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KEY FINDINGS 
•	 Interviews conducted in early 2025 with 21 rural clinical education leaders suggested that graduate and 

undergraduate health professions education programs are expanding faster than rural clinical education 
capacity, leading to intense competition for limited clinical placements. 

•	 Rural clinical placements face competition across disciplines and from both public and for-profit institutions 
offering in-person and online programs.

•	 Interviewees noted that rural clinical education site administrators often viewed hosting students as resource-
intensive, with limited return on investment, believing that few students return to practice locally. 

•	 Health professions education programs with strong ties to rural communities may be more successful in finding 
rural clinical education placements.

•	 Policy solutions are needed to sustain rural clinical education. Interviewees proposed stipends for students, 
tax credits for preceptors, legislative protections for mentorship slots, and productivity-based incentives to 
support rural clinical education.

BACKGROUND
Rural communities across the United States (U.S.) face persistent and well-documented healthcare challenges, including 

limited access to services, workforce shortages, and geographic isolation that contribute to unequal access and service 

delivery for rural populations.1,2 These challenges are compounded by a need to provide clinical education for health 

profession students in rural settings, where the required infrastructure remains underdeveloped.3 Research across health 

professions shows that rural clinical education, both during pre-licensure and postgraduate training, consistently strengthens 

students’ intention to pursue rural careers and increases the likelihood of long-term rural practice.4-6 Policy efforts and 

educational initiatives have sought to strengthen the rural health workforce, but significant gaps remain in the availability of 
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rural clinical education sites, faculty preceptors, and sustainable funding mechanisms.7-10 These combined challenges have 

the potential to exacerbate rural-urban workforce maldistribution further. 

Recent studies by the WWAMI (Washington, Wyoming, Alaska, Montana, Idaho) Rural Health Research Center (RHRC) 

identified competition for scarce rural preceptor sites as a leading barrier to providing clinical education for nurse practitioner 

(NP) and physician assistant (PA) students.9,10 Medical schools and residency programs similarly struggle to recruit and retain 

rural preceptors and develop clinical education sites.11,12 At the same time, demand for rural clinical education is rising 

alongside the expansion of health professions schools and increasing student enrollment, including programs with a rural 

focus.13 Workforce shortages and the need for clinical education have prompted calls for federal action, including expanding 

support for education programs and prioritizing rural preceptor development.3,14

This qualitative study explores strategies to sustain and expand rural clinical education, drawing on interviews with leaders 

from organizations that support health professions education in rural and underserved communities. The study aimed to (1) 

identify challenges and facilitators in developing and sustaining rural clinical education sites for health professions students 

and (2) explore strategies to strengthen cross-disciplinary partnerships that support the expansion of rural clinical education. 

METHODS 
We recruited national and state leaders, in all regions of the U.S., working in rural health workforce development and spanning 

multiple health professions (described in the results below). We developed an interview guide that included questions on 

rural clinical education site availability, clinic-level availability of teaching and mentorship, barriers and facilitators affecting 

access to clinical teaching opportunities, and policy recommendations to expand and sustain rural clinical education. Study 

team members interviewed 21 participants for up to one hour each and analyzed the resulting themes. Detailed study 

methods are in the Appendix.

RESULTS 
Interviewee Characteristics 
The 21 rural clinical education leaders we interviewed represented 16 organizations focused on rural clinical education. 

Most organizations’ efforts centered on supporting and coordinating student clinical education rotations, primarily within 

undergraduate and graduate health professions programs; providing financial assistance to students to help cover housing 

and transportation costs; facilitating mentorship and networking opportunities; and supporting rural clinical education 

through preceptor recruitment and engagement. Several also conducted early career exposure initiatives, such as outreach to 

middle and high school students to foster interest in rural health careers. Two organizations were national, and the remaining 

were regionally based: five in the West Census Region, four each in the Midwest and South Census Regions, and one in the 

Northeast Census Region.

Interview participants represented five Area Health Education Centers (AHECs), two national or state health professions 

organizations, and undergraduate and graduate university programs from behavioral health, dentistry, medical education 

and residency, nursing, PA studies, pharmacy, and physical therapy. Interviewees held roles including chief operating officer, 

executive officer, and director, alongside academic titles including dean of clinical affairs, professor, adjunct instructor, clinical 

assistant professor, student services coordinator, and director of education and training. 

