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Background: Some states expanded Medicaid under the Affordable
Care Act, boosting their low-income residents’ demand for health
care, while other states opted not to expand.

Objective: The objective of this study was to determine whether the
Medicaid expansion influenced the states selected by physicians just
completing graduate medical education for establishing their first practices.

Research Design: Using 2009–2019 data from the American Medical
Association Physician Masterfile and information on states’ Medicaid
expansion status, we estimated conditional logit models to compare where
new physicians located during the 6 years following implementation of the
expansion to where they located during the 5 years preceding im-
plementation.

Subjects: The sample consisted of 160,842 physicians in 8 specialty
groups.

Results: Thirty-three states and the District of Columbia expanded
Medicaid by the end of the study period. Compared with pre-
expansion patterns, we found that physicians in one specialty group
—general internal medicine—were increasingly likely to locate in
expansion states with time after the expansion. The Medicaid ex-
pansion influenced the practice location choices of men and inter-
national medical graduates in general internal medicine; women and

United States medical graduates did not alter their preexpansion
location patterns. Simulations estimated that, between 2014 and
2019, nonexpansion states lost 310 general internists (95% con-
fidence interval, 156–464) to expansion states.

Conclusions: The Medicaid expansion influenced the practice lo-
cation choices of new general internists. States that opted not to
expand Medicaid under the Affordable Care Act lost general in-
ternists to expansion states, potentially affecting access to care for all
their residents irrespective of insurance coverage.
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The Affordable Care Act (ACA) has increased health insurance
coverage for working-age adults through 2 main provisions:

the health insurance marketplaces, where individuals can purchase
subsidized private insurance, and the expansion of Medicaid cov-
erage to adults with incomes below 138% of the federal poverty
line. Recent data indicate that 11.4 and 15.6 million Americans
obtain coverage through the marketplaces and the Medicaid ex-
pansion, respectively.1,2

Initially intended to be mandatory for states, the Medicaid
expansion was rendered optional by a Supreme Court decision in
2012.3 Twenty-four states and the District of Columbia expanded
Medicaid in January 2014 and several others have expanded since,
resulting in gains in insurance coverage and improved access to
care and health status among their low-income, working-age
residents.4–7 However, less is known about the ACA’s effects on
physicians.

Of particular interest is whether the ACA’s effects on the
demand for care have influenced the geographical distribution of
physicians, which could have implications for access to care.
Previous theoretical and empirical research has established that
demand is the most important determinant of physicians’ practice
location choices.8,9 Although both the insurance marketplaces and
the Medicaid expansion increased demand, the former is unlikely
to have affected physicians’ geographical distribution, since all
states participated in the marketplaces. By contrast, the Medicaid
expansion represented a “demand shock” that boosted demand in
expansion states relative to nonexpansion states. A recent study
documented how health care organizations in 5 Medicaid ex-
pansion states were responding to the increased demand for care
by attempting to recruit additional primary care physicians and
medical subspecialists.10
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The objective of this study was to assess whether the
Medicaid expansion influenced the choice of states where
new physicians, defined as those just completing graduate
medical education (GME), established their first practices.
We hypothesized that new family physicians, general in-
ternists, and medical subspecialists were more likely to locate
in Medicaid expansion states following the expansion. To our
knowledge, this is the first study to examine the effects of the
ACA on the geographical distribution of physicians.

MATERIALS AND METHODS

Study Population
We identified new physicians who established their first

practices in the 50 states or the District of Columbia between
2009 and 2019 using the American Medical Association (AMA)
Physician Masterfile. We used the physician-reported primary
specialty in the Masterfile to classify physicians into 8 specialty
groups: family medicine, general internal medicine, medical sub-
specialties (eg, cardiology, gastroenterology), general pediatrics,
pediatric subspecialties, general surgery, surgical specialties (eg,
ophthalmology, orthopedic surgery), and obstetrics and gynecol-
ogy. We excluded hospital-based specialties (eg, hospital medicine,
anesthesiology), psychiatry, dermatology, and neurology due to
small numbers or to anticipated differences in the determinants of
practice location.

