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The geographic distribution of the
physician workforce in the United
States has important implications for
patients and their ability to access care.
Many federal incentive programs have
been established to mitigate the effect
of regional shortages and to improve
the recruitment and retention of health
care providers in underserved areas.1,2
Additionally, many training models
and recruitment strategies intended to
improve geographic distribution of the
physician workforce have been studied.3,4
However, few studies focus on the role
of racial and ethnic composition of the
physician workforce in establishing a
more equitable distribution of physicians.
For example, prior research indicates
that physicians underrepresented in
medicine are important for the delivery
of primary care,5 the provision of care
to underserved populations,6 and to
improve access to health care services in
medically underserved areas. Although
the nation is experiencing a significant
demographic shift towards more racial
and ethnic diversity, the physician
workforce has not kept pace.8
This Analysis in Brief (AIB), the second
in a two-part series exploring racial
and ethnic diversity in the physician
workforce, examines geographic

Figure 1: Percent U.S. Physician Participation in Various Practice Locations, by Race
and Ethnicity
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distribution to determine whether a more
racially and ethnically diverse physician
workforce could positively contribute to
a more equitable distribution of the U.S.
physician workforce. Medical schools
can use this information to inform their
efforts to foster a geographically welldistributed physician workforce that is
responsive to the nation’s evolving health
care needs.9

Methodology
The 2012 American Medical Association
(AMA) Physician Masterfile was used to
study the characteristics and distribution
of direct patient care physicians who
graduated from medical school between
1980 and 2010. The sample was limited to
these physicians because racial and ethnic
data for medical school graduates was not
systematically or reliably collected prior
to 1980. Physician race and ethnicity
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information was obtained from the
AAMC Student Records System and the
AAMC Minority Physicians Database.
The variation in physician practice
locations by physician race and ethnicity
was analyzed. Specifically, physician
practice locations that were identified
as rural (2003 Urban Rural Continuum
Codes), areas with 20 percent or
more of the population living in
poverty (2011 American Community
Survey Five-year Estimate), federally
designated 2012 Primary Care Health
Professional Shortage Areas (HPSAs),
and Medically Underserved Areas/
Populations (MUA/P) were studied.
Bivariate measures of association were
performed to study the relationship
between physician race/ethnicity and
their practice location.
Results
The sample was comprised of 507,622
direct patient care physicians, reflecting
73 percent of the total direct patient care
physicians in the nation as of 2012. Less
than one percent of these physicians
identified as American Indian, Alaskan
Native, or Hawaiian/Pacific Islander;
roughly five percent of these physicians
identified as black or African American;
five percent identified as Hispanic/
Latino; 11 percent identified as Asian;
17 percent identified as “other” or were
listed as unknown race/ethnicity, and
62 percent identified as white. Together,
the groups underrepresented in medicine
(URM)10 comprise roughly ten percent
of the physicians, which is substantially
lower than their percentage in the
overall U.S. population (30 percent). It
is worth noting that although the Asian
group appears to be overrepresented
in the physician pool, many studies
have pointed out that combining Asian
subgroups can mask subtle differences
within certain groups.11
In terms of practice in rural areas, results
show significant differences among racial
and ethnic groups (see Figure 1). Nine

percent of physicians in the study sample
practiced in rural areas, but significant
differences exist between racial and
ethnic groups (p < .001): four percent
of Asian physicians, six percent of URM
physicians, and 11 percent of white
physicians were practicing in rural
areas. Results also show significant
differences (p < .001) between physicians
based on race and ethnicity practicing
in areas high in poverty. Compared to
the 27 percent of Asian physicians and
29 percent of white physicians practicing
in these areas, results show that
37 percent of URM physicians practice in
these locations.
Similarly, significant associations exist
between physician race, ethnicity and
practice locations in primary care HPSAs
and MUA/Ps (p < 0.001). Twentyeight percent of URM physicians were
practicing in a HPSA, compared to
18 percent of Asian physicians and
23 percent of white physicians. Similar
patterns were found for practice locations
in MUA/Ps, with URM physicians being
more likely to practice in a MUA/P than
Asian and white physicians. Results show
that while 33 percent of Asian physicians
and 38 percent of white physicians
practice in either a HPSA or MUA/P,
nearly half of URM physicians practice in
these areas.
Discussion
These results show that there are
significant associations between
physician practice location and their
racial and ethnic composition. Physicians
identifying as American Indian, Alaska
Native, or Hawaiian/Pacific Islander;
black or African American; and/or
Hispanic/Latino were more likely to
practice in impoverished areas, and
areas federally designated as medically
underserved or experiencing health
professional shortages. American
Indian, Alaska Native, or Hawaiian/
Pacific Islander physicians as a group are
significantly more likely to practice in
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12 Marrast L, Zallman L, Woolhandler S, Bor D, McCormick D. Minority physicians’ role in the care of
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rural areas when compared to the overall
physician pool. These finding suggest
that increasing the racial and ethnic
diversity of the physician workforce—in
particular, increasing representation
from American Indian, Alaska Native,
or Hawaiian/Pacific Islander; black
or African American; and Hispanic/
Latino groups—may help improve the
distribution of the physician workforce,
and could have a profound impact
on improving access to physicians
in underserved areas. Furthermore,
diversifying the physician workforce
also may be key in addressing health
disparities among racial and ethnic
minority groups.12
In light of the nation’s evolving racial and
ethnic landscape, physician workforce
diversity is becoming an increasingly
urgent matter. As part I of this AIB series
discussed, eliminating disparities in K-12
education, enhancing pipeline programs
and college-level interventions, and
transforming medical school admissions9
are some ways to increase physician
racial and ethnic diversity and ultimately
promote excellence in health care. Future
workforce interventions should consider
the role of racial and ethnic diversity in
the physician workforce, and the positive
impact of this diversity on the geographic
distribution of the physician workforce.
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