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A B S T R A C T : As part of their ongoing effort to protect the public, the nation’s 70 state and territorial 
medical and osteopathic boards regularly collect and disseminate information about actively licensed 
physicians in their jurisdictions to the FSMB’s Federation Physician Data Center. This article summarizes 
results from the first-ever comprehensive analysis by FSMB of this information, from state boards and  
additional sources, to present a census of actively licensed physicians in the United States and the District 
of Columbia in 2010. While noting the value to state boards and multiple stakeholders of an accurate 
count of physicians — including information about their gender, age, specialty certification and location by 
region — the article acknowledges opportunities for future collaboration among organizations and agencies 
to better define current physician supply in order to better predict future physician needs for a growing  
and aging national population.
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Introduction 
Each of the 70 state and territorial medical and 
osteopathic boards in the United States are governed 
by statutes and regulations in a medical practice  
act, which contains legislated policies and proce-
dures establishing a board’s rights and responsibilities  
to license and discipline physicians. Because 
an active license is required to legally practice 
medicine and physicians can have more than one 
license or move from one state to another over 
time, accurate information about physicians’ creden-
tials and license status is vital to state boards to 
enable them to effectively carry out their primary 
mission: to protect the public. Accurate information 
about physicians’ credentials and license status  
is also of critical value to researchers, medical reg-
ulators, policymakers and local, state and federal 
governments interested in health care workforce 
assessments, decisions and planning. 

This article provides a summary of data collected  
during 2010 from each of the state medical and 
osteopathic boards in the United States and the  
District of Columbia by the Federation of State Medical 
Boards (FSMB). In aggregate, the information offers 

a useful and current snapshot of the number, gender, 
age, specialty certification, and location by region  
of all physicians with an active license to practice 
medicine. The findings, which represent the first time 
that the FSMB has comprehensively analyzed and 
reported such information from all of its data sources, 
also suggest ways in which state licensing boards 
may wish to modify their own data collection in  
the future to further enhance the value of a national 
physician census to them and other stakeholders. 

Methodology
The FSMB maintains a comprehensive central 
repository of state-based data that contains  
biographical, educational and disciplinary infor-
mation about physicians licensed in jurisdictions 
throughout the United States and its territories.  
The repository is unique in that it is the only 
national database that contains up-to-date information 
about which jurisdictions have granted physicians 
a license to practice medicine. The complete data-
base, formally known as the Federation Physician 
Data Center (FPDC) since its development in 2004, 
is continuously updated and currently contains 
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Osteopathic Medical Licensing Examination (COMLEX-
USA) in the early 1990s, licensure files from state 
medical and osteopathic boards serve as the primary 
source for a physician’s record of successful  
completion of a licensure examination. 

When the FPDC receives physician licensure or  
disciplinary 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, 
the record is sent to the FSMB’s All Licensed  
Physicians (ALP) department for manual review;  
typically, 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 individual across  
multiple jurisdictions if more than one state license 
is sought by a physician. While most of this infor-
mation is transmitted to the FPDC electronically, a 
small number of state boards send their information 
via CD-ROM by traditional mail. 

Though physicians in the United States are not 
licensed based upon their specialty or practice focus 
and specialty board certification is not a requirement 
for medical licensure, the FPDC receives and supple-
ments licensure data provided by state boards with 
specialty and subspecialty certification information 
from the American Board of Medical Specialties 
(ABMS).† Deceased physicians are identified and 
flagged in the FPDC by cross-referencing physician 
records on a quarterly basis with the Death Master 
File of the Social Security Administration (SSA), a 
federal database that contains more than 86 million 
records of deaths reported to the SSA. 

Results
There were 850,085 physicians in 2010 with  
an active license to practice medicine in the United 
States and District of Columbia, according to  
an analysis of the FSMB’s database. Ninety-three 

more than 1.6 million physician records, including 
information about physicians who are currently 
licensed, no longer licensed or deceased. To obtain 
an accurate count and the most precise information 
about physicians with an active license to practice 
medicine in the United States, we conducted a 
census using the most recent data obtained by the 
FPDC during the 2010 calendar year, with a cutoff 
date of November 30, 2010.