Using the year-end data from the Masterfile for 2009–2019,
we selected physicians whose main professional activity was direct
patient care and who had completed their most recent GME (res-
idency or fellowship) 2.5 years earlier. For example, among
physicians in practice at the end of 2019, we selected those who
had completed their most recent GME in 2017 (typically in June)
and defined their practice at the end of 2019 as their first practice.
The 2.5-year interval allowed time for more complete updating of
practice address data (see below), served to exclude physicians who
practiced for a brief period after residency but subsequently entered
fellowships and enabled us to bypass the temporary jobs some
new physicians may take while searching for stable practice
opportunities.11

Next, we identified the state of each physician’s first
practice using the most recently updated practice address in the
Masterfile or the Center for Medicare and Medicaid Services
National Plan and Provider Enumeration System, provided the
update had occurred at most 3 years before the year of practice. If
neither practice address was updated in this interval, we used the
mailing address in the Masterfile. Of the assigned practice ad-
dresses, 34.3%, 62.8%, and 87.8% were updated within the prior
year, 2, and 3 years, respectively. The remaining 12.2% were
mailing addresses. About 0.4% of physicians were missing ad-
dresses and were excluded.

Other Data Sources
We obtained states’ Medicaid expansion dates from the

Kaiser Family Foundation Web site.12 Twenty-four states and
the District of Columbia implemented the Medicaid expansion
on January 1, 2014, and 9 additional states on subsequent dates
through 2019 (Online Appendix A, Supplemental Digital Con-
tent 1, http://links.lww.com/MLR/C193). We assigned the

expansion year as the year of the expansion date if the date fell
before July 1 and as the subsequent year if it fell after June 30.

We obtained state-level data on population character-
istics from the 1-year American Community Survey (ACS)
estimates,13 on states’ decisions to continue the “bump” in
Medicaid primary care fees after the national bump expired in
2015 from a published report,14 and on malpractice reforms
(caps on punitive and noneconomic damages) and nurse
practitioner scope of practice laws from other sources.15,16

Statistical Methods
Our goal was to assess whether the probability that new

physicians located in a Medicaid expansion state changed
after the expansion while accounting for state characteristics
and for the fact that states expanded in different years. Con-
sequently, we used the conditional logit regression model, which
was developed to analyze situations in which subjects make a
single choice (eg, a state) from a set of alternatives.17 The estimated
coefficients from the model can be used to predict the probability
that each physician locates in each state.

We estimated separate models for each of the 8 specialty
groups, with individual physicians as the unit of analysis and
physicians’ choice of state as the dependent variable. The in-
dependent variables were state fixed effects (ie, an indicator vari-
able for each state), which capture measurable and unmeasurable
state characteristics that are constant over time; indicator variables
for whether the physician was born, attended medical school, and
completed GME in the state; and, for family medicine, general
internal medicine, and general pediatrics, an indicator variable for
whether the state continued the Medicaid primary care fee bump
after 2014.

Because the expansion year varied across states, we
captured Medicaid expansion effects by including, for each
state that expanded Medicaid during the study period, sepa-
rate indicator variables for each of the 5 (or more) years
preceding the expansion year and each of the 6 years (or
fewer) following the expansion. (The indicators were always
zero for nonexpansion states.) To enable estimation, we
constrained the average of the coefficients of the indicators
for the 5 years preceding the expansion to equal zero. This
“event study” specification provided full flexibility in the
modeling. Further, each expansion state served as its own
control; that is, the expansion effect was estimated by com-
paring the odds that physicians located in a state before and
after the expansion. Specifically, the antilogarithm of the
estimated coefficient of each year’s indicator can be in-
terpreted as an odds ratio (OR), namely, the odds that physicians
located in an expansion state in the particular year divided by the
average odds that they located in the state during the 5 years
preceding the expansion. Thus an OR=1.0 (>1.0) in a particular
year means that physicians were equally likely (more likely) to
locate in an expansion state in that year than they were, on average,
during the preexpansion period (Online Appendix B has a detailed
description of the model, Supplemental Digital Content 1, http://
links.lww.com/MLR/C193).

