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Family Medicine’s Contribution 
to the HIV Workforce 

TO THE EDITOR:
In the United States, over one million people 
have HIV.1 With a steady incidence and de-
creasing mortality, prevalence has risen.2 A 
Health Resources and Services Administration 
(HRSA) report projected a shortage of 502 full-
time equivalent (FTE) HIV clinicians,3 raising 
concerns about workforce adequacy.4-6

Enumerating the HIV workforce has been 
difficult, since clinicians are trained across 
specialties. The HRSA report defined HIV cli-
nicians as those who treat 20 or more HIV 
patients and found that 55% of HIV clini-
cians were primary care physicians (PCPs), 
37% were infectious disease specialists, and 
8% were nurse practitioners (NPs) or physi-
cian assistants (PAs).3

With capacity strained and maldistributed, 
primary care residency programs are critical to 
filling in the gap.3 Unfortunately, in a survey 
of family medicine residency program directors 
(PDs), only 25% felt that the majority of their 
graduates can provide HIV care and 22% had 
a formal HIV curriculum.7 In a similar survey 
of internal medicine residency PDs, about half 
reported having a formal HIV curriculum.8 In 
an effort to better understand family physi-
cians’ contributions to the HIV workforce in 
order to guide training efforts, we identified 
family physicians providing HIV care and their 
characteristics. 

Methods
In a cross-sectional study, we used 2014 Part 
D Medicare claims data and the 2014 Ameri-
can Medical Association (AMA) Masterfile to 
identify family medicine HIV clinicians. HIV 
clinicians were identified by searching the 
2014 Medicare Part D Claims Database for 
prescription claims for HIV-related antiretro-
viral therapy (ART; appendix A at https://jour-
nals.stfm.org/media/2354/egan-appendixa.pdf) 
and identifying their National Provider Identi-
fier (NPI) numbers. To protect privacy, Part D 
data only includes those prescribing each drug 
at least 11 times. Thus, we included physicians 
prescribing HIV drugs to 11 or more Medicare 

beneficiaries. Provider type was determined 
by using NPI designations to group clinicians 
as PCPs, infectious disease (ID) specialists, 
NPs/PAs, and other physician specialists. PCPs 
were further grouped as family medicine (FM), 
internal medicine (IM), and other (a group that 
included geriatricians, general practitioners, 
and pediatricians). 

We then linked the PCPs in the study sam-
ple with the AMA Masterfile to describe their 
gender, rurality, years in practice, geographic 
region, medical degree, and medical school lo-
cation (United States versus international). 

We analyzed the data using Stata 14.0, 
calculated descriptive statistics, and used χ2 
tests to assess the differences between HIV 
and non-HIV clinicians. Multivariate logistic 
regressions were performed. We performed 
regression, restricting it to family physicians 
matched from the AMA Masterfile. The Ameri-
can Academy of Family Physicians Institution-
al Review Board deemed our protocol exempt. 

Results
Of the 10,049 providers identified as HIV cli-
nicians, 55% were PCPs, 30% were ID, 13.4% 
were other specialists, and 1% were NPs or 
PAs. Of the 5,576 PCPs, 66% were IM, 28% 
were FM, and 7% were other. 

FM HIV clinicians are more likely to be 
male, practice in urban settings, and have been 
in practice for more than 10 years compared to 
family medicine non-HIV prescribers (Table 1). 

Discussion
Over half of HIV clinicians are in primary care. 
Our findings should be interpreted within the 
context of several limitations. For example, we 
only include Medicare providers and do not 
distinguish between actively managing and 
simply refilling medications. Despite these 
limitations, our specialty distribution mir-
rors other datasets. HRSA’s study found 55% 
PCPs and 37% infectious disease specialists.3 
Of those credentialed as HIV specialists by the 
American Academy of HIV Medicine (AAHIV), 
50% were PCPs and 29% ID, though the split 
among PCPs was more even (47% IM, 44% 
FM) according to written communication with 
AAHIV staff (June, 2018). 
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Previous studies have projected a shortage 
HIV clinicians.3 Similar to the overall HIV cli-
nician workforce,3 this study shows that FM 
HIV clinicians are more likely to have been in 
practice for more than 10 years. FM residen-
cy programs should work to assist in filling 
this shortage by educating residents in HIV 
care. Unfortunately, while 80% of FM PDs re-
ported a need to modify their curriculum to 
include more HIV clinical training,7 the same 
number felt that they lacked faculty with ap-
propriate expertise.7 Thus, training will need 
to be enhanced for both residents and faculty. 

In addition to teaching prevention, preexpo-
sure prophylaxis, and HIV treatment, educa-
tors should collaborate with local and national 
HIV professional groups and practitioners to 
acquire the needed knowledge base and de-
velop training tools.

Further understanding family medicine’s 
role is needed to guide future training efforts. 
As the distribution and needs of HIV patients 
evolve, family medicine should be prepared to 
use its experience managing complex patients 
to fill in gaps. 
doi: 10.22454/FamMed.2019.918847

Table 1: Distribution of Demographic Characteristics of Family 
Physicians by HIV Drug Prescriptions (N=91,198)

Prescribes 
HIV Drugs

Does not Prescribe 
HIV Drugs

n % n % Odds Ratio (95% CI)

All 1,546 1.7 90,075 98.3

Gender

     Male 1,136 73.5 56,005 62.2

     Female 410 26.5 34,070 37.8 0.600 (0.532-0.676) ***

Rurality

     Rural 173 11.2 14,829 16.5

     Urban 1,373 88.8 75,246 83.5

Years in Practice

     0-10 198 12.8 18,458 20.5

     11-20 481 31.1 27,428 30.5 1.537 (1.300-1.817) ***

     21-30 423 27.4 20,956 23.3 1.689 (1.422-2.005) ***

     >30 444 28.7 23,233 25.8 1.468 (1.234-1.747) ***

Region

     South 585 37.8 30,927 34.3

     Northeast 316 20.4 13,271 14.7 1.289 (1.121-1.482) ***

     West 416 26.9 21,445 23.8 1.038 (0.914-1.178)

     Midwest 212 13.7 24,026 26.7 0.493 (0.420-0.577) ***

     Medical Degree

     MD 1,302 84.2 73,971 82.1

     DO 244 15.8 16,104 17.9 0.884 (0.767-1.018) *

Location of Medical 
Training

     IMG 174 11.3 8,628 9.6 1.153 (0.980-1.357) *

     USMG 1,372 88.7 81,447 90.4

Source: 2014 The American Medical Association (AMA) Masterfile.

Abbreviations: CI, confidence interval; IMG, international medical graduate; USMG, United States medical graduate.

*** P<.01, ** P<.05, * P<.1.
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