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Literature Review: Evidence of the Effectiveness of Provider Incentives
A. Background and Typology 
Rationale for Provider Incentive Policies
Across the United States, and in Oregon, the health workforce is unevenly distributed, with rural and underserved areas facing persistent shortages of health care professionals in primary care, dental care, and mental health.1-3 To identify and address these workforce gaps, the Health Resources and Services Administration (HRSA) designates Health Professional Shortage Areas (HPSAs), which identify geographic areas, populations, or facilities with provider shortages and are used to determine eligibility for many federal incentive programs. In Oregon, the state uses Areas of Unmet Health Care Need, as defined by the Oregon Office of Rural Health, to determine eligibility for state incentive programs.1 
Provider incentive programs are designed to ease health worker shortages by offering prospective health professionals a financial reward in exchange for committing to work for a set number of years in underserved areas, ultimately improving equitable access to health care services.4-7 These incentive programs are structured to encourage health care professionals to both seek employment and remain in underserved and rural areas (although the specific definitions of “underserved” may vary across federal and state programs).
This literature review focuses on the types of financial incentive programs used for providers in Oregon, as outlined in Table 1 and Section B below, and compares federal programs and, where available, Oregon-specific provider incentive programs. Using the RE-AIM (Reach, Effectiveness, Adoption, Implementation, and Maintenance) framework,8 we examine how provider incentive programs are designed to address health workforce shortages. In this review, “Reach” refers to the providers who receive the incentive and the populations that ultimately benefit. “Effectiveness” focuses on provider recruitment and retention, particularly in underserved and rural areas. “Adoption” assesses potential participants’ awareness of and engagement with the program. Where available, “Implementation,” reflecting how a program is delivered, and “Maintenance,” reflecting programs’ sustainability over time, are also described.
B. Evidence on Reach 
In the RE-AIM framework, "Reach" refers to the proportion and characteristics of the intended population who participate in a program. Specifically, Reach measures how many providers receive incentives and how many patients and communities ultimately benefit from the program.
Provider Reach: The National Health Service Corps (NHSC) is the most well-documented federal incentive program for provider reach. Approximately 18,335 active NHSC participants were serving in FY 2023 across 21,641 approved sites, with 38.2% of placements in rural areas.9 The composition of participants in service-based programs like NHSC also appears unique: compared to family physicians participating in the Public Service Loan Forgiveness (PSLF) program (with no obligation to serve disadvantaged communities), NHSC participants were more likely to belong to underrepresented groups and to serve in rural areas with underserved populations.10 
Program Type: Reach varies by provider incentive program type. Loan repayment programs, for example, typically target newly graduated or practicing providers with existing debt, while scholarship and loan forgiveness programs reach students earlier in their training. Career pathway programs aim to engage prospective students from underrepresented and rural backgrounds early in their careers. Programs targeting behavioral health providers, including Oregon's Behavioral Health Loan Repayment Program and behavioral health fee waiver programs, are intended to incentivize service specifically in the behavioral health workforce.
Population Reach: Provider incentive programs are often designed to improve access to care in underserved areas. Han and colleagues (2021) found that NHSC primary care provider staffing was associated with expanding capacity at rural community health centers without significantly increasing medical care costs, thereby potentially improving access.11 Mapping existing incentive programs against HPSA designations (or areas of unmet need) may offer general insights as to whether programs exist in the most high-need areas; however, it remains difficult to ascertain the volume of patients served.5 Quigley (2022) proposed an approach using new measures of medical need, low income, rural location, and population-to-provider ratios of provider location to capture data on the patients ultimately served by provider incentive programs in Maryland;12 however, similar approaches have not been widely conducted in other states.
Gaps in Reach Data: Systematic data on who does not apply or is not reached by incentive programs are limited. 
C. Evidence on Effectiveness 
Below, we compare and synthesize evidence on the effectiveness of provider incentive programs, highlighting design features associated with positive outcomes in underserved areas. 
Incentive Program Effectiveness by Program Type
Loan repayment and loan forgiveness programs:
· Recruitment: The literature provides the strongest support for the relationship between initial recruitment and loan ‑repayment/return of ‑service‑ initiatives.12-16 For example, in a 14-state study of 26 state service programs, safety-net administrators reported that loan repayment and loan forgiveness programs made recruiting clinicians easier (81.7%) and quicker (65.4%).15 Additionally, HRSA reported in 2025 that increasing NHSC loan repayment amounts led to a 30% rise in primary care applications, suggesting that greater financial support may strengthen recruitment to serve in primary care.16 
