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Introduction
“Where are physicians likely to locate? How 
long do they remain in the same place? To 
which types of communities do they tend to 
migrate? In the answers to these and similar 
questions may be found a partial explanation 
of one problem associated with medical care, 
namely, the availability of professional skill.”

Public Health Reports, September 11, 19421

Over the past 150 years, state medical licensing 
and regulatory boards in the United States have 
steadily evolved from entities that simply issued 
medical licenses — based on minimal qualifications 
that at one time did not include a high school 
diploma prior to admission into medical school —  
to multi-faceted and multi-staffed authorities 
responsible for protecting the public by granting 
licenses to only the most qualified individuals and 
ensuring that disciplinary and competency  
standards are upheld.2 Today, each of the 70 state and 
territorial medical boards in the United States are 
governed by statutes and regulations in a Medical 
Practice Act that establishes a board’s legal rights 
and responsibilities in service to the public.

Because an active license is required to legally 
practice medicine, and physicians sometimes have 
more than one license, accurate information about 
a physician’s credentials and licensure status has 

always been crucial to state medical boards to 
enable them to monitor a physician’s practice, 
protect the public and promote quality health care. 
Accurate and current aggregate information about 
physicians’ licensure status and credentials is also 
of critical value to state and federal policymakers 
interested in health care workforce assessments, 
predictions and planning. 

This article provides a summary, analysis and 
discussion of the most recent physician licensure 
data, collected in 2012 from each of the state 
medical boards in the United States and the District 
of Columbia by the Federation of State Medical 
Boards (FSMB). This is the second such census of 
actively licensed physicians, following one that was 
published two years ago,3 and contains expanded 
state-specific information and additional data sets. 
In aggregate, the information offers a useful and 
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current snapshot for health care workforce determi-
nations of the number, gender, age, American 
Board of Medical Specialties (ABMS) certification 
and location by state of all physicians with an active 
license to practice medicine. 

Methodology
The FSMB maintains a comprehensive, central 
repository of data from every state medical  
board in the United States that contains compre-
hensive biographical, educational and disciplinary 
information about all licensed allopathic (MD)  
and osteopathic (DO) physicians. The repository  
is unique in that it is the only national database 
that contains the most current information about 
which jurisdictions have granted physicians a 
license, or renewal of a license, to practice medicine. 
The complete database, known since its develop-
ment in 2004 as the Federation Physician Data 
Center (FPDC), is continuously updated and currently 
contains more than 1.7 million physician records, 
including information about physicians who are  
currently licensed, no longer licensed or deceased. 
To obtain an accurate count and precise information 
about physicians with an active, current license  
to practice medicine, we conducted a census using 
the most recent data obtained by the FPDC during 
the 2012 calendar year.

Licensure data is continuously provided throughout 
the year to the FPDC by the 51 state medical boards 
(which regulate both allopathic and osteopathic 
physicians) and 14 state osteopathic boards (which 
only regulate osteopathic physicians) in the United 
States and the District of Columbia. These state 
boards are specifically authorized by each of their 
Medical Practice Acts to license and discipline  
physicians. Four additional territorial medical boards 
(Guam, U.S. Virgin Islands, Commonwealth of  
Northern Mariana Islands and Puerto Rico) are also 
member boards of the FSMB but their physician data 
was excluded from the current analysis (just as it was 
in 2010) because current data from these jurisdictions 
was not available. Because of their differing capaci-
ties and resources, state boards submit information 
to the FPDC at varying intervals throughout the year. 
The majority (85%) of state boards provide medical 
licensure information to the FPDC on a monthly or 
quarterly basis, with some boards able to provide 
such data weekly or even daily (e.g., Maine Board of 
Licensure in Medicine, New York State Board for 
Medicine and the Oklahoma State Board of Medical 
Licensure and Supervision). 