Licensure data is continuously provided by the  
51 state medical and 14 state osteopathic boards 

in the United States and the District of Columbia. 
Four additional territorial medical boards (Guam, 
U.S. Virgin Islands, Northern Mariana Islands and 
Puerto Rico) are also members of the FSMB, but 
their physician data was excluded from the current  
analysis because 2010 data from these juris
dictions was not available. Because of differing 
capabilities and resources, state and territorial 
medical and osteopathic boards submit information 
to the FPDC at varying intervals throughout the 
year. The majority (89%) of state boards provide 
medical licensure information to the FPDC on  
a monthly or quarterly basis. 

A physician record in the FPDC is initiated when 
a U.S. medical school student or an international 
medical graduate (IMG) first registers to take  
the United States Medical Licensing Examination 
(USMLE)*, which is required of U.S. and IMG  
allopathic physicians for licensure eligibility by state 
medical boards. The USMLE is administered in 
three steps, the first two usually during medical  
school and the third step after graduation from 
medical school. 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 

  * �The USMLE is offered in a partnership between the FSMB  
and the National Board of Medical Examiners.

** �Doctors of Osteopathic Medicine usually take the Comprehensive 
Osteopathic Medical Licensing Examination (COMLEX-USA),  
which is offered by the National Board of Osteopathic Medical 
Examiners and accepted equally for licensure eligibility.

† �Doctors of Osteopathic Medicine are also specialty certified  
by the American Osteopathic Association’s Bureau of  
Osteopathic Specialists (AOA-BOS). That information is not 
contained in the FPDC database at this time. 

…accurate information about  

physicians’  credentials and license  

status is vital to state boards to enable 

them to effectively carry out their  

primary mission, to protect the public .
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Of the 188,402 international medical graduates 
(IMGs) who graduated outside the United  
States or Canada, more graduated from medical 
schools in India (23%) than any other country  
in the world. IMGs from schools in the Philippines 
were a distant second, at 8%; while Pakistan  
(5%), Mexico (5%), and Grenada (3%) rounded out 
the top five. Our census also revealed 12% of  
IMGs with an active license to practice medicine  
in the U.S. graduated from a medical school in  
the Caribbean.

 

Table 1 
Population Characteristics

Physicians with an Active License to Practice Medicine  
in the United States and the District of Columbia

Counts Percentages

Total 850,085 100.0%

Degree Type

Doctor of Medicine (M.D.) 789,788   92.9%

Doctor of Osteopathic Medicine (D.O.)   58,329   6.9%

Unknown     1,968   0.2%

Medical School Type

United States Medical Graduates (M.D. or D.O.) and Canadian Graduates 641,815   75.5%

International Medical Graduates 188,402   22.2%

Unknown   19,868     2.3%

Age

Less than 30 years   16,285     1.9%

30–39 years 193,267   22.7%

40–49 years 210,196   24.7%

50–59 years 207,129   24.4%

60–69 years 125,385   14.8%

70 + years   64,717     7.6%

Unknown   33,106     3.9%

Gender

Male 568,501   66.9%

Female 246,314   29.0%

Unknown   35,270     4.1%

Certified by an ABMS Specialty Board

Yes 633,733   74.5%

No 216,352   25.5%

Number of Active Licenses

1 657,208   77.3%

2 142,423   16.8%

3 or more   50,454     5.9%

Source: 2010 FSMB Census of Licensed Physicians

percent of these physicians held an M.D. (doctor  
of medicine) degree and 7% held a D.O. (doctor  
of osteopathic medicine) degree (Table 1). The 
physicians identified in our census graduated from 
a total of 1,926 medical schools in 161 countries 
around the world. Some 76% of physicians  
graduated from a U.S. medical school (allopathic  
or osteopathic) or from a Canadian medical  
school, 22% graduated from a medical school  
outside the United States or Canada and for  
2% of the physicians in our database the medical  
school of graduation could not be determined.  
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Forty-seven percent of all physicians with an  
active license in 2010 were 50 years of age or 
older and 22% were 60 years of age or older. More 
than two-thirds of licensed physicians were male. 
Sixty-six percent of female physicians were 50 years 
of age or younger, compared to 44% of males  
(Figure 1). This shift in gender composition could 
have a considerable impact on workforce given the 
different work patterns ascribed, even in contem
porary studies, to male and female physicians.  