Table 1 displays key themes and subthemes from all interviews. 
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Table 1. Themes and Subthemes From Interviews With Rural Clinical Education Leaders Regarding Building 
and Sustaining Rural Clinical Education Sites

Themes   Subthemes

Barriers

Student demand outpaces rural training capacity Graduate and undergraduate health education clinical programs have grown rapidly

Growth in online and for-profit schools adds pressure to clinical placement capacity

The availability of rural clinical education slots has not returned to pre-COVID-19 levels

Legislation often prioritizes student enrollment, but may overlook clinical capacity

Competition for rural clinical education slots Collaborations between and within schools are rare

Programs compete internally and externally for placements

Limited student return discourages rural site participation Student precepting is a substantial time and cost investment for small rural sites

Hosting students rarely leads to hires, limiting sites’ motivation to invest in precepting

Higher priority on developing rural sites’ own staff Local staff are seen as more likely to return to rural practice than external students

Rural sites may focus on upskilling staff over hosting external students

Preceptor payment Limited funding hampers public programs’ ability to attract and retain preceptors

State laws often preclude publicly funded universities from paying preceptors

Competition from for-profit programs that pay preceptors is increasing

Housing Limited student housing may restrict placement opportunities despite preceptor availability

Site-level factors influencing clinical education capacity

Variation in clinical training models Clinical training requires site diversity; there is no one-size-fits-all model

Strengths and limitations of smaller sites Smaller, independent sites may be more supportive of student placements

Limited patient volume at smaller sites may constrain teaching capacity

Strengths and limitations of larger sites Larger hospital systems may offer more reliable and structured clinical opportunities

Larger facilities may require more administrative steps to set up student placements 

Recommendations for securing placements and building preceptor capacity

Engage statewide associations Partner with statewide associations to connect academic and clinical sites

Area Health Education Centers (AHECs) collaborate with all entities

Use shared mentorship models Rotate students among multiple rural clinical sites and preceptors to expand training capacity

Consider group supervision instead of traditional one-to-one precepting 

Prioritize site relationships Conduct in-person visits to rural clinical sites

Formally recognize sites’ training and education contributions

Provide tools and training Offer preceptors supports such as continuing education and academic library privileges

Extend faculty appointments to clinical preceptors

Consider developing preceptor fellowship programs, to attract and train future preceptors

Proactively create sites Initiate cold calls and online searches to identify preceptors

Encourage student engagement in site selection

Consider legislative and system-level initiatives Initiate legislative action to protect in-state student clinical education placements

Explore mechanisms such as tax credits, deductions, or payments to support clinical education

Link public insurance billing to student training access

Consider financial support for students, preceptors, and clinical sites 

Count instructional hours toward productivity metrics 
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Rising Student Numbers Exceed Rural Clinical Capacity
Interviewees consistently emphasized that the availability of clinical education slots has not kept pace with rising student 

enrollment numbers and increased demand, particularly given the closures and contractions of rural clinical sites during the 

COVID-19 pandemic. While placing students was described as “relatively easy 10 years ago,” interviewees noted that it has 

become increasingly difficult in recent years. One interviewee noted that “over the years [rural clinical placements] have 

become more saturated as medical schools increase their numbers and doctors are retiring.” Several interviewees pointed 

to the continuing effects of the pandemic on clinical education opportunities. “Interprofessional competition wasn’t an issue 

until post-pandemic…many preceptors got out of the business altogether [during the pandemic],” one explained. Others 

described how closures of rural hospitals and clinics impact educational opportunities. One noted, “Our rural hospitals…

have really been under threat from financial closure, and the pandemic was a disaster to them.” A pharmacy educator further 

added, “Closures of independent community pharmacies in rural areas mean the preceptors are just gone.”

Other interviewees emphasized that cultivating clinical education sites is a slower, more resource-intensive process than 

expanding student enrollment. As one interviewee explained, “We can admit a lot of students, but not necessarily change the 

number of clinical sites as quickly.” This mismatch between the growth of health professions programs and clinical education 

placement capacity has become a concern as legislative efforts focus on increasing the number of health professionals. “The 

legislature is wanting to grow the number of health profession students,” one interviewee noted, “but is not addressing [the 

issue of] training sites.”

Others described practical and logistical challenges as competition for physical space within clinics and hospitals has 

increasingly become a barrier to student placements: “For most of the sites [the limiting factors] are the physical space and 

the extra time and bandwidth it takes to train a student.” 

Competition for Clinical Education Slots From Within and Outside of the Programs’ Institutions
Interviewees described growing competition among health professions programs for a limited pool of rural training sites, 

with competition existing both within institutions and across health professions training programs. One interviewee from an 

NP graduate program noted that internal dynamics had shifted during the pandemic: “Even internally we have programs, 

especially during the pandemic, sites that we considered ‘our sites.’ Suddenly, pharmacy and PAs are ‘we’ve got them now.’” 

Others highlighted broader changes in statewide coordination, explaining that “there is some competition between the DO 

[Doctor of Osteopathic Medicine] school and the two medical schools in the state. All of the schools are supported financially 

through the state rural health initiative. About 25% of the rotation [requests] get denied because the preceptor already has a 

student. Twenty years ago, we all worked together. Then each school became responsible for setting up their own rotations.” 

