
Although AACOM is not involved in osteopathic
college accreditation, it is involved in multiple areas
of osteopathic medical education such as data col-
lection and analysis, advocacy at the federal govern-
ment level, and collaboration with various allied
organizations.

Although the single accreditation system agree-
ment represents a significant policy shift, the path
leading to this point has been decades in the making
as a result of 3 primary factors: lack of osteopathic
GME availability, increased GME accountability,
and the proposed changes to the ACGME common
program requirements related to residency and

fellowship eligibility.

Shortage of Osteopathic GME

When postgraduate training was added to the
pathway to independent medical practice, the osteo-
pathic medical profession was able to accommodate
its graduates mostly through its small community
hospitals and then through the addition of the mili-
tary system. Even when, in the 1960s, ACGME resi-
dencies began accepting osteopathic graduates into
their programs, most DOs remained in the osteo-
pathic training pipeline.* However, as the number of
osteopathic medical schools grew, coupled with
factors that stymied the growth of osteopathic
GME, an increasing number of osteopathic gradu-
ates entered ACGME programs. Today, according
to my calculations of 2013 data, more than half of
new DOs train in ACGME residencies.> In fact, the
osteopathic GME system can accommodate only
about half of its medical school graduates.” This
dependence on ACGME has enormous implications
for the osteopathic medical profession, which (1)
maintains a training-certification-membership rela-
tionship, (2) by virtue of its minority status is chal-
lenged to maintain a distinct purpose and identity in
arapidly changing health care environment, and (3)
cannot provide the postgraduate training necessary

for all or even most of its graduates.
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GME Accountability

Issues such as unacceptable medical error rates,
high cost of care, and uneven geographic and spe-
cialty distribution of the physician workforce®® have
led to sweeping changes in the health care land-
scape. Every aspect of how, where, and to whom
care is delivered is under the microscope, and GME
is no exception. For decades, Medicare has provided
billions of dollars ($11.5 billion annually in recent
years) to training sites (mostly hospitals) to fund the
education of medical residents with little say in how
that money was spent.'® Historically, an institution
would identify a workforce need and create a
training program to meet that need. Even after GME
funding was capped in the Balanced Budget Act of
1997," institutions found creative ways to meet
their workforce needs through nongovernment
funding or, in some cases, shifting their GME pro-
grams toward favored specialties. This uncoordi-
nated training effort has resulted in a physician
workforce unable to provide society’s primary care
needs in a cost-effective manner. In addition, the
traditional time-based GME structure has done little
to ensure that residents actually acquire the skill sets
necessary to enter independent medical practice in
this rapidly evolving health care system.'?

This GME model appears to be ending, as stake-
holders increasingly demand accountability for their
investment. In its 2010 report to Congress, the
Medicare Payment Advisory Committee (MedPAC)
recommended a performance-based GME funding
structure with payments contingent on desired edu-
cational outcomes.!® In response, the ACGME
began developing and promoting the Next Accredi-
tation System (NAS), an outcomes-based approach
aimed at ensuring the competency of graduates
from ACGME-accredited residency programs.'* In
2011, the ACGME took a further step toward GME
standardization when it announced modifications to
its common program requirements related to resi-
dency and fellowship eligibility—access to
ACGME training would be limited to only those
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residents who had trained in an NAS program (or
the Canadian equivalent, CanMEDS).!* Therefore,
all graduates of AOA-accredited residencies would
be unable to apply to ACGME fellowships or
transfer into ACGME residency programs.

Common Program Requirements
Although a small number of osteopathic residents
ultimately train in ACGME fellowships, the notion
that the entire scope of medical practice is available
to DOs is highly valued by osteopathic medical
students, residents, and leaders. The number and
breadth of ACGME-accredited fellowships greatly
exceeds those accredited by the AOA. For example,
although numerous training opportunities in pedi-
atric surgery are available through ACGME-accred-
ited or nonaccredited fellowships,'® a search at
http://opportunities.osteopathic.org/search/search.
cfim revealed that no such AOA-accredited fellow-
ships are available. Searches on the ACGME and
AOA websites indicated that there are 71 fellow-
ships in sleep medicine accredited by the ACGME,
compared with 2 accredited by the AOA. Should the
common program requirements go into effect, they
would effectively eliminate several subspecialty op-
tions for osteopathic residents.

