
1Copyright © 2024 American Association of Colleges of Osteopathic Medicine. All Rights Reserved.

APRIL 2024

Issue Brief: Expanding Clinical 
Education Opportunities: A 
Strategic Approach for Health 
Workforce Goals and Physician 
Recruitment and Retention

Introduction

The landscape of healthcare is evolving rapidly, with an increasing demand 
for skilled professionals. There is a physician and health worker shortage in the 
United States and a need for primary care practitioners. Healthcare professional 
schools in rural and underserved areas need mechanisms to offer robust clinical 
experiences while addressing recruitment and retention challenges. Since 
clinical education is an educational necessity and a tool to accomplish workforce 
development goals for states and the nation, there is a critical need to expand 
clinical education opportunities at medical and other health profession schools to 
meet these increasing demands.

This issue brief explores the imperative for expanding clinical training 
opportunities (including training sites) to address the growing demands of the 
health workforce by examining the benefits of expanding clinical education 
opportunities. The document aims to provide a comprehensive overview for 
policymakers, educational institutions and healthcare stakeholders.
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Background

Clinical education is a cornerstone to developing practical skills for healthcare 
professionals. Increased opportunities for hands-on training enable students 
to hone their abilities, fostering a more competent and adaptable health 
workforce. Community-based experiential training in rural areas through clinical 
rotations enhances the education and training of all health professionals. While 
the structure of clinical education may vary based on the school’s curriculum 
and model, the essential purpose of clinical education is to embed the 
medical student in a clinical setting to ensure exposure to patient care and the 
community. 

Enrollment percentage increase in medical schools. 

There are insufficient clinical training opportunities for medical school graduates 
to meet the needs of a growing learner population. Enrollment has expanded 
at both doctor of medicine (MD) and osteopathic (DO) medical schools with an 
increase of 17.8 percent at MD schools since 2012¹ and an increase of 70 percent 
at DO schools since 2011.

The availability and increasing cost of clinical sites and training continues to be 
a limiting factor for growth in health profession schools. Preceptors, who are 
clinicians who teach, mentor and supervise students, are hampered by clinical 
and fiscal responsibilities and limited by time constraints. Increased competition 
for limited clinical training sites and preceptors among medical schools and 
other health professions also presents a challenge, often resulting in higher costs. 

Nursing programs compete across states for a constrained number of clinical 
spots with short-staffed providers. In the backdrop, the cost of medical school 
has continued to rise by almost $1,500 every year since 20152. 
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The Need for Expansion

Addressing Workforce Shortages 

The United States is expected to face an 
estimated shortage of 139,160 physicians by 
2030⁵. The shortage of physicians and other 
healthcare providers contributes to limited 
access to healthcare and health disparities 
for underserved populations. To encourage 
more doctors and other health professionals to 
practice in underserved locations (which include 
rural and urban areas), more physicians and 
health professionals should receive their clinical 
training prior to graduation in these settings.

These workforce shortages impact the local 
community and, if addressed, can improve the health of the community. Studies 
have shown that having local healthcare services tends to increase the health of 
the entire population, for example,Tong et al.6 describe the importance of having 
local obstetric services in rural communities. 

Availability of these services is associated with lower 
perinatal morbidity and mortality and decreased 
healthcare utilization and cost. Of family physicians who 
perform cesarean section as the primary surgeon, 57.3 
percent did so in a rural county and 38.6 percent did 
so in a county without any obstetrician/gynecologists. 
Having more family physicians who provide obstetric 
care could improve obstetric outcomes, prevent the 
closing of obstetric units and fill “obstetrical desert” gaps 
in rural communities. 

Although recruiting healthcare workers is essential 
to meeting workforce shortage needs, doing so is 
more challenging than ever due to expanding job 
responsibilities, limited support, increased risk of disease 
and stressful work conditions. Workforce shortages such 
as those in nursing have increased burnout and attrition 
of staff. Primary care physicians, nurses and behavioral 
health practitioners alike feel burdened by extensive 
administrative load, limited patient time and worsening 
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burnout. Electronic health records have increased, rather than reduced, provider 
workload. As such, there is a shortage in supply of healthcare workers and, in 
turn, recruitment and retention of these professionals.