To facilitate comparisons and statistical testing, we also
estimated models in which we used a single indicator variable
for the 6 years following the Medicaid expansion, rather than
a separate indicator for each year. The antilogarithm of the
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estimated coefficient of this indicator can be interpreted as the
average odds that physicians located in an expansion state
during the 6 years following the expansion divided by the
average odds that they located in an expansion state during
the 5 years preceding the expansion. For brevity, we refer to
this OR as the average 6-year postexpansion OR. We ex-
plored including state population characteristics in the mod-
els, but these variables were either relatively constant over the
study period, and consequently collinear with the state fixed
effects, or changed by similar amounts in every state (Online
Appendix C, Supplemental Digital Content 1, http://links.
lww.com/MLR/C193). The conditional logit model cannot
estimate the effect of variables that change by a similar
amount for every alternative because such changes do not
affect the choice probabilities. We return to this point in the
Results section.

We used the event study specification to conduct 3
sensitivity analyses: (1) using data for 2007–2019 to extend the
preexpansion period; (2) adding indicators for caps on punitive and
noneconomic damages, and for full nurse practitioner scope of
practice to the models; and (3) ascertaining first practice addresses
1.5 years after GME completion (rather than 2.5 y). To facilitate
comparisons, these models used a single indicator variable for the
6 years following the Medicaid expansion. Finally, we conducted
stratified analyses to assess whether the effects of the Medicaid
expansion differed between men and women and between physi-
cians who graduated from the United States or Canadian medical
school graduates (USMGs) and those who graduated from medical
schools in other countries (international medical graduates, or
IMGs). We estimated all models using Stata, version 14.2 and used
the robust sandwich estimator to obtain SEs and confidence in-
tervals (CIs).18 For the models that employed a single indicator
variable for the 6 postexpansion years, we calculated adjusted
P-values, accounting for multiple hypothesis testing across the 8
specialty groups, using the Hochberg method.19

Simulations
We used the estimated conditional logit regression co-

efficients to predict the number of new physicians who would
establish their first practice in each state under 2 scenarios: (1)
the observed patterns of Medicaid expansion across the states;
and (2) a hypothetical alternative in which all states expanded on
January 1, 2014. We aggregated the predicted numbers across
actual expansion and nonexpansion states to determine how many
physicians were gained or lost (Online Appendix G explains the

simulation methods in detail, Supplemental Digital Content 1,
http://links.lww.com/MLR/C193). We obtained SEs for the pre-
dictions using the delta method.20

RESULTS

Descriptive Data
Total sample sizes ranged from 6232 for general surgery to

39,288 for medical subspecialties (Table 1). Annual sample sizes
declined from 2009 through 2019 for general pediatrics and
obstetrics/gynecology but rose for the other 6 specialty groups,
although at different rates (Online Appendix D, Supplemental
Digital Content 1, http://links.lww.com/MLR/C193). The mean age
was in the mid-30s for every specialty group, whereas the per-
centage of women and the percentage of IMGs varied substantially
across groups (Table 1).

About 57.2% of new physicians in the 8 specialty
groups combined established their first practices in Medicaid
expansion states in 2014, the first year of the expansion. This
percentage rose gradually as additional states expanded,
reaching 69.4% in 2019. The precise figures differed slightly
across specialty groups, but the patterns were similar.

Effects of the Medicaid Expansion
The results of our event study models by specialty group are

presented in Figure 1. The horizontal axis indexes years before
(years −5 to −1) and after (years 1–6) the Medicaid expansion for
each state that expanded during the study period. For example, the
year “−1” is the year just before the expansion, that is, 2013 for
states that expanded in 2014. Analogously, the year “1” is the first
year of the expansion, that is, 2014 for states that expanded in
2014. The vertical axis indicates the OR, as defined earlier. The
figure shows the point estimates for the ORs as well as 95% CIs.