A physician record in the FPDC is typically initiated 
when a U.S. medical school student or an interna-
tional medical graduate (IMG) first registers to take 
the United States Medical Licensing Examination 
(USMLE), a program created in 1992 that is  
co-sponsored by the Federation of State Medical 
Boards and the National Board of Medical Examiners 
and is required of U.S. and IMG allopathic physicians 
for licensure eligibility by state medical boards.  
For U.S. osteopathic medical students who do not 
register for the USMLE* and for physicians who 
were first licensed prior to the introduction of the 

USMLE and the Comprehensive Osteopathic  
Medical Licensure Examination (COMLEX-USA) in 
the early 1990s, licensure files from state boards 
serve as the initial FPDC record and as the primary 
source for a physician’s record of successful  
completion of a licensure examination, which may 
include older examinations such as the National 
Board of Medical Examiners (NBME), the National 
Board of Osteopathic Medical Examiners (NBOME) 
or the Federation Licensure Examination (FLEX). 

When the FPDC receives additional physician data, 
each record is matched to a master physician  
identity table using a set of algorithms developed by 
the FSMB. The five data elements used for matching 
the information to ensure that it is accurate include 
name, date of birth, Social Security number, medical 
school name and medical school graduation year.  
If there is a physician record match with three of the 
five data elements, the information is automatically 
entered. When there are fewer than three data 
elements available for matching a new physician record, 
the record is sent to the FSMB’s Data Integration 
department for manual review. More than 90% of 
physician records received in files from state boards 
are matched automatically. This systematic process 
also allows the FSMB to track the same physician 

*  Doctors of Osteopathic Medicine (DO) usually take the 
Comprehensive Osteopathic Medical Licensure Examination 
(COMLEX-USA), which is offered by the National Board of  
Osteopathic Medical Examiners and accepted in all states  
and territories of the United States for licensure eligibility.
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nearly 20% of the total U.S. population.16 Moreover, 
data on health care expenditures indicates that 
Americans 65 years and older use more health care 
per capita than any other age group.17 A report 
published by the Institute of Medicine (IOM) confirms 
this finding, showing that those aged 65 years and 
over represented only 12% of the U.S. population in 
2008 but account for 26% of all physician office 
visits, 34% of all prescriptions, 35% of all hospital 
stays, and 38% of the emergency medical services 
responses.18 Those percentages are almost  
certain to increase as baby boomers age in the 
next two decades.

Health Workforce Planning
The full impact of the Patient Protection and  
Affordable Care Act (PPACA), enacted in 2010 and 
upheld by the U.S. Supreme Court in 2012,19  
is yet to be realized, but it is safe to assume that 
the law represents a historic, comprehensive 
approach to health care reform that is expected to 
touch nearly every aspect of the U.S. health care 
system. The law predominantly addresses what  
is held to be a societal need to extend health care 
coverage to more individuals, improve health  
system quality and efficiency, promote health and 
prevent disease, limit fraud and abuse, provide 
more availability for long-term care and increase the 
health care workforce, particularly in primary care.20 
The ability of young adults to enroll in a parent’s 
health plan up to the age of 26 is already in place, 
having gone into effect in September of 2010. On 
the horizon are significant expansions in eligibility 
for Medicaid and the implementation of state-based 
health insurance exchanges beginning in 2014.21 
While the outcome of negotiations between the 
federal government and the states over procedural 

aspects of the new law (and coverage for  
various health care services) will play out in the 
months ahead, there is little argument that  
health care reform will greatly expand coverage  
in the coming years and that as many as an  
additional 32 million Americans may become 
insured by 2019.22 

An aging population and millions of Americans 
becoming eligible for health insurance highlight the 
importance of health workforce data deter minations 
and predictions. Even before the Affordable Care 
Act was passed, demand for physicians in the U.S. 
was on the rise with nearly three out of four hospitals 
planning to increase physician employment.23  
This phenomena continues to bolster the already 
decades-long swing to more physicians working in 
hospitals, integrated delivery systems or large 
group practices rather than as solo practitioners.24 