The potential consequences lead to many unan-
swerable questions: Would the elimination of
ACGME subspecialty training opportunities cause
a shift in osteopathic GME toward primary care?
Would it shift entirely to primary care? An increas-
ingly recognized strength of osteopathic medical
education is its contribution to the primary care
workforce, specifically in rural areas; however,
could the profession sustain itselfin a primary care—
only model?'” Even if it could, is osteopathic med-
ical education prepared for outcomes-based GME
funding with its own version of the ACGME’s
NAS? What would become of osteopathic specialty
colleges? With limited specialty options, would
potential medical students elect to apply to osteo-

pathic medical schools?
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Comparing AOA and

ACGME Standards

It is important to acknowledge the differences be-
tween AOA and ACGME residency standards. Each
specialty has unique requirements, such as faculty-
to-resident ratios, required clinical rotations, or
guidelines for administrative support. In some spe-
cialties, the AOA and ACGME standards are closely
aligned. However, in other areas, such as family
medicine, important differences exist, and some dif-
ferences are more challenging to address than others
(eg, number of faculty, requirement of a faculty
member who practices obstetrics).'®*!” As AOA-
accredited programs make the changes to meet the
ACGME standards, it is unknown how many will
have the institutional support for the financial and
personnel resources to make the conversion. There-
fore, there is the potential for loss of GME training
positions, particularly in institutions that are self-
funding a portion of their residencies. Even in insti-
tutions that are not engaged in GME self-funding,
the current economic climate in which hospitals
exist, caught in the transition from volume- to
value-based reimbursement, is creating added finan-
cial strain, making the proposition of increased
monetary support for GME questionable. Another
scenario would be the redistribution of GME posi-
tions into specialties better able to meet ACGME
standards or those that have the potential to generate
revenue for the sponsoring institution. Depending
on the location of the programs and the degree to
which such shifts occur, access to care has the po-

tential to be impacted.

Stakeholders

The 3 organizations drafting this agreement support
it for different reasons. The AOA favors a single
accreditation system primarily because it preserves
access to postgraduate training opportunities for
DOs in an outcomes-based accreditation system.?
The ACGME supports this development because it
standardizes the training of those residents transfer-

ring into its residency programs as well as those
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seeking fellowship training. This agreement also
increases access to GME training opportunities for
MDs, as those residency positions previously ac-
credited by the AOA only become available to both
MDs and DOs.?! As osteopathic medical schools
have grown in size and number, the lack of parallel
growth in osteopathic GME has been magnified.
Thus, AACOM supports this agreement that pre-
serves postgraduate training opportunities for the
graduates of'its colleges.” All 3 entities—the AOA,
the ACGME, and AACOM—believe that this
agreement ensures greater accountability to the
public for its investment in the training of physi-
cians. They also contend that this single accredita-
tion system gives them a unified voice in advocating
for GME resources and support.”

As the single largest financer of GME, the
US Department of Health and Human Services
(HHS), through the Centers for Medicare and Med-
icaid Services, is an important stakeholder in this
agreement. In recent years, organizations such as
MedPAC and the Council on Graduate Medical Edu-
cation have studied the GME landscape and have
recommended “a more accountable GME payment
system that focuses on improving educational perfor-
mance among institutions and residency
programs.”*®!1% [n fact, MedPAC cites the NAS as
an example of movement in this direction. Therefore,
provided there is not a substantial decrease in GME
positions or a shift away from primary care residen-
cies toward specialty training during implementation,
this transition to an ACGME-only accreditation
system would be viewed as favorable by the HHS.

Although official positions of GME-sponsoring
institutions are not known at this time, it is reason-
able to conclude that, overall, they would be in
favor of this move toward 1 accreditation body. In-
stitutions that support both AOA- and ACGME-
accredited residency programs would likely favor
eliminating the duplication involved in meeting
2 sets of standards. Those institutions that sponsor
AOA-accredited programs only may be challenged
by this transition depending on available resources

to meet the new standards. However, given the
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changing landscape of GME financing and the call
for accountability, these institutions face a bigger
potential problem of eventually losing financial sup-
port for their programs because the AOA has no
parallel outcomes-based accreditation system ready
for implementation. For this reason, they, too,
would likely support this development.

Current osteopathic medical students and resi-
dents are also key stakeholders in this agreement. In
March 2014, AACOM conducted an online survey
of osteopathic medical students to solicit their opin-
ions about this development. Of 5307 respondents,
82% supported this agreement, with 55% indicating
strong support; 6% were opposed.?* Informal
sources of information such as student blogs (eg,
http://forums.studentdoctor.net) indicate the preser-
vation of training opportunities across all medical
specialties as the primary reason for this support.
Although there is no official position of osteopathic
residents, it is reasonable to believe that they, too,
would favor this agreement for the same reason.
One caveat is important, however. In the agree-
ment’s current form, during the 5-year implementa-
tion period, if a resident graduates from an
AOA-accredited program that has entered the ac-
creditation process, he or she will have access to
ACGME fellowship training (in other words, the
proposed common program requirements would not
apply). The agreement does not state, however, that
a program’s mere entry into the accreditation pro-
cess has any bearing on board certification eligi-
bility. One may infer, therefore, that the current
American Board of Medical Specialties (ABMS)
rule that requires completion of an ACGME-accred-
ited residency program for ABMS board eligibility
will stand. The question then becomes, what will
“completion of an ACGME-accredited residency”
mean during this transition period? If ACGME ac-
creditation is achieved by the time a resident gradu-
ates, is he or she eligible to take the ABMS board
certification examination? Consistent with previous
policy, the American Board of Family Medicine’s
Board of Directors confirmed that during the transi-

tion to a single GME accreditation system, osteo-
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pathic residents will need to complete the final 2
years of training in an ACGME-accredited program
to be eligible for ABMS board certification (James
C. Puffer, MD, e-mail communication, June 20,
2014). Although the AOA has stated that osteo-
pathic certifying examinations are not a part of the
MOU, some feel the future of board certification
(including licensing, hospital credentialing, inclu-
sion on insurance panels, and malpractice coverage)
is somewhat uncertain.