There was no discernible trend in ORs in the pre-
expansion years (years −5 to −1) for any of the 8 specialty
groups (Fig. 1), and the null hypothesis that the 5 preexpansion
ORs were simultaneously equal to 1.0 was not rejected for any
specialty group (Online Appendix E, Supplemental Digital
Content 1, http://links.lww.com/MLR/C193). Thus, before the
Medicaid expansion, there were no trends toward either rising or
declining numbers of new physicians locating in states that
subsequently expanded.

Similarly, there was no consistent trend in ORs in the
postexpansion years (years 1–6) for 7 of the 8 specialty
groups (Fig. 1). By contrast, the postexpansion ORs

TABLE 1. Sample Sizes and Descriptive Data for Study Sample, by Specialty Group

Characteristic
Family
Medicine

General Internal
Medicine

Medical
Subspecialties

General
Pediatrics

Pediatric
Subspecialties

General
Surgery

Surgical
Specialties

Obstetrics/
Gynecology

Total sample size 26,049 32,102 39,288 13,337 8712 6232 25,020 10,102
Age [mean (SD)] 35.9 (5.4) 35.2 (4.6) 36.8 (3.7) 33.9 (3.8) 36.8 (3.4) 36.0 (3.9) 35.9 (3.3) 34.7 (3.6)
Gender (%)
Men 44.6 50.8 62.2 22.4 40.9 67.4 76.7 20.2
Women 55.4 49.2 37.8 77.6 59.1 32.6 23.3 79.8

Country of medical school (%)
USMG 56.6 47.5 54.7 76.1 67.2 76.0 90.9 80.5
IMG 43.4 52.5 45.3 23.9 32.8 24.0 9.1 19.5

IMG indicates international medical graduate; USMG, United States medical school graduate.
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progressively increased for general internal medicine, and the
95% CIs for the last 3 expansion years excluded 1.0. The ORs
in the fourth, fifth, and sixth postexpansion years were 1.19
(95% CI, 1.09–1.30), 1.15 (95% CI, 1.05–1.26), and 1.23
(95% CI, 1.11–1.36), respectively. The 95% CI of the OR for
general pediatrics in the sixth postexpansion year excluded
1.0 (Fig. 1), but this estimate does not appear to be part of a
consistent postexpansion trend (Online Appendix E has full
regression results, Supplemental Digital Content 1, http://
links.lww.com/MLR/C193).

The average 6-year postexpansion OR for general internal
medicine was 1.11 (95% CI, 1.05–1.17; P<0.001; adjusted
P<0.001). The average 6-year postexpansion OR did not differ
from 1.0 for any other specialty group including general pediatrics.

The findings of the 3 sensitivity analyses were qual-
itatively identical and quantitatively similar to the findings of
our main analyses (Online Appendix F, Supplemental Digital
Content 1, http://links.lww.com/MLR/C193).

Assessment of Confounding: Trends in Other
Demand Determinants

As noted earlier, we could not control for state-level
population characteristics in our models because of colli-
nearity with the state fixed effects. Nonetheless, we were
concerned that there may have been small differences in
population trends between expansion and nonexpansion
states that, while too small to mitigate collinearity, could have
resulted in differential changes in demand and accounted for
our findings that new general internists increasingly located in
expansion states after 2014. Newhouse and colleagues8,9 have
shown that population and population growth are key deter-
minants of physician location. In fact, however, between
2013 and 2018 total population and every component thereof
—whether defined by age, gender, race and ethnicity, edu-
cational attainment, poverty status, or nativity—either grew
faster in nonexpansion than in expansion states, grew in
nonexpansion states while declining in expansion states, or

