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Background: Family physicians provide a sizable portion of emergency care in the United States.
However, there is limited work characterizing this population.

Methods: We completed a cross-sectional analysis of the 2020 American Medical Association
Physician Masterfile that was inclusive of all clinically active physicians who designated emergency
medicine as their primary or secondary specialty and had family medicine residency training and/or
family medicine board certification. We used Accreditation Council for Graduate Medical Education in-
formation to determine family medicine residency training and data from the American Board of
Medical Specialties to determine family medicine board certification status. We calculated physician
density using US Census Bureau estimates; urban-rural assignments were based on Urban Influence
Codes.

Results: We identified 4354 clinically active emergency physicians (9% of the overall emergency phy-
sician workforce). Of these, a majority were male (88%) and completed their training at least 20 years
ago (84%), and a majority (59%) reported emergency medicine as their primary specialty. There is no-
table variation in physician density per 100,000 US population, and these densities declined compared
with prior estimates from 2008.

Conclusions: We find that family physicians represent a sizable portion of the overall emergency
physician workforce despite decreases in physician densities across the United States. ( J Am Board
Fam Med 2021;34:1221–1228.)
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Introduction
The United States currently has a shortage of
emergency physicians (EPs),1 particularly in rural

areas.2,3 We recently completed an analysis of all
clinically active EPs in the United States. We
found more EPs compared with 2008 but a
decrease in the density of EPs in rural areas.2,3

Further, we found that nearly a third of rural EPs
reported prior family medicine (FM) residencyThis article was externally peer reviewed.
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training;3 FM-trained EPs—who we will refer to
as FM EPs—play an important role in emergency
care in the rural United States,4,5 but this popula-
tion has not been well characterized. Our goal was
to characterize the 2020 population of clinically
active FM EPs and identify their geographic
distribution.

Methods
We performed a cross-sectional, secondary analysis
of the 2020 American Medical Association (AMA)
Physician Masterfile as reported previously;2,3 the
AMA Masterfile is a comprehensive database that
includes every physician with a medical license.2,3,6

The FM EP population of interest was all clinically
active physicians who designated emergency medi-
cine (EM) as their primary or secondary specialty
and had FM residency training and/or FM board cer-
tification. Residents and those not clinically active
(eg, primarily researchers, teaching faculty, nonclini-
cal administrators, or physicians who retired or semi-
retired) were excluded given our interest in clinically
active EPs.2,3 We used Accreditation Council for
Graduate Medical Education (ACGME) information
to determine FM residency training and American
Board of Medical Specialties (ABMS) data to deter-
mine FM board certification status.

As described previously, physician location was
classified into US Census divisions.2,3 Corresponding
population sizes were classified using US Office of
Management and Budget groups.2,3 Urban Influence
Codes were used to assign each EP’s county location
(urban, large rural, or small rural); FM EP popula-
tion density was calculated using county-level 2019
Census Bureau population estimates.2,3

Data were analyzed using Stata 15.1 (StataCorp;
College Station, TX). First, we grouped FM EPs by
board certification status: FM board certification
with or without EM board certification, EM board
certification, board certification but not in FM or
EM, and no board certification. In the primary analy-
sis, those with both FM and EM board certification
(n = 736) were classified under the FM board certifi-
cation group. In a sensitivity analysis, we split the FM
board certification group by those with isolated FM
board certification versus those with dual FM and
EM board certification. Second, we examined FM
EPs’ characteristics by sex. Physician populationden-
sity wasmapped usingArcMap10.6.1 (ESRI;Redlands,
CA). The MassGeneral Brigham (Boston) Institutional

Review Board determined that this study met criteria
for exemption. This study followed the Strengthening
in the Reporting of Observational Studies in
Epidemiologyguidelines for observational studies.7

Results
We identified 4354 EPs with FM training and/or FM
board certification (9% of the overall EP workforce).
The majority (83%) were FM board certified, but a
small subset lacked either FMorEMboard certification
(1%) or had no board certification (7%) (Table 1).
Overall, a majority were male (88%) and located in
urban areas (79%). Most (84%) completed their train-
ing at least 20years ago, and a majority (59%) reported
EM as their primary specialty. EPs in small rural areas
were similarly aged (median age of 65years [interquar-
tile range (IQR) 60 to 69years]) as EPs in large rural
areas (65 [58 to 69]) and urban areas (65 [58 to 69]) but
more often FM trained (small rural: 92%, large rural:
87%, urban: 82%, P<.001), had completed their train-
ing at least 20years ago (small rural: 89%, large rural:
87%, urban: 84%, P= .003), and more frequently
reportedFMboard certification (small rural: 87%, large
rural: 86%, urban: 82%, P<.001). The majority of all
groups reportedEMas their primary specialty (small ru-
ral: 53%, large rural: 58%,urban: 60%,P= .04).