Research conducted with data from the U.S. Census 
Bureau’s Current Population Survey (CPS) indicates 
that male physicians are generally less active than 
their female counterparts in the latter part of their 
careers (55 to 64 years) while female physicians 
are less active in the early stages of their career 
(25 to 34 years).1 

The ABMS represents 24 independent specialty 
boards†† that certify physicians (both MDs and DOs) 
in more than 145 specialties and subspecialties  
of medicine and surgery.2 Overall, 75% of physi-
cians with an active license were certified in 2010 
by at least one ABMS specialty board. While 77% 
of MDs and 38% of DOs were found to hold ABMS 
certification, the count is considerably lower for 
DOs because osteopathic physicians also have 
the option of pursuing specialty board certification 
through the 18 specialty boards of the American 
Osteopathic Association’s Bureau of Osteopathic 
Specialists (AOA-BOS); nearly 40% of DOs have  
this certification, according to published data from 
2008.3 There were no meaningful differences  
in specialty certification between male and female 
physicians, but U.S. medical school graduates  
(both MDs and DOs) are more likely than IMGs to 
have specialty certification from an ABMS board 
(77% vs. 70%). In addition, a strong relationship 

exists between specialty certification and  
age. The percentage of physicians certified 
increases dramatically for physicians aged  
30 to 39, peaks for physicians aged 40 to 49,  
and decreases beginning with the 50–59 age  
range (Figure 2). 

In 2010, 77% of physicians had only one active 
license to practice medicine granted by a state  
medical or osteopathic board, 17% had active licenses 
in two jurisdictions and 6% had active licenses  
in three or more jurisdictions. Twenty-five percent  
of male physicians, compared to 20% female  
physicians, had a license to practice medicine in 
more than one jurisdiction. Physicians with specialty 
certification from an ABMS board were more likely 
to have two or more active licenses; 25% compared 
to 17% for those with no certification. What is not  
known at the present time is which of the physicians  
who are specialty certified by an ABMS or an  
AOA-BOS board possesses a certificate that is  
time-limited or non time-limited. The actual number 
of physicians listed as certified by the ABMS  
or AOA-BOS is likely to be less than we report if 
physicians’ active certificates have expired. 

 

Figure 1
Physicians with an Active License 
by Gender and Age
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Source: 2010 FSMB Census of Licensed Physicians 
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†† �Though both the ABMS and FSMB have member boards,  
the ABMS has independent specialty boards, while the  
FSMB’s member boards are state-regulated, licensing and 
discipline boards.

The physicians identified in our  

census graduated from a total of  

1,926 medical schools in 161 countries 

around the world. Some 76% of  

phys ic ians graduated from a U.S . or  

ca nadian medical school. 
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Figure 2
Percentage with Active License and ABMS Board Certified by Age 
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Because many of the physicians with multiple 
licenses are typically licensed in contiguous  
states, we analyzed regional data. An analysis  
of the nine geographic divisions of the United 
States as defined by the U.S. Census Bureau  
(Figure 3) was used to demonstrate the location  
of actively licensed physicians in the United  
States in 2010. The South Atlantic, Pacific,  

Middle Atlantic and East North Central divisions 
accounted for 66% of the physicians in the United 
States with an active license to practice medicine  
in 2010 (Figure 4). 

The 850,085 physicians with an active license  
to practice medicine represent a physician-to- 
population ratio of 277 actively licensed physicians 
for every 100,000 people in the United States.  
The physician-to-population ratio was much higher 

in the New England (397) and Middle Atlantic (335) 
divisions than in the Mountain (229) and West 
South Central (219) divisions (Figure 5). 