Pediatric subspecialties General surgery Surgical specialties Obstetrics/gynecology

Family medicine General internal medicine Medical subspecialties General pediatrics
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FIGURE 1. Odds of new physicians locating in a Medicaid expansion state in each preexpansion and postexpansion year relative to
the average odds of locating in those states over 5 preexpansion years, by specialty group. Years −5 to −1 indicate preexpansion
years and years 1–6 indicate postexpansion years. The graph shows the point estimate and 95% confidence interval for the odds
ratio in each year. An odds ratio=1.0 in a particular year means that physicians were equally likely to locate in an expansion state in
that year than they were, on average, during the preexpansion period. An odds ratio >1.0 in a particular year means that
physicians were more likely to locate in an expansion state in that year than they were, on average, during the preexpansion
period.
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fell more slowly in nonexpansion states (Table 2). Similarly,
the number of working-age adults with health insurance from
sources other than Medicaid grew faster in nonexpansion
states. (As expected, the number of working-age adults with
Medicaid coverage grew much more quickly in expansion states.)
Per capita income grew faster in expansion than in nonexpansion
states, but the difference was negligible (Table 2). Therefore, aside
from sharper increases in Medicaid coverage in expansion states,
every other determinant of health care demand grew faster in
nonexpansion states.

Our descriptive findings imply that, in the absence of the
Medicaid expansion, demand would have grown faster in non-
expansion than expansion states. They suggest that our results were
not due to confounding from trends in demand determinants.

Differential Effects by Physician Gender and
Country of Medical School

The effect of the Medicaid expansion on general internal
medicine was driven by men and by IMGs, who showed

progressively increasing ORs in the postexpansion years
(Fig. 2). Women and USMGs, by contrast, showed no
discernible trend in the postexpansion ORs. The average
6-year postexpansion OR for men was 1.15 (95% CI,
1.06–1.24; P< 0.001; adjusted P< 0.001), which differed sig-
nificantly (P< 0.001; adjusted P= 0.005) from the average
postexpansion OR for women of 1.07 (95% CI, 0.98–1.16;
P= 0.129). Analogously, the average 6-year postexpansion OR
for IMGs was 1.13 (95% CI, 1.05–1.21; P< 0.001; adjusted
P= 0.008), which differed significantly (P= 0.001; adjusted
P= 0.011) from the OR for USMGs of 1.06 (95% CI,
0.97–1.16; P= 0.205). Additional analyses found that the
Medicaid expansion had similar effects on foreign-born and
US-born IMGs.

Other Regression Findings
The indicator variables for whether the physician was born,

attended medical school and completed GME in a state had by far
the strongest effects on physician location. In addition, general
internists were more likely to locate in states that continued the
Medicaid primary care fee bump after 2014 (Online Appendix E,
Supplemental Digital Content 1, http://links.lww.com/MLR/C193).

Simulations
Our simulations found that, between 2014 and 2019,

310 general internists (95% CI, 156–464) who would have es-
tablished practices in nonexpansion states if every state had ex-
panded Medicaid in 2014 opted instead to establish practices in
expansion states (Fig. 3). Further, their numbers generally rose
through the postexpansion period. These figures represent 1.6%
(95% CI, 0.8%–2.5%) of all new general internists who established
practices between 2014 and 2019. For 2017, 2018, and 2019, the
figures represent 2.3% (95% CI, 1.1%–3.5%), 1.9% (95% CI,
0.7%–3.1%), and 2.5% (95% CI, 1.4%–3.5%), respectively, of
new general internists who established practices in those years.