FMEPswith isolatedFMboard certification (com-
pared with those with dual FM and EM board certifi-
cation) were younger (63 [58 to 67] vs 69 [66 to 72]),
more often female (13% vs 9%), more often in rural
(both large [14% vs 10%] and small rural [10% vs
3%]) areas, and less likely to report EM as their pri-
mary specialty (49% vs 82%) (Appendix Table 1).
Stratified by sex, female EPs (compared with male
EPs) were younger (62 [54 to 67] vs 65 [59 to 69]) but
had similar geographic distribution (eg, byUSCensus
division) and were similarly located in urban (77% vs
79%) and rural (large rural [14% vs 13%] and small
rural [9% vs 9%]) areas. Additional comparisons of
FMEPs stratified by sex are presented inTable 2.

We also identified notable variation in FM EP
density by area per 100,000 US population (total
[1.3], urban [1.2], large rural [2.1], and small rural
[2.0]). Given prior 2008 data, this represents FM
EP density decreases in all areas (total [�0.5], urban
[�0.4], large rural [�0.5], and small rural [�0.4]
areas).3 Physician density is presented in Figure 1
(EPs per 100,000 population by county) and Figure
2 (percent FM EPs among all EPs by county) for all
clinically active FM EPs. Although the panels
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Table 1. Comparison of Family Medicine Trained and/or Board Certified Emergency Physicians by Board

Certification

Characteristics

All Family
Medicine EPs,

n = 4354

Family
Medicine Board
Certification,
n = 3596

General
Emergency

Medicine Board
Certification,

n = 388

Neither Family
Medicine nor
Emergency

Medicine Board
Certification,

n = 51

No Board
Certification,

n = 319

n % n % n % n % n % P Value*

Demographics

Age, y (median [IQR]) 4354 65 (59 to 69) 3596 64 (59 to 69) 388 66 (58 to 70) 51 67 (62 to 71) 319 65 (60 to 71) <0.001

Age categories, y <0.001

25 to 44 138 3 110 3 14 4 1 2 13 4

45 to 64 1991 46 1701 47 135 35 21 41 134 42

≥65 2225 51 1785 50 239 62 29 57 172 54

Female sex 531 12 429 12 56 14 5 10 41 13 0.48

International medical
graduate

701 16 589 16 33 9 8 16 71 22 <0.001

Geography

US Census division <0.001

New England 175 4 149 4 15 4 2 4 9 3

Mid Atlantic 341 8 281 8 34 9 4 8 22 7

East North Central 590 14 496 14 36 9 9 18 49 16

West North Central 391 9 349 10 19 5 2 4 21 7

South Atlantic 903 21 728 20 100 26 8 16 67 22

East South Central 415 10 341 10 28 7 5 10 41 13

West South Central 586 14 491 14 33 9 10 20 52 17

Mountain 366 8 305 9 40 10 5 10 16 5

Pacific 561 13 441 12 80 21 6 12 34 11

MSA population size <0.001

≥1,000,000 1722 40 1367 38 203 52 26 51 126 40

250,000 to 999,999 939 22 801 22 74 19 9 18 55 17

100,000 to 249,999 474 11 398 11 38 10 4 8 34 11

<100,000 65 1 54 2 4 1 2 4 5 2

Unknown 1154 27 976 27 69 18 10 20 99 31

Urban influence <0.001

Urban 3402 79 2781 78 340 88 40 78 241 76

Large rural 560 13 479 13 33 9 7 14 41 13

Small rural 372 9 322 9 12 3 4 8 34 11

Training

Residency <0.001

Emergency medicine 403 9 176 5 200 52 3 6 24 8

Family medicine 3646 84 3181 88 162 42 21 41 282 88

Internal medicine 66 2 29 0.8 14 4 19 37 4 1

Pediatrics 11 0.3 6 0.2 3 0.8 2 4 0 0

Surgery 62 1 38 1 9 2 6 12 9 3

Internship only 58 1 58 2 0 0 0 0 0 0

Other residency 13 0.3 13 0.4 0 0 0 0 0 0

None 95 2 95 3 0 0 0 0 0 0

Continued
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demonstrate FM EPs across the country, they seem
most prevalent at the edges of our previously
reported band of underserved states (from North
Dakota to Texas)—the “EP desert.”3