Discussion
Rationale for a Census
A census is the primary source of data on a discrete 
population’s size, distribution and demographic 
structure. This systematic approach to gathering 
information on every person within a particular 
group has been employed for thousands of years.4 
Ancient civilizations such as Egypt, Babylonia, 
China, India and Rome were among the earliest to 
undertake a census.5 The Romans are said to have 
first coined the term6 and used their census for 
taxation, the distribution of military obligations and 
the determination of a territory’s political status.7 
The United States has a decennial census that is 
mandated by the U.S. Constitution,8 and the first 
U.S. Census was taken shortly after the inauguration 
of President George Washington in 1790.9 The  
U.S. Census provides population counts to determine 
seats in the U.S. House of Representatives and 
state legislative district boundaries and ultimately 
impacts how billions of dollars in federal and state 
funds are allocated.10

Forty-seven percent of all physicians 

with an active license in 2010 were  

50 years of age or older and 22% were  

60 years of age or older.
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From a methodological point of view, a census  
is more accurate than sampling a population 
because there is little sampling variance, though  
it generally costs more and takes longer to com-
plete. Because the FPDC already collects licensure 
data on a regular basis from state boards to  
support the FSMB’s Disciplinary Alert Service, 
the infrastructure required for a physician census 
already existed. 

FSMB Data and Information Exchange
For nearly a hundred years the FSMB has collected 
and disseminated information on behalf of and 
among state medical and osteopathic boards 
related to formal disciplinary actions taken against 
licensed physicians.11 The FSMB also collects  
disciplinary actions from the United Kingdom, Canada, 
Australia and New Zealand, as well as the U.S.  
Department of Defense, the U.S. Drug Enforcement 
Administration and the Office of Inspector General  
in the U.S. Department of Health and Human Services. 
Board actions were first published in the FSMB’s 
Bulletin (a predecessor to this publication) in 1915, 
and by 1971 a monthly Disciplinary Action Report 
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Divisions of the United States; U.S. Census Bureau 2010

 

Figure 4
Distribution of Physicians with an Active License 
by U.S. Census Bureau Division

Source: 2010 FSMB Census of Licensed Physicians
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physicians. As with prior efforts at automation and 
information exchange, the ALP project was primarily  
designed to support a Disciplinary Alert Service to 
quickly notify state medical and osteopathic boards 
when another jurisdiction has taken a board action 
against one of their licensees. This end result 
remains its primary purpose today and more than 
50,000 alerts have been sent to state medical  
and osteopathic boards since January 2000. As  
the scope of the ALP project continued to expand,  
its data elements were combined in 2004 with  
the FSMB’s board action information to form the 
Federation Physician Data Center (FPDC).13 The 
aggregate comprehensive data contained in the 
FPDC was recognized last year by FSMB’s leadership 
and staff as being valuable to both state boards  
and health policy researchers struggling to achieve  
a consensus on current and future physician work-
force needs. An accurate indicator of the current 
supply of physicians, writes Thomas Ricketts, is  
“a critical component of market dynamics, as well 
as a mechanism to achieve social goals, including 
promoting a healthy population.”14 

Figure 5
Physicians with an Active License Per 100,000 Population
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was created to improve communication about board 
actions among state boards. With the advent of 
the Information Age and a burgeoning, increasingly 

mobile physician population, the FSMB automated 
its disciplinary database, and by the late 1980s the 
FSMB’s Disciplinary Data Bank was an essential 
tool to enable state boards to effectively oversee 
medical regulation (licensure and discipline) and 
contribute to information exchange.12

In 2000, the FSMB launched its All Licensed  
Physicians (ALP) Project in an effort to further 
expand its physician data to also include biographical,  
educational and licensure information for all  

The 850,085 physicians with an active  

l icense to practice medicine  

represent a physician-to-population  

ratio of 277 actively licensed  

physicians for every 100,000 people  

in the United States.
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373 million by 203020 and projected physician 
shortages as high as 130,000 by 2025,21 underscore 
the importance of knowing as much as possible 
about the current physician workforce. 