· Retention beyond the obligation period: Loan repayment and forgiveness programs may also be effective in retaining providers beyond their obligation period, although the data are mixed and depend on how retention is defined (for example, remaining at the same site versus remaining in any underserved area).17-20 A 2022 report found that over 80% of behavioral health providers who participated in NHSC loan repayment and forgiveness programs between 2012 and 2020 continued practicing in underserved areas as of 2021.21 Similarly, an evaluation of retention patterns for clinicians participating in the Indian Health Service (IHS) Loan Repayment Program found that 76% of participants were still working at an Indian, Tribal, or urban Indian health site (I/T/U site) four years after completing their service obligation.18 
Career Pathways and Training Initiatives: These programs include a wide variety of strategies designed to support students in pursuing health care careers across the educational continuum, from K-12 and career and technical education to community college, undergraduate, and postgraduate training.22 Evaluations of K-16 pathway programs suggest positive short-term impacts, including increased awareness of health care careers, improved standardized test performance, and higher college and medical school enrollment; however, most studies have been too small to evaluate long-term impacts.23 Community colleges train a substantial share of the health care workforce, particularly in practical nursing, allied health, and laboratory sciences and can create pathways that support advancement into higher-skilled, higher-wage jobs.24 More is known about how post-graduate and professional training supports recruitment and retention in rural and underserved areas: physicians and dentists who receive rural-focused training during medical school, dental school, or residency are more likely to choose rural practice.25,26 Behavioral health trainees with more rural experience during training are more likely to anticipate staying in rural practice, though less is known about their long-term retention.27
Scholarships: Scholarships aid students seeking health care careers by reducing the burden of educational debt, which often disproportionately burdens students from underrepresented and low-income backgrounds.28 Unlike repayment or forgiveness programs, scholarships typically do not require a return-of-service obligation. Evaluations show that scholarship programs increase the number of health program graduates, but provide limited evidence on whether they reduce workforce shortages or improve diversity of the workforce.29,30 Scholarships’ effectiveness on maintaining a student through the course of their education and training can depend on the amount of tuition coverage, duration of support, assistance with other expenses such as fees and stipends, and the provision of other wraparound services such as mentorship, exam preparation, tutoring, and counseling.30
Clinical supervision grants: Completing required clinical supervision hours is a well-documented pipeline barrier for pre-licensed clinicians, particularly in counseling, social work, marriage and family therapy and substance use treatment, where licensure often requires hundreds to thousands of supervised post-degree clinical hours.31-33 As a result, clinical supervision grants and stipend programs have recently emerged as a workforce strategy to reduce this barrier. Evidence from a Nebraska study suggests that supervision grants increase the supply of supervisors and improve trainees’ ability to enter the workforce.32 
Fee waiver programs (exam, licensure/certification fees): To the best of our knowledge, prior research has not evaluated fee waiver programs as a standalone recruitment and retention strategy. However, licensure and certification costs are recognized barriers to workforce entry and mobility, particularly for new graduates and clinicians entering underserved areas. In response, some employers and state systems incorporate coverage or reimbursement of initial and renewal licensure fees into broader recruitment packages.34-36
Sign-on and retention bonuses: Few studies have evaluated the impact of sign-on or retention bonuses on provider recruitment or retention, although bonuses are frequently cited as recruitment and retention tools.37,38 A recent scoping review of nursing recruitment and retention strategies suggests that long-term retention depends more on competitive wages, rather than one-time bonuses as a short-term solution.39 
Housing, childcare, and relocation stipends: These supports are viewed as promising recruitment and retention strategies in U.S. rural and underserved workforce policy,40,41 but direct causal studies isolating their independent effects are limited.
Insurance subsidies: Insurance subsidies reduce the cost of malpractice insurance for rural providers. The cost of malpractice insurance has been identified by rural family physicians as a barrier to providing higher-liability services, such as obstetric care.42  Currently, only Oregon and Maine offer insurance subsidies to rural providers. Only Oregon has evaluated the effects of its Rural Medical Practitioner Insurance Subsidy1,43 and its subsidy has been associated with improved retention among rural primary care physicians, nurse practitioners, and physician associates.17 