DISCUSSION
Our study found that the decision of some states to expand

Medicaid under the ACA, while other states rejected the expansion
resulted in higher numbers of new general internists establishing
their first practices in expansion states than if every state had ex-
panded. The number of additional general internists who located in
expansion states grew over time following 2014. Our findings are
consistent with the documented impact of the ACA and the
Medicaid expansion on health care providers and organizations and
their responses. A 2016 national survey of physicians found that
between 2012 and 2016 physicians‘ average share of Medicaid
patients grew and their average share of uninsured patients declined
in Medicaid expansion states but did not change in nonexpansion
states.21 Many primary care physicians in Michigan, an expansion
state, reported higher patient volume and increased patient com-
plexity following ACA implementation. Nearly half said the time
available to spend with patients had declined.22 These are the types
of pressures that could lead health care organizations to recruit
more clinicians.

Indeed, interviews in 2017 with stakeholders in 5 Medicaid
expansion states found that both private health systems and com-
munity health centers responded to the increased demand for care
by attempting to recruit more physicians and advanced practice

TABLE 2. Percent Changes in Demand Determinants in
Medicaid Expansion and Nonexpansion States, 2013–2018

Variable
Expansion
States (%)

Nonexpansion
States (%)

Total population 2.2 5.6
By age (y)

< 5 −1.6 0.7
5–19 −1.9 2.8
20–64 1.8 5.2
> 64 11.4 13.7

By gender
Men 2.3 5.5
Women 2.1 5.6

By educational attainment
(> 24 y old)
No high school degree −10.9 −8.5
High school degree, no
college degree

−0.3 3.7

Bachelor’s degree or
higher

12.5 16.6

By race and ethnicity
Non-Hispanic White −1.3 1.7
Non-Hispanic Black 2.2 5.6
Hispanic 8.4 14.5
Other non-Hispanic
minorities

14.5 21.5

By nativity
US-born 1.6 4.6
Foreign-born 5.7 13.4

By poverty status
Poor −15.4 −12.6
Nonpoor 5.4 9.2

By age and insurance status
< 20 y old
Uninsured −35.2 −11.2
Insurance other than
Medicaid

3.9 11.6

Medicaid 8.6 6.2
20–64 y old
Uninsured −50.1 −25.0
Insurance other than
Medicaid

3.3 10.9

Medicaid 44.8 5.5
Per capita income 20.6 19.4
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clinicians, expanding facilities and hours, and opening new clinical
sites. Physician recruitment focused on primary care physicians
and medical specialists.10 On the basis of these reports, we had
expected that family physicians and medical subspecialists would
respond to the Medicaid expansion similarly to general internists. A
possible explanation for our findings is that widespread physician
shortages made it difficult to attract physicians to new locations
since they are in high demand in many places.23 Under these
circumstances, health care organizations might have opted to focus
recruitment efforts on general internists, whose training includes
significant experience in both primary care and medical
subspecialties.24 Additional advanced practice clinicians recruited
to provide primary care by health care organizations, and especially
community health centers, in expansion states10 might have been
stronger substitutes for family physicians than for general
internists.25,26 These results warrant further research.

We found that the effect of the Medicaid expansion on
general internists was driven by men and IMGs. Gendered
responses to the expansion can be understood in the context
of research findings that mixed-gender couples are more
likely to move to improve the man’s occupational oppor-
tunities than the woman’s and that the man’s potential

loss from a move deters the woman from capitalizing on job
opportunities at a new location but not vice versa.27–29 These
tendencies are enhanced when the man has a high-paying job
or the couple has children.29 Notably, the spouses of female
physicians have higher educational attainment, are much
more likely to have paid employment, and earn much more
than the spouses of male physicians.30 Female physicians also
make more professional adjustments to accommodate household
responsibilities and care for children.31 Our findings for IMGs in
general internal medicine are consistent with these physicians’
long-standing propensity to care for underserved patients.32,33

Drawing causal inferences from observational data is chal-
lenging because of the possibility of omitted variable bias from
unmeasured confounders. However, we believe our results are
likely to represent a causal effect of the Medicaid expansion on the
location choices of new general internists for several reasons. First,
we found no trends before 2014 in the numbers of new physicians,
including general internists, locating in what would subsequently
becomeMedicaid expansion states. This suggests stable preexisting
location patterns disrupted by the expansion. Second, the pattern of
gradual growth after 2014 in the numbers of additional general
internists locating in expansion states is consistent with expected