Other Surveys of Physicians
Historically, the American Medical Association’s  
(AMA) Physician Masterfile (Masterfile) has been the  
main source for many research publications and 
surveys of physicians in the United States. A recent 
literature search with PubMed††† using the search 
terms “AMA Masterfile AND Physician Workforce” 
yielded 71 articles published between 1991 and 
2011. A few of the more recent areas explored  
by researchers using data from the Masterfile 
included a survey of inactive physicians,22 migration  
trends for surgeons23 and the emergency physician 
workforce.24 Additionally, the Center for Workforce 
Studies at the Association of American Medical  
Colleges (AAMC) regularly uses the AMA Masterfile  
for U.S. physician supply projections.25 In its  
March 2011 report on physician workforce, which 
used July 1, 2009, population estimates from  
the U.S. Census Bureau as well as Masterfile data 
current to December 31, 2009, the number of 
“total active physicians” in the United States in 
2009 was listed as 785,326 and the average  
ratio of active physicians per 100,000 population 
was listed as 255.8.26 In June of 2006, following  
a similar analysis of U.S. Census Bureau and  
Masterfile data, AAMC recommended a 30% increase 
in U.S. medical school enrollment and an expansion 
of Graduate Medical Education (GME) positions to 
accommodate this growth to address an impending 
physician shortage.27 

The Masterfile was initially utilized by the AMA  
for membership record-keeping and mailings and 
today it contains demographic, educational and  
professional activity information for both AMA  
members and nonmembers, osteopathic physicians 
and graduates from foreign medical schools. A  
record is created when individuals first enter medical  
school or, in the case of IMGs, when they first 
enter the country. Physician records are updated by 
use of a rotating census where approximately one 
fourth of all physicians are surveyed each year.28 

Physician Workforce Planning
The passage of the Patient Protection and Afford-
able Care Act, the aging of the population, and the 
growth of the population have been described  
as three of the most important factors why a better 
understanding and accurate assessment of the  
current supply of physicians are critical to under-
standing the immediate and long-term needs of  
the residents of the United States.

During the last half of the 20th century, baby  
boomers — those born between 1946 and 1964 —  
had a profound impact on social systems in the 
United States. This rather large group crowded public 

school systems after World War II and flooded the 
labor market in the 1970s and 1980s. This year, baby 
boomers start turning 65, and each day for the next 
19 years an estimated 10,000 boomers will reach 
age 65.15 By 2030, all boomers will be 65 years of 
age or older, representing nearly 20% of the total 
population.16 According to a report published by the 
Institute of Medicine (IOM), individuals who are 65 
years and over currently represent only 12% of the 
U.S. population, but account for 26% of all physician 
office visits, 34% of all prescriptions and 38% of the 
emergency medical services responses.17 Those 
percentages are almost certain to increase as the 
population ages in the next few decades.

The full impact of, and ultimate funding for, the 
health reform act signed into law by President 
Obama in March 2010 is yet to be finalized, but  
the bill does include provisions to extend health 
insurance coverage to millions more Americans. 
The ability of young adults to enroll in a parent’s 
health plan up to age 26 was a provision which 
went into effect in September 2010, and significant 
expansion in eligibility for Medicaid and the creation 
of health insurance exchanges with subsidized 
private insurance for people with low and moderate 
incomes could begin in 2014.18 It is estimated that 
by 2019, an additional 32 million Americans may 
be insured under the new law.19 Healthcare reform 
and an aging population, combined with a projected 
total population growth by 60 million to a total of 

††† �PubMed comprises over 20 million citations for biomedical 
literature from MEDLINE, life science journals and online 
books. It is a free resource developed and maintained  
by the National Center for Biotechnology Information (NCBI)  
at the U.S. National Library of Medicine (NLM), located  
at the National Institutes of Health (NIH).