Tax credits: Currently, five states (Oregon, Alabama, Georgia, Louisiana, and New Mexico) offer tax credits to rural health care providers.1,43-47 These programs vary by eligible professions, definitions of rural practice, and duration limits. Among them, only Oregon has evaluated the effectiveness of its tax credit on provider recruitment and retention.1,43 The 2016 Lewin Group report found that the Oregon Rural Provider Tax Credit was associated with improved retention among rural primary care physicians, nurse practitioners, and physician associates.17 
Summary of Evidence of Effectiveness 
The strongest evidence indicates that loan repayment and forgiveness programs improve recruitment in underserved areas, while findings on retention after service obligations end are mixed.13,14,17,48 In contrast, evidence for sign-on bonuses, housing or relocation supports, fee waivers, and other newer strategies is more limited, though these approaches are widely used and may reduce barriers to entry, especially in rural and underserved communities.
Potential Impacts of Incentive Programs on Workforce Supply
· Change in HPSA status: When a rural or frontier area successfully recruits enough providers, its provider-to-population ratio improves, and its HPSA score may decline. However, a lower score, or loss of the HPSA designation altogether, can make the area ineligible for NHSC, loan repayment, and other shortage-linked incentives, potentially making future recruitment more difficult.2,49  
· Provider migration driven by incentives: Because incentives redistribute, rather than increase, the overall supply of providers, incentives may pull clinicians away from nearby communities that lack incentives.15,50 For example, providers may relocate to HPSA-eligible sites to qualify for loan repayment and create a “robbing Peter to pay Paul” effect. 
· Short-term retention: Because many incentives require only a short service commitment, providers often leave once the incentive period ends,17-20 resulting in communities experiencing rotating workforces and sites that need to constantly re-recruit to maintain staffing. 
· Provider type substitution: Service obligation programs often prioritize specific provider types, most commonly physicians,51 which can overlook other provider types, such as nurse practitioners and physician assistants, who may be equally eligible or offer a more sustainable workforce solution.
Factors that May Moderate the Effectiveness of Provider Incentive Programs
In addition to service obligation and incentive type, described above, several additional features moderate the effectiveness of provider incentive programs, especially regarding initial recruitment versus longer-term retention.
Type of program: The literature suggests that the strongest and most consistent evidence for provider retention is loan repayment and direct financial incentives, which may outperform scholarships or other support-for-service models.13-15,17,19,48,52 
Work environment: Evidence from the NHSC loan repayment program suggests that technical assistance and job resources accessible within the clinician’s work environment were more influential on intentions to remain in a position compared to individual- or community-level characteristics.20
Type of provider: Provider type appears to moderate the effectiveness of provider incentive programs, but the pattern is not uniform across studies or outcomes. For example, the 2016 Lewin report found that physicians working in IHS sites had the lowest ‘same I/T/U’ retention rates compared with other provider types.18 In contrast, a study assessing retention at the Bureau of Clinician Recruitment and Service suggests that retention rates are highest for physicians and lowest for physician associates.52 Another study reported that NHSC loan repayment programs improved recruitment of primary care physicians, but had a larger effect on nurse practitioners and physician associates.17
Geography: Provider incentive programs are often designed specifically to recruit clinicians to rural or underserved areas because shortages are geographically concentrated. Recent workforce data show that over 60% of primary care HPSAs are in rural areas.2 Evidence suggests that provider incentives (loan repayment, loan forgiveness) generally increase the number of clinicians practicing in rural and underserved areas, although retention after the obligation period is variable.10,51,53 Of note, the same geographic barriers that increase the need for rural incentive programs can make long-term retention more difficult once service obligations end.
Gaps in Effectiveness Data
Important gaps remain in the effectiveness of provider incentive programs. Recent research indicates that the literature is relatively limited and concentrated in a few programs, most notably the NHSC loan repayment and forgiveness programs, and that few studies directly compare categories such as financial incentives, education programs, regulatory approaches and broader support strategies.19,54 At least two studies note that long-term retention after the service obligation remains understudied, largely because many programs do not consistently report retention outcomes.19,55 Adding to these concerns, available evidence relies almost entirely on observational, descriptive, or self-reported data, with no studies using control or comparison designs to isolate the effects of the programs themselves (i.e., designs that either compare programs directly to one another or to what would have occurred in their absence).19 As a result, the comparative effectiveness of different program models is not well understood.19,55 
D. Evidence on Adoption 