With few exceptions, interviewees reported that collaborations between schools are rare, noting that institutions operate 

independently with separate program administrators. However, some state-level collaborations exist primarily focused on 

policy and funding initiatives. One interviewee noted, “AHEC is the middleman. They collaborate with everyone.”

Some interviewees expressed concern about the growing impact of for-profit health professions programs. As one stated, 

“For-profit sites are coming in to take and pay preceptors. We can’t compete with that.” Most interviewees reported that their 

institutions do not offer financial compensation for clinical teaching, reflecting a common practice among public graduate 

programs, which typically do not pay preceptors or clinical sites directly. As one interviewee explained, “State law doesn’t 

allow [name of university] to pay for preceptors, because we are funded by the state, but private online programs can pay 

preceptors.” Interviewees described this structural barrier as placing state-funded institutions at a competitive disadvantage 

in securing preceptors, particularly relative to private programs with greater financial flexibility.
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These financial constraints are evident to placement coordinators who reported receiving requests from an expanding 

number of online and for-profit programs. One AHEC representative noted, “I get emails and communication from schools 

that I’ve never heard of. Most are online, for profit. They ask to be connected to AHECs in certain states, to explore how 

they can partner to facilitate rotations for students.” Another remarked, “Other schools are coming out of the woodwork….”

Site-Level Factors Influencing Clinical Education Capacity: ‘No One Size Fits All’ 
Interviewees noted that various rural site characteristics, particularly system or clinic size and organizational culture, influence 

their capacity to host students. One participant noted, “The communities that are the most successful at supporting our 

students and provide a learning environment are small, independent hospital systems.” Another said, “The smaller [clinics] 

are more nimble, they are faster to sign PLAs [Program Letters of Agreement]…the clinics owned by the big healthcare 

organizations tend to move a little slower; it takes longer to get a rotation set up.” However, interviewees highlighted 

challenges at smaller sites, such as limited patient volume and the impact of missed appointments: “Practice size, and 

patients not showing up for appointments, is a concern that there are not enough teaching opportunities in small practices.” 

In contrast, larger hospital systems and clinics were described as offering more consistent opportunities and infrastructure 

for clinical education. One interviewee observed, 

If it’s a larger health system, it’s easier to both secure slots and maintain a relationship. Site contacts are 

in place; they have a structure in place. Smaller clinics may have less frequent options for students. For 

example, they may not want a student each year, or they rotate between three schools. If they take a 

student every other year and are working with three schools, that’s a 6-year interval. There is less risk in 

offering a slot if there are more providers in the clinic. For example, if the one mentor leaves or goes 

on maternity leave, students still have a preceptor. 

Larger systems were also seen as more likely to consider student placements as part of their recruitment strategy. 

Despite the distinctions between small versus larger clinical sites, interviewees emphasized the importance of flexibility: 

“There is no one-size-fits-all site. You need a diversity of sites. Some are large organizations, some are smaller. Strive for 

synergy between the student and the site.” 

Interviewees noted that the culture of rural clinical education sites influences their ability to host students, with facilities, 

particularly Critical Access Hospitals, more successful when guided by a teaching mission. One interviewee said, 

I think that a lot of the hospitals and administrators are so bogged down with day-to-day operations that 

they’re not considering the long-term benefits of hosting clinical rotations…. And maybe it’s chicken 

and egg, like which came first. They’re successful because they took on the students, or they were 

successful in their financial, operational, and clinical stability, and then, therefore, they were able to add 

on these students. 

Others echoed this sentiment, noting that “Rural communities that have forward and novel approaches seem to be more 

successful,” and that “Those who don’t embrace the mentality of being a teaching hospital or teaching clinic—you tend to 

have a harder time with recruitment.”

Several interviewees noted that sociodemographic and financial stressors can affect a site’s capacity to take on students. 

One interviewee said, “The more distressed the community, sometimes the higher the challenges to training, recruitment, 

and retention. There are no one-step, simple solutions.”
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Concerns About Rural Health Professions Education ‘Tourism’
Concerns about one-sided educational investments were a recurring theme. Interviewees noted that rural sites often invest 

significant preceptorship time and financial resources into hosting students, yet few students return to practice in those 

communities. As one interviewee observed, “Sometimes it can feel like a rural site is contributing a lot and getting nothing 

out of it. That it’s a bit of an extractive industry in a way, when [the rural sites] take students year after year, and they never 

successfully recruit a graduate from that program.” Another graduate program representative noted pushback from rural 

clinics, which questioned the value of their involvement: “What do we get back for teaching?” 