General internal medicine: USMGs General internal medicine: IMGs

General internal medicine: Men General internal medicine: Women
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FIGURE 2. Odds of new general internists locating in a Medicaid expansion state in each preexpansion and postexpansion year
relative to the average odds of locating in those states over 5 preexpansion years, by gender (A, B) and by country of medical
school (C, D). IMG indicates international medical graduate; USMG, United States medical school graduate.
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real-world mechanisms. Specifically, this pattern probably reflects
the gradual increase in Medicaid coverage following ACA
implementation and the likelihood that the growing demand in
expansion states and the ability of health care organizations to
recruit more physicians took time to unfold.

Third, our descriptive analysis of trends in demand deter-
minants in Medicaid expansion and nonexpansion states provides
strong evidence against concerns that trends in unmeasured con-
founders favoring expansion states may be responsible for our
findings. If anything, faster growth in demand determinants in
nonexpansion states—aside from Medicaid coverage itself—
suggests that if all states had expanded Medicaid in 2014 it is
the nonexpansion states that would have attracted more physicians.

Finally, the only specialty group that showed a response
was one of those cited as a recruitment target in the 2017
qualitative study of provider responses to the ACA.11 Un-
measured confounders having a generalized influence on new
physicians’ location decisions should have resulted in re-
sponses by other specialty groups.

Several limitations of our study deserve mention. First,
our models did not include variables to capture the diffusion
of alternative payment models, a noteworthy recent trend in
physician services markets. Nonetheless, we think it is un-
likely that this trend is responsible for our findings. We are
unaware of information on the effect of Accountable Care
Organizations (ACOs) or other alternative payment models
on the demand for care, physician incomes, or physician lo-
cation, and the scant available information on provider ex-
perience suggests that it may be mixed.34 ACO penetration
grew considerably between 2010 and 2019, but the rate of

growth was slightly higher in the first half of this period,
preceding implementation of the ACA, compared with the
second half.35 Moreover, ACOs are present in every state, and
our analysis of data presented in Muhlestein et al35 indicates
that penetration differs only slightly between expansion and
nonexpansion states (Online Appendix H, Supplemental
Digital Content 1, http://links.lww.com/MLR/C193).

Second, most residents begin their job search before com-
pleting training,36 indicating that the optimal time interval for as-
certaining the first practice location is likely to be shorter than
2.5 years. If so, our approach may have led us to attributing
findings to 1 or 2 years later than the year to which they should
have been attributed. However, we found no significant effects of
the Medicaid expansion in the first 2 postexpansion years. The
results of the sensitivity analysis using a 1.5-year interval are re-
assuring, but this analysis could not use the address updates that
occurred between 1.5 and 2.5 years after GME completion.

Third, our specialty groups were based on physicians’
reported primary specialties. However, at least for internal
medicine physicians, the reported primary specialty reflects
the content of medical practice.37 Specifically, physicians
who report general internal medicine as their primary
specialty provide more primary care to their patients than
those who report an internal medicine subspecialty. Fourth,
we could only analyze allopathic physicians because the
Masterfile collected limited data on osteopathic physicians
during the study period.

We found that states that failed to expand Medicaid lost new
general internists compared with the number they would have if
they had expanded. To be sure, the number of lost physicians
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FIGURE 3. Simulated number of new general internists gained by Medicaid expansion states (and lost by nonexpansion states), by
calendar year and total for 2014–2019. The graph shows point estimates and 95% confidence intervals for the simulated numbers
of physicians.
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between 2014 and 2019 is modest. If the pace in 2017, 2018, and
2019 continues, however, this number will cumulate quickly,
potentially having adverse spillover effects on access to care for
residents regardless of insurance status. A remaining question is
whether, over time, the Medicaid expansion will affect the practice
location choices of new physicians in other specialty groups
as well.
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