Perhaps the most important stakeholder in this
agreement is the US public. If standardization of
GME accreditation produces the desired outcome of
practice-ready physicians better equipped to deliver
the type of care that is needed where it is needed, then
amove to a single accreditation system is in the best
interest of the public. Because we do not yet know if
this goal will be realized, it is reasonable to presume
that any move toward greater accountability to the
public would likely be viewed as positive.

There are several stakeholders that support the
overall concept of a single accreditation system but
do not support the provisions of this particular
agreement. Although these conditions may change
throughout the implementation process, they exist
in the agreement’s current form and are barriers to
several groups lending their support. For example,
the American College of Osteopathic Internists has
voiced several concerns. One such concern is the
potential loss of smaller, community-based internal
medicine residency programs will be unable to sus-
tain the added financial costs that accompany the
conversion to ACGME accreditation status. Another
concern is the stipulation that current program di-
rectors certified by the AOA only may need ABMS-
certified codirectors if they wish to retain these
leadership positions.”® The American College of
Osteopathic Family Physicians shares this concern
and asks that osteopathic specialty board examina-
tions be accepted as alternatives to the ABMS board
examinations taken at the conclusion of residency
training.?® Because the agreement states that “no
other existing ACGME Institutional, Common, or

Specialty Program Requirements are modified by
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virtue of this agreement,” ABMS board examina-
tions remain the certification examinations required
for residency program accreditation.?!

As alluded to earlier, this board examination
issue has several downstream consequences, in part
related to the structure of the AOA. If osteopathic
board examinations are not accepted as equivalent,
then there will be little incentive for DOs to take this
examination in addition to the required ABMS ex-
amination. Part of maintaining osteopathic board
certification is maintaining membership in the
AOA. The membership dues support ongoing certi-
fication education requirements and the board ex-
amination itself. Without membership dues revenue,
it is reasonable to question the AOA’s ability to
maintain its certifying boards. For physicians who
are currently certified only through the AOA’s Bu-
reau of Osteopathic Specialists, the potential in-
ability to maintain their certification status (which
typically involves passing recertification examina-
tions and completing continuing medical education
requirements) is an important issue, because board
certification is generally required for hospital cre-
dentialing and inclusion in most insurance provider
panels. Without board certification, it is difficult to
practice medicine and generate income.

A final stakeholder is the practicing osteopathic
physician, for components of the current agreement
have potential implications for the osteopathic
medical profession as a whole. Some DOs support
this development and see it as a way to provide
equal opportunities to medical education for all
physicians. Others simply believe that a single
system is inevitable and, as such, should be sup-
ported. Some of the concerns of those who do not
support this agreement have already been stated—
the future of osteopathic board certification and
factors related to it and the ability of osteopathic
training programs, particularly those based in com-
munity settings, to successfully transition to
ACGME accreditation. A third concern is the poten-
tial consequence of the demand for standardization
moving into the realm of undergraduate medical

education. Whereas leaders of the osteopathic

medical profession state that this agreement does
not involve undergraduate medical education, some
feel that it is reasonable to believe that standardiza-
tion and the pressure for accountability in the med-
ical education process will not end with GME. If
that were the case, then how would osteopathic
medical schools fare in a single accreditation system
for undergraduate medical education? As the de-
gree-granting institution and foundation of osteo-
pathic medical training, the viability of the
osteopathic medical school is fundamental to the
viability of the osteopathic medical profession as it

currently exists in the United States.

Recommendation

Given the realities of GME financing and the move
toward GME accountability, the potential impact of
the ACGME’s common program requirements on
osteopathic GME opportunities and the dependence
on the ACGME to provide postgraduate training for
more than half of its graduates, my recommendation
is to support the implementation of the single ac-
creditation agreement. To ensure the growth of an
adequate physician workforce, efforts must be di-
rected at maintaining current primary care GME
positions, developing primary care training oppor-
tunities in areas of need, recruiting future physicians
likely to practice in underserved areas, and sup-
porting policies that will enable AOA-certified
physicians to continue to deliver health care to the
US population. In addition, leaders of the predoc-
toral accrediting bodies (those involved in the ac-
creditation of medical schools) must collaborate
with each other and key stakeholders, such as the
US Department of Education, to enact policies that
standardize medical school accreditation while rec-
ognizing the strengths and unique contributions of
both MD and DO degree—granting medical schools.
Such policies must also advance the alignment of
the processes and outcomes of training from med-
ical school through GME so that a cohesive educa-
tional experience responsive to society’s health care
needs can be realized. (doi: 10.7556/jaoa.2014.102)
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