Discussion
We find that FM EPs represent a sizable portion
of the clinically active EP workforce and most are
male and in urban areas. Although less than a
quarter were located in rural areas, the rural pro-
portions presented here are higher than those of
the overall EP population (we recently reported
that only a minority of all EPs are in either large
[6%] or small [3%] rural areas).3 We also found
that FM EPs are older than the overall EP work-
force and FM EPs in small and large rural areas
are older than counterparts from the overall EP
workforce.3 Further, compared with 2008,3 we
find decreases in FM EP density across the
United States (overall, urban, large rural, and
small rural). Our findings characterize a rural,
predominately male subpopulation of older FM
EPs, who more often have isolated FM board cer-
tification, and who provide care in already under-
served areas of the country where overall EP
density is declining—“EP deserts.”3

However, our work has limitations.2,3 First, our
study was limited to physicians who self-designated
EM as their primary or secondary specialty. Family
physicians who provide emergency care in the
United States may not necessarily identify as EPs. As
such, we likely slightly underestimate the number of

actual FM EPs.4,5 Second, we are unable to account
for the contributions of osteopathic EPs. Data are
linked only to ACGME and ABMS; there is no
equivalent osteopathic database.2,3 This is a previ-
ously noted limitation.2,3 Despite this, our work is
still the most current and comprehensive study on
clinically active FM EPs in the United States. Third,
we are unable to account for the impact graduating
EM residents will have on the FM EP workforce.
We recently demonstrated increasing densities of
EPs in urban areas;3 EM resident graduates have his-
torically not taken jobs in rural areas.8 This absence
of EM residency-trained EPs has likely contributed
to the large share of FM EPs providing emergency
care in more remote areas.

COVID-19 has significantly impacted the EP
workforce.9 Fewer jobs,9 an increase in the number
of EM residency programs,10 and a potential sur-
plus of EPs by 203011 may collectively mean that
new graduates joining the workforce will now relo-
cate to areas and work in rural settings where FM
EPs predominate.

Efforts that promote an increased physician pres-
ence in rural America are required. As FM EPs leave
the workforce, “EP deserts” will persist and likely
expand. However, addressing the need for rural EPs
will require concerted effort.2,3 Incentivizing reloca-
tion efforts through loan repayment and expanding
the number of rural EM rotations have been sug-
gested.12,13 In the absence of any significant change,
we anticipate that declining EP densities (both all
EPs and FM EPs) in rural America will contribute to

Table 1. Continued

Characteristics

All Family
Medicine EPs,

n = 4354

Family
Medicine Board
Certification,
n = 3596

General
Emergency

Medicine Board
Certification,

n = 388

Neither Family
Medicine nor
Emergency

Medicine Board
Certification,

n = 51

No Board
Certification,

n = 319

n % n % n % n % n % P Value*

Years since completed
medical training

0.006

<5 44 1 34 1 1 0.3 1 2 8 3

5 to 9 98 2 79 2 13 3 0 0 6 2

10 to 19 520 12 415 12 66 17 4 8 35 11

≥20 3597 84 2973 85 308 79 46 90 270 85

Primary specialty of
emergency medicine

2563 59 2004 56 363 94 9 18 187 59 <0.001

EPs, emergency physicians; IQR, interquartile range; MSA, metropolitan statistical area.
*Bivariate comparisons were tested using Kruskal-Wallis, x2, and Fisher’s exact tests, as appropriate.
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Table 2. Comparison of Family Medicine Emergency Physicians by Sex, n = 4354

All Family Medicine EPs,

Male (n = 3823) Female (n = 531)