…the discrepancy between the  

report’s  predictions and actual  

numbers from our census  

suggest the nation may be further  

behind in addressing current  

and future physician supply needs.   
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Though the Masterfile provides a broad set of valu-
able information on physicians in the United States, 
and it has undergone a number of improvements  
in recent years, it sometimes lags in identifying and 
updating changes to physician records, such as 
a change in a physician’s specialty, retirement or 
licensure status.1 Some researchers claim the lag 
results in an overestimation of the number of active 
physicians in the older age range.29, 30, 31, 32 Douglas 
Staiger and his colleagues used the Masterfile and 
data from the U.S. Census Bureau’s Current Population  
Survey (CPS) to conduct parallel retrospective 
cohort analyses of trends in the number of active 
physicians, and found that compared with CPS  
data, the Masterfile showed fewer young physicians 
entering the workforce and more active older  
physicians remaining in the workforce.1

The FSMB’s 2010 census count of actively licensed 
physicians in the United States (850,085) reported 
here is less than the number predicted as needed 
(871,000) by 2010 in a Health Resources and 
Services Administration report from 2006.33 Noting 
that “past projections of impending physician  
shortages and surpluses have influenced policies 
and programs that, in turn, helped determine the 
number and specialty composition of physicians being 
trained,” the discrepancy between the report’s  
predictions and actual numbers from our census  
suggest the nation may be further behind in 
addressing current and future physician supply needs. 

Opportunities for the Future 
A limitation of the 2010 FSMB Census data is that 
it does not contain information about a physician’s 
primary or sole professional activity (e.g., patient 
care, administration, medical teaching). The Health 
Resources and Services Administration (HRSA) has 
historically defined “active physicians” as those 
physicians involved in patient care or non-patient care 
(teaching, research, administration or other profes-
sional activities) for more than 20 hours a week and 
also included in that count unclassified physicians,  
defined as physicians whose activity status or present  
employment setting are not known.34 As we set 
the groundwork for the next census, state boards 
have a unique opportunity to contribute to accurate 
workforce planning by collecting information about 
a physician’s activities at the time of renewal of a 
physician’s license. Currently, 26% of state boards 
require physicians to renew their license every  
year and another 66% require renewal once every 
two years.35 The remaining boards require renewal  
every three years or more. The time of renewal  

is an excellent opportunity to collect physician  
workforce information regarding the hours worked in 
patient care, practice location and practice setting  
(i.e., solo, group, hospital, etc.). 

In North Carolina,36 Iowa,37 South Carolina38 and 
New York,39 physician workforce information has 
been collected, maintained and reported through 
cooperatives between licensing bodies, universities  
and state agencies for a number of years.40 Other 
licensing bodies collect a broad range of information  
from physicians but currently there are no uniform 
minimal data elements collected by all state medical 
and osteopathic boards. Research and development 
is needed in this area as well as more analysis of 
license portability and physician migratory patterns. 
Further, research that cross-references redacted 
FSMB licensure data with data from the Centers for 
Medicare and Medicaid Services (CMS) could  
further help identify physician practice patterns  
and even help prevent fraud.

Uniformity of the questions that are asked across 
jurisdictions during licensure renewal and sharing  
of that updated information with the FPDC on a 
regular basis would yield a better understanding of 
the current supply of physicians to meet the needs 
of a growing and aging population, locally, statewide 
and nationally. The frequency and regularity with 

which a state board provides current licensure data 
to the FPDC has already improved considerably 
through the communication linkages strengthened 
as a result of this census, though further improve-
ments will be limited by state resources impacted by 
a slow economic recovery from the Great Recession 
of 2007–2009. As state medical and osteopathic 
boards begin to implement Maintenance of Licensure  
(MOL), whose framework was adopted by the 
FSMB’s House of Delegates in 2010, standardized 
data about practicing physicians may become  
routine over time because it would be required. 

The FSMB is embarking on efforts of its own,  
on behalf of state medical and osteopathic boards, 

…research that cross-references  

redacted FSMB licensure data  

with data from the Centers for  

Medicare and Medicaid Services  

(CMS) could further help identify  

physician practice patterns and  

even help prevent fraud.
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