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Introduction
Consensus is widespread that physi-

cian work force imbalances hinder efforts
to provide quality and affordable health
care to all Americans.' Although atten-
tion has primarily focused on federal
strategies,5 state involvement in physician
work force policy began more than 50
years ago and predates federal involve-
ment.67 Today, it appears that continued
state concerns about access to primary
care may be accompanied by increased
legislative activity to improve the supply
and distribution of generalist physi-
cians.8'9 The purpose of this article is to
determine the nature and magnitude of
such state involvement.

Methods
Relevant state laws enacted and

reports published between 1985 and 1992
were collected and analyzed as part of the
Intergovernmental Health Policy Project's
state legislative tracking service. In addi-
tion, key state contacts were interviewed.
The data were analyzed to determine the
number of laws enacted annually and the
principal strategies adopted. In addition,
we prepared a qualitative analysis of each
state and of selected laws of particular
interest (this analysis is available on
request).

ment, and (5) reducing licensing and
malpractice barriers. The number of
states enacting laws in each of the five
categories between 1985 and 1992 is
shown in Figure 2.

Thirty-three states enacted legisla-
tion establishing planning and oversight
roles for state government. Typically,
states established task forces and commis-
sions to study the problem and provide
policymakers with appropriate recommen-
dations. The recommendations often in-
cluded establishing a unit in the state
health department or rural health office
to implement and coordinate activities.

Thirty-three states enacted legisla-
tion providing institutional incentives to
build primary care teaching capacity,
particularly in underserved rural and
inner-city communities. Commonly, states
would target medical education funds to
develop or expand family practice residen-
cies or departments. Several state laws
established or augmented federally funded
Area Health Education Centers, which
are part of a program that links academic
health centers with community-based
teaching sites around the state.

Thirty-five states enacted legislation
establishing medical student and resident
scholarship or loan programs. These finan-
cial incentives were used to recruit stu-
dents from underserved rural or urban
areas, to influence primary care specialty
choice (typically defined as family prac-
tice, general internal medicine, and gen-

Results
Between 1985 and 1992, 47 states

enacted 238 laws to improve generalist
physician supply and distribution (Figure
1). Seven states enacted laws in 1985 and
3 in 1986, in comparison with 23 in 1991
and 25 in 1992. Eight bills were passed in
1985 and 4 in 1986, as compared with 46 in
1991 and 52 in 1992.

State legislative strategies focused on
five areas: (1) planning and oversight, (2)
building primary care teaching capacity,
(3) student and resident loans and scholar-
ships, (4) enhancing the practice environ-
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eral pediatrics), and to encourage practice
in a state shortage area. Commonly, local
government or private sector matching
funds were required.

Thirty-four states enacted legislation
to enhance the practice environment for
generalist physicians, particularly in under-
served communities. Only five such laws
were enacted prior to 1989. Strategies
included recruitment and placement ser-

vices, income subsidies or income tax
credits, and increased Medicaid reim-
bursement for primary care services in
underserved areas. A number of states
funded more comprehensive approaches
to improve health care delivery systems.

Twenty-two states enacted legisla-
tion, the majority in 1991 and 1992, to
reduce administrative and legal barriers
to practice. For example, states offered
malpractice premium discounts and subsi-

dies and indemnification or immunity
from malpractice suits to those providing
prenatal and primary care services in
shortage areas.

Many states implemented multiple
approaches. Eight states (Florida, Hawaii,
Louisiana, Maine, Minnesota, New York,
Washington, West Virginia) enacted laws
targeting all five strategies, and 13 states
addressed four of the strategies.

In general, few bills specified measur-
able goals or outcomes (e.g., increase to
50% the percentage of graduates choos-
ing generalist careers or eliminate all
primary care shortage areas by the year

2000). The enacted legislation also de-
voted minimal funds and little attention to
evaluating the impact of the initiatives on
the state's physician supply, specialty mix,
and geographic distribution.

Discussion
This analysis indicates that states are

increasingly concerned with and involved
in improving the supply and geographic
distribution of generalist physicians as
part of their health care reform agendas.
Recent reports suggest that state legisla-
tive activities in this area has reached
unprecedented levels. In 1993, almost 300
related state bills were introduced and a
record 99 became law in 40 states, a near
doubling of the 1992 totals.10

However, state legislative involve-
ment varies widely. Some states have little
or no physician workforce legislation or
programming. The most advanced states
are beginning to accumulate and monitor
data to determine physician work force
needs and measure progress. More recent
approaches to expand access to primary
care services have focused on enhancing
the practice environment for generalist
physicians, as well as physician assistants
and nurse practitioners, by increasing
primary care reimbursement; expanding
Medicaid managed care; reducing admin-
istrative, legal, and practice barriers to
practice; and improving health care deliv-
ery systems. More state legislatures ap-
pear to be carefully accounting for all
state support for medical education, in-
cluding policies and subsidies that defray
general operating costs or affect faculty
practice plan reimbursement. In 1992,
state support for medical education was
estimated at $3 billion, a large portion of
which appears to be unrestricted.11'12

More states appear to be linking
funding to specific and measurable out-
comes. Minnesota, in 1992, and North
Carolina, Tennessee, Washington, and
Wisconsin, in 1993, enacted legislation
instructing their medical schools to attain
a set goal (typically at least 50%) for the
desired mix of each school's graduates
who select generalist careers. Such out-
come-based public policy is increasing
seen as good government and as appli-
cable to the medical education system.13'14

During the past year, the Council on
Graduate Medical Education, Physician
Payment Review Commission, and Pew
Health Professions Commission each have
recommended ways that states could
assume a greater role in producing the
physicians needed to meet their popula-
tions' health care needs.1517 The appar-
ent unprecedented state involvement in
influencing the supply and distribution of
generalist physicians may stimulate efforts
to clarify federal, state, and private sector
roles and better coordinate efforts. O
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FIGURE 1-Number of states enacting laws to Improve generalist physician
supply and distribution, 1985 through 1992.
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FIGURE 2-Type and number of legislative strategies used by states, 1985
through 1992.
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