Characteristics n % n % P Value*

Demographics
Age, y (median [IQR]) 3823 65 (59 to 69) 531 62 (54 to 67) <0.001
Age categories, y <0.001
25 to 44 101 3 37 7
45 to 64 1691 44 300 57
≥65 2031 53 194 37

International medical graduate 630 16 71 13 0.07
Geography
US Census division 0.87
New England 148 4 27 5
Mid Atlantic 302 8 39 7
East North Central 519 14 71 13
West North Central 340 9 51 10
South Atlantic 789 21 114 22
East South Central 371 10 44 8
West South Central 512 13 74 14
Mountain 321 8 45 9
Pacific 498 13 63 12

MSA population size 0.03
≥1,000,000 1503 39 219 41
250,000 to 999,999 815 21 124 23
100,000 to 249,999 433 11 41 8
<100,000 52 1 13 2
Unknown 1020 27 134 25

Urban influence 0.77
Urban 2993 79 409 77
Large rural 487 13 73 14
Small rural 325 9 47 9

Training
Residency <0.001
Emergency medicine 322 8 81 15
Family medicine 3232 85 414 78
Internal medicine 59 2 7 1
Pediatrics 8 0.2 3 0.6
Surgery 57 1 5 0.9
Internship only 57 1 1 0.2
Other residency 12 0.3 1 0.2
None 76 2 19 4

Years since completed medical training <0.001
<5 29 0.8 15 3
5 to 9 76 2 22 4
10 to 19 421 11 99 19
≥20 3221 86 376 73

Primary specialty of emergency medicine 2244 59 319 60 0.55

EPs, emergency physicians; IQR, interquartile range; MSA, metropolitan statistical area.
*Bivariate comparisons were tested using Kruskal-Wallis, x2, and Fisher’s exact tests, as appropriate.
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Figure 1. Family medicine emergency physician density per 100,000 population by county.

Figure 2. Family medicine emergency physician percent among all clinically active emergency physicians by

county.
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an accelerated used of nonphysician models of care
with an increased presence of nurse practitioners,
physician assistants, and/or telehealth.14,15

To see this article online, please go to: http://jabfm.org/content/
34/6/1221.full.
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Appendix Table 1. Comparison of Family Medicine Emergency Physicians with Isolated Family Medicine or Dual

Family Medicine and Emergency Medicine Board Certification, n = 3596

Isolated FM Board Certification
(n = 2860)

Dual FM and EM Board
Certification (n = 736)

Characteristics n % n % P Value*

Demographics
Age, y (median [IQR]) 2860 63 (58 to 67) 736 69 (66 to 72) <0.001
Age categories, y <0.001
25 to 44 93 3 17 2
45 to 64 1573 55 128 17
≥65 1194 42 591 80

Female sex 364 13 65 9 0.004
International medical graduate 512 18 77 10 <0.001
Geography
US Census division <0.001
New England 108 4 41 6
Mid Atlantic 216 8 65 9
East North Central 395 14 101 14
West North Central 303 11 46 6
South Atlantic 583 20 145 20
East South Central 295 10 46 6
West South Central 426 15 65 9
Mountain 216 8 89 12
Pacific 306 11 135 18

MSA population size <0.001
≥1,000,000 1036 36 331 45
250,000 to 999,999 617 22 184 25
100,000 to 249,999 310 11 88 12
<100,000 42 1 12 2
Unknown 855 30 121 16

Urban influence <0.001
Urban 2142 75 639 87
Large rural 409 14 70 10
Small rural 297 10 25 3

Training
Residency <0.001
Emergency medicine 29 1 147 20
Family medicine 2665 93 516 70
Internal medicine 14 0.5 15 2
Pediatrics 3 0.1 3 0.4
Surgery 26 0.9 12 2
Internship only 35 1 23 3
Other residency 6 0.2 7 1
None 82 3 13 2

Years since completed medical training 0.002
<5 29 1 5 0.7
5 to 9 53 2 26 4
10 to 19 350 13 65 9
≥20 2346 84 627 87

Primary specialty of emergency medicine 1402 49 602 82 <0.001

EM, emergency medicine; FM, family medicine; IQR, interquartile range; MSA, metropolitan statistical area.
*Bivariate comparisons were tested using Kruskal-Wallis, x2, and Fisher’s exact tests, as appropriate.
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