To meet these needs, leaders in medical education, policymakers and other 
leaders have sought to increase medical and health profession schools and 
clinical education. However, availability of clinical education opportunities⁷ is a 
significant bottleneck to the growth and sustainability of these schools.

Benefits of Investing in Clinical Education 

Health Professions Recruitment & Retention

The expense to recruit a physician 
is $100-$150K, on average, for 
three years as health systems and 
employers outsource to recruitment 
firms. Retention is challenged 
by several factors such as high 
workloads, low pay and the inability 
to compete with higher-paying 
alternatives and large health systems. 
Clinical education can be a short- 
and long-term strategy to address 
healthcare workforce recruitment 
and retention, while also providing 
essential skills to learners. Studies 
show that medical students who have 
a positive experience in their clinical 
site tend to return to those sites even if 
they leave for a different institution to 
pursue residency. They also may tend 
to pursue clinical sites for residency, 
where they trained in their third and 
fourth years. 
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Experiences with Practice Environments

Students are more likely to practice in rural and underserved areas and practice 
primary care in those areas when they have exposure to those environments 
through clinical undergraduate training.⁸ Medical schools with a focus on 
preparing students for rural practice, primary care specialties and practice in 
medically underserved areas have higher rates of their graduates ultimately 
practicing in those areas and specialties. Osteopathic training uniquely aligns 
with the philosophy to serve these populations. Data show that student intention 
has a significant impact on likelihood of learners staying to practice in rural 
settings and may preserve scarce rural clinical training resources.9,11 Some 
students also seek to practice in underserved areas for reasons like teaching 
reputation, remote and rural medicine experience, lifestyle factors and 
educational development. Exposure to clinical training in these sites often further 
strengthens their desire to practice in these settings.

Physician Retention & Impact of Students in Clinical Environment

Preceptors receive instruction on how to train students and this can help with 
physician retention. There is also a preceptor stipend model that incentivizes 
preceptors to engage in professional development. There are intrinsic benefits of 
precepting — enjoyment, fostering curiosity, professional satisfaction in making 
a positive impact on the future and developing professional skills. There are 
also extrinsic benefits of precepting — monetary remuneration, academic rank, 
access to academic resources such as library services and continuing medical 
education (CME). Through the expansion of clinical education opportunities, the 
extrinsic benefits for having learners in clinical care environments foster intrinsic 
motivations of teachers to enable them to incorporate learners into their daily 
practices. 

Strengthening Local Economy and Community Health

In rural communities, the health sector can contribute to the economy. In fact, 
14 percent of total employment in rural communities is attributed to the health 
sector14. Furthermore, one rural primary care physician generates direct clinic 
employment impact of five jobs with $0.4 million in wages, salaries and benefits 
and direct hospital employment impact of 14.5 jobs with $0.7 million in wages, 
salaries and benefits. The total direct impact of a rural primary care physician 
is 19.5 jobs with $1.2 million in wages, salaries and benefits. Total impact of a 
rural primary care physician (direct and secondary impact) is 26.3 jobs with 
$1.4 million in wages, salaries and benefits as derived from a sample of 1,261 
independent rural health clinics and 102 critical access hospitals in 19 states13.
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Top 5 Reasons 
to Invest 

in Clinical 
Education

1.	Recruit and retain health 
professionals    

2.	Increase economic 
development and local 
employment opportunities 
local employment 
opportunities  

3.	Prepare health professions 
students to serve 
communities of need  

4.	Address physician shortage 
and implications  

5.	Strengthen medical 
education across the health 
professions 

Conclusion

Federal and state legislators and advocates should look to clinical education 
as a mechanism to support workforce development goals at the state and 
national levels because expanding clinical education opportunities is paramount 
to meeting the dynamic needs of the health workforce. Addressing the clinical 
education shortages with targeted funding efforts and support for existing 
incentives will help to enhance skill development and strengthen retention and 
recruitment of healthcare professionals. Advancing a robust clinical education 
infrastructure can build a resilient and adaptable health workforce that is ready 
to navigate the complexities of modern healthcare. 

This issue brief serves as a foundation for dialogue and action, urging 
stakeholders to prioritize and invest in the expansion of clinical education 
opportunities to secure the future of the health workforce. 
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