Within the RE-AIM framework, "Adoption" refers to the proportion and representativeness of settings and individuals willing to participate in a program. In other words, whether eligible providers and practice sites are aware of, interested in, and able to engage with incentive programs. Evidence on the adoption of provider incentive programs is limited. A fundamental precondition for adoption is awareness, yet fragmentation across myriad programs offered by federal, state, and institutional entities may create barriers in awareness.56 Additionally, physician-focused programs have historically dominated the loan repayment and incentive landscape, and thus, it is possible that awareness of such programs targeted to other provider groups may be limited. 
E. Evidence on Implementation 
“Implementation” within RE-AIM refers to the fidelity and consistency with which a program is delivered, including administrative processes, service obligation monitoring, and data collection. Data on implementation are limited. Federal programs, such as the NHSC, follow standardized application cycles and systems, and service obligation requirements have been consistent over the years. However, state programs and new program types (beyond loan repayment, such as clinical supervision grants, housing stipends, or fee waivers) are heterogeneous and vary considerably in terms of structure and components.5 State loan repayment and forgiveness programs can also vary over time due to budget fluctuations.9 A persistent implementation challenge is data quality and consistency, and the lack of standardized outcome reporting across programs limits comparisons or monitoring.19 As noted above, evidence from NHSC suggests that implementation is characterized by the organizational context where providers work, namely that job resources and technical assistance had a greater impact on retention intentions than individual or community characteristics alone.20 Finally, it appears that multidimensional aspects of program implementation may increase effectiveness compared to standalone incentives.57
F. Evidence on Maintenance 
Maintenance refers to the degree to which a program is sustained over time at the program level (continued funding and operation). Limited data exists on the long-term maintenance of provider incentive programs as evaluated interventions. Provider incentive programs are vulnerable to funding fluctuations that affect program availability and award amounts from year to year.9 The NHSC's field strength declined from 20,215 participants in FY2022 to approximately 18,335 in FY2023 following a significant reduction in federal appropriations.58 Further declines were observed in FY2024 (field strength 17,415), after which there was a slight increase in FY2025, though still less than FY2022 (field strength 18,596).59 Beyond funding stability, evidence as to whether and how provider incentive programs are sustained, adapted, or discontinued over time is largely absent from the published literature.14
G. Prior Evaluations of Oregon’s Provider Incentive Programs: Key findings and limitations
· The 2016 Lewin Group report17 found that Oregon’s incentive programs (loan repayment, tax credits, and insurance subsidies) increased provider FTE years in rural areas, with some programs functioning mainly as recruitment tools and others supporting retention of existing rural clinicians. The report also suggested that nurse practitioners and physician associates generated additional FTE years at lower cost than physicians, indicating a cost-effective strategy for addressing shortages, though data limitations constrained the evaluation.
· The 2023 Evaluation of the Effectiveness of Health Care Provider Incentive Programs in Oregon43 showed that financial incentives supported at least 3,585 students and professionals from 2018 to 2022, expanding access to care in underserved communities and generating an estimated 1.1 million service hours for nearly 440,000 patients. The 2023 report also found that incentives contributed to workforce diversity (34% of recipients identifying as people of color or Tribal members for incentives that collected race/ethnicity data), though persistent shortages, incomplete demographic data, and limited time for assessing long-term retention remained challenges.
· The 2025 Evaluation of the Effectiveness of Health Care Provider Incentive Programs in Oregon60 reported that Oregon’s incentive programs supported 7,208 students and professionals from 2018 to 2024, significantly improving recruitment and retention in medically underserved communities. Retention outcomes in 2025 were strong, with 89% of students and 92% of practicing professionals remaining in Oregon for up to five years, and participating clinicians expected to deliver 1.2 million hours of care annually to about 1.5 million patients. The 2025 report highlighted continued gains in workforce diversity (39% identifying as people of color or Tribal members for incentives that collected race/ethnicity data) and identified opportunities for expanded behavioral health and nursing incentives, clearer career pathways, and employer supports such as housing and childcare.
Limitations: The primary limitations in the three prior evaluations stem from incomplete or inconsistent data, particularly missing applicant information, limited provider-level or demographic details, and reliance on administrative or proprietary datasets. Each report also lacked sufficient time or tracking capacity to fully assess long-term retention or the sustained impact of newer incentive programs. As a result, the evidence base remains constrained, and future evaluations would benefit from stronger data collection systems and longer follow-up periods.
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Table 1: Types of incentive programs with comparison of Oregon incentive programs and similar national or state-level programs
	Program Type
	Description
	Oregon Programs
	Similar National or State Programs

	Loan Repayment
	Eligible practicing providers receive tax-free awards to pay off educational debt in exchange for return-of-service obligation at an eligible practice site in a rural or underserved area. 
	· HCPIP - Health Care Provider Loan Repayment Program (PILP)
· HCPIP - Oregon Behavioral Health Loan Repayment Program (OBHLRP)
· HCPIP - State Loan Repayment Program (SLRP)
· BHWI - Oregon Behavioral Health Loan Repayment Program
	National:
· National Health Service Corps (NHSC) Loan Repayment Programs (LRPs)
· Nurse Corp LRP
· Indian Health Service (IHS) LRP
· Substance Use Disorder Treatment and Recovery LRP
State: Currently 46 states, the District of Columbia, and 3 US territories offer state loan repayment programs that are jointly funded with the federal government.61

	Loan Forgiveness
	Students in eligible health care training programs can receive coverage of tuition, fees, and/or stipends in exchange for a return-of-service obligation at an eligible rural or underserved practice site upon graduation.
	· HCPIP - Primary Care Loan Forgiveness

	National:
· NHSC Scholarship Program
· Nurse Corps Scholarship Program
· IHS Scholarship Program
· Native Hawaiian Health Scholarship Program
State:
· Colorado Health Service Corps Scholarship Program for Addiction Counselors62
· Illinois Rural Nurse Practitioner Scholarship Program63
· Mississippi Rural Physicians Scholarship Program64

	Career Pathways and Training Initiatives
	Provides funding and partnerships to develop programs and support services aimed to help students, particularly those from underrepresented backgrounds, to advance towards careers in healthcare. These programs can focus on supporting students across various education levels, from K-12 to career and technical education to community college and undergraduate to post-graduate and professional education.
	· HCPIP - Health Care Workforce Pathways Scholarships
· Healthy Oregon Workforce Training Opportunity Grant Program (HOWTO)
· BHWI - Peer Support Services
	State:
· Various states: Area Health Education Centers Pathways and Scholar Programs65
· New Mexico: Forward NM Pathways to Health Careers66

	Scholarships
	Provides funding to institutions to develop and award scholarships (towards tuition, fees, and/or stipends) to students pursuing future health care careers. 
	· HCPIP - Health Care Workforce Scholarship
· HCPIP - Scholars for a Healthy Oregon Initiative (SHOI)
· BHWI - Behavioral Health SHOI-Like Scholarships
· BHWI - Graduate Tuition Assistance and Stipends
	National: 
· HRSA Behavioral Health Workforce Education and Training (BHWET) Program for Professionals67
· HRSA Scholarships for Disadvantaged Students
State:
· Doctors for Maine's Future Scholarship68
· New Jersey Midwifery Education Project (NJ-MEP)29

	Clinical Supervision Grants
	Provides funding to behavioral health (BH) organizations to support clinical supervision for BH providers pursuing licensure. Funds may be used to contract or employ clinical supervisors, train clinicians to become qualified supervisors, or hire supervisees and ensure they receive supervision.
	· BHWI - Community Mental Health Program Grants
	National: 
· HRSA Behavioral Health Workforce Education and Training (BHWET) Program for Professionals67,69
State:
· Nebraska: Behavioral Health Education Center, Supervision Incentive Program32
· Massachusetts: Behavioral Health Supervising Clinicians Incentive Program (established in June 2025)70
· Washington: Behavioral Health Workforce Pilot Program and Training Grants Program71

	Fee waiver programs
	Provides funding to cover the costs of examination courses, examinations, licensure or certification fees, and/or license/certification renewal fees to encourage health care providers to complete and continue licensure and/or certification.
	· HCPIP - Behavioral Health Retention Scholarships
· HCPIP - Health Care Interpreter Retention Scholarship
· BHWI - Association of Social Work Board (ASWB) Programs and Oregon Board of Licensed Social Workers (BLSW) Programs
	· None

	Sign-on & Retention Bonuses
	Provides funding to health care organizations to provide one-time monetary incentives to recruit and/or retain staff.
	· BHWI - Community Mental Health Program Grants
· BHWI - Oregon Behavioral Health Workforce Bonus and Housing Stipend Program
· BHWI - Peer Support Services
	State:
· New York State Health Care and Mental Hygiene Worker Bonus (HWB) Program72

	Stipends 
	Provides funding to health care organizations to recruit and/or retain staff by providing cost-of-living supports (housing/relocation, childcare, etc.)
	· BHWI - Oregon Behavioral Health Workforce Bonus and Housing Stipend Program
· BHWI - Community Mental Health Program Grants
	State:
· North Dakota: Workforce Retention Funding for Critical Access Hospitals (starting in 2026 through ND’s Rural Health Transformation Program)73

	Insurance Subsidies
	Subsidies to offset the malpractice insurance costs for providers practicing in rural areas, with subsidies disbursed to insurers.
	· HCPIP - Rural Medical Practitioner Insurance Subsidy
	State:
· Maine Rural Medical Access Program74

	Tax Credit
	Eligible practicing health care providers who work in rural areas can receive a tax credit on their state tax return.
	· Rural Practitioner Tax Credit
	State:
· Georgia: Rural Health Care Professional Tax Credit and Rural Physician Credit45
· New Mexico: Rural Health Care Professional Tax Credit Program47
· Alabama: Rural Physicians Tax Credit46
· Louisiana: Small Town Health Professionals Credit44



Abbreviations: BHWI - Behavioral Health Workforce Initiatives; HCPIP - Health Care Provider Incentive Program; HOWTO - Healthy Oregon Workforce Training Opportunity Grant Program; HRSA - Health Resources & Services Administration; IHS - Indian Health Service; LRP - loan repayment program; SHOI - Scholars for Healthy Oregon Initiative
	
	
	