According to the Health Resources and Services 
Administration (HRSA) of the U.S. Department of 
Health and Human Services, there are 5,864  
Primary Care Health Professional Shortage Areas 
(HPSAs) with 57 million people living in them,25  
and the most recent projections suggest national 
physician shortages as high as 130,000 by 2025.26 
Similarly, a growing number of specialty-specific  
and state-specific studies have concluded that  
the physician workforce is facing current or future 
shortages.27 For example, there were 7,356  
specialty-certified geriatricians in the U.S. in 2012, 
one for every 2,551 Americans 75 years of age  
or older, but few physicians appear to be choosing 
to pursue specialty training in geriatrics; by 2030 
the ratio is expected to drop to 1 in 3,798.28  
California is facing a striking physician shortage,  
as nearly 30% of physicians in that state near 
retirement age, the second highest percentage in 
the nation.29 Some lawmakers in the state are 
contemplating filling the gaps by redefining who may 
provide care and by expanding the scope of practice 
of non-physician health care providers.30

The Association of American Medical Colleges 
contends that existing physician shortages  
will worsen without significant interventions.31  
It proposes a supply-side solution that expands 
funded graduate medical education positions, 
increases utilization of non-physician health care 
providers and increases physician productivity 
through team-based care that encourages physicians 
and nonphysician clinicians to work with care  
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coordinators and improve efficiencies through the 
use of electronic health records, online communi-
cations and practice-management innovations. 

A minority view holds that the use of teams,  
information technology, better sharing of clinical 
data and the use of non-physician providers have 
the potential to offset the demand for physician 
services in the future.32 Where there is little argument 
is that the U.S. health care system is financially 
stressed and that the cost of health care will  
continue to rise, even with long-term benefits said 
to derive from the Affordable Care Act. Health  
care spending now constitutes 18% of the nation’s 
gross domestic product (GDP) and is projected to 
increase to 21% by 2023.33 

Our findings in this article build upon baseline 
physician census data we reported in 2010, which 
continues to highlight the need for a better under-
standing and accurate assessment of the current 
supply of physicians. The number of actively 
licensed physicians and where they are licensed  
are important contributions to health workforce 
studies but these data elements provide a limited 
picture. At the FSMB’s Annual Meeting last year in 
Fort Worth, Texas, its House of Delegates adopted 
as policy a recommendation that all state medical 
boards adopt a framework for a physician minimum 
data set (MDS) of questions for physicians to 
answer at the time of licensure renewal.34 The MDS 
for physicians was developed by an FSMB Working 

Group, chaired by Richard Whitehouse, Esq.,  
of Ohio and more recently by Mark Eggen, MD,  
of Minnesota, that worked collaboratively with 
HRSA’s National Center for Health Workforce  
Analysis, which is led by Edward Salsberg, MPA. 

A state medical board’s license renewal process  
is a unique opportunity for collecting additional, 
up-to-date workforce information from physicians. 
Implementing an MDS using a uniform, basic set  
of questions that all state boards can ask of 
actively licensed physicians will provide more robust 
census information that can be used to improve 
access and delivery, and reduce waste. The MDS 

will provide a window into physicians’ clinical  
participation (including entry, retention, exit and 
re-entry to practice); a better understanding of  
the geographic distribution of health care delivery 
and physician migratory patterns; and a consistent 
body of information that can be tracked over time. 
As the MDS is implemented by state boards in the 
months and years ahead, a census of licensed 
physicians that includes information about how many 
physicians are actively engaged in the practice of 
medicine — whether full-time or part-time, in their 
area of primary residency or fellowship training or 
not, and where — could offer greater insight to 
state and federal policymakers, managed care 
organizations, physicians and the public as coordi-
nated efforts are made across the country to 
deliver quality health care that is affordable, efficient 
and accessible. n 
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