Rural Sites May Prioritize Educating Their Own Staff and Upskilling Existing Employees 
Interviewees observed that some rural sites are focused on developing their own staff, a strategy that may strengthen local 

workforce capacity but pose challenges for graduate programs seeking clinical placements for external students. Hospitals 

may invest internally, such as supporting current nurses to become NPs through online programs, rather than allocating 

financial and human resources to educate students from outside institutions. One interviewee relayed the experience of a 

behavioral health provider from a community health center:

She [the behavioral health provider] started at the front desk, then worked through her associates degree, 

worked through her bachelor’s degree, completed her social work degree. Throughout all of that, the 

site flexed their schedule to help her, provided the supervision hours required for her licensure, helped 

her coordinate and support her. I think employers could be very invested in someone who has already 

shown commitment to the entity and is upskilling.

Persistent Barriers in Securing Rural Clinical Education Opportunities
Interviewees identified persistent barriers to expanding rural clinical education placements: inadequate preceptor 

compensation and limited housing availability.

Preceptor compensation. Although many interviewees emphasized that preceptors often teach out of personal commitment 

and a desire to “pay it forward” to the next generation of rural health providers, the issue of preceptor compensation was 

a recurring topic, as described earlier. This concern was frequently linked to the chronic shortage of preceptors and the 

increased demand for clinical placements across graduate health professions programs. Some interviewees noted that in 

certain states, legislation has supported preceptor programs through mechanisms such as tax credits and deductions. Direct 

payment to individual preceptors, rather than to clinical sites, was described as the most common model. One participant 

noted, “Historically it wasn’t part of the mainstream precepting culture to accept payment, but as competition grows, the 

newer medical schools are putting payment into their budget to pay preceptors. Any incentive helps especially with the 

financial pressures on PCPs [primary care providers].” Interviewees also cautioned that programs considering compensation 

models should carefully assess the potential unintended consequences of higher student tuition costs and overall program 

sustainability.

Of note, one site reported an alternative approach to financial support. This interviewee reported that while they did not 

provide direct payments to clinical sites, fourth-year dental students contribute to site revenue by performing billable 

procedures. Although these students had not yet reached full clinical efficiency, their work nonetheless generated financial 

benefit for the clinical site. 

Housing barriers. Interviewees consistently raised concerns about securing student housing in rural areas, with limited 

placement opportunities even when preceptors were available. Interviewees noted that students frequently relied on family 

and friends for accommodation, as hospitals, once a primary source of student housing, have scaled back support due to 

financial constraints. 
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Some communities have developed creative solutions. One site reported building tiny homes or arranging for students 

to stay in private homes in the community. Another site, which had an adequate number of clinical education placements, 

emphasized that housing availability is written into their contract agreements. As the interviewee described, “We’re not 

asking for glamorous accommodations here, but you know, sometimes there’s just not like any sort of apartment or Airbnb, 

or anything like that [in rural areas].” To address this, they piloted a model inspired by foreign exchange student programs: 

“The community actually came up with this idea of how they place foreign exchange students with host families and they’re 

thinking of offering that as a possibility for housing, too. So students would be matched with a family from the community 

and stay with them for the few weeks they are there.” However, another observed that “students are less willing to be housed 

in a private household and prefer to be in a separate living situation” and suggested that this phenomenon was a broader 

cultural shift in housing preferences.

Interviewees’ Recommendations for Securing and Sustaining Clinical Education Opportunities 
Interviewees shared practical, experience-based strategies for securing rural clinical education opportunities, highlighting 

how graduate programs navigate the challenges described above to successfully secure rural clinical education sites and 

preceptors who are passionate about teaching. We summarize their recommended strategies below.

Engage statewide associations. For schools without preexisting relationships with rural clinical education sites, interviewees 

recommended working with statewide associations to foster connections between academic institutions and clinical education 

facilities. In the case of Federally Qualified Health Centers (FQHCs), interviewees suggested initiating conversations at the 

state level as a first step. 

Use shared mentorship models. In areas with limited clinic availability, shared mentorship models, where students rotate 

between multiple preceptors or clinics may be a useful model. One interviewee noted that shared mentorship may be helpful 

in areas where clinics operate only one to two days per week “as students can rotate between nearby clinics to ensure a 

full schedule” and meet educational requirements. Another interviewee suggested, “To address the shortage of clinical 

supervisors, consider exploring interprofessional education models that promote dyadic, triadic, or group supervision instead 

of traditional one-to-one structures. Pairing PA and nurse practitioner students to co-learn under a single preceptor could 

create efficient, collaborative training opportunities.”

Prioritize site relationships. One highly successful program, which reported a surplus of training sites and a strong track 

record of graduates entering rural practice, attributed its success to a collaborative mindset: “What can we do for the 

clinical sites, rather than what can the site do for the student.” This approach was viewed as essential to building sustainable 

partnerships. Similarly, another program emphasized the importance of knowing each site intimately, visiting in person, and 

carefully matching students to placements. This interviewee noted, “Be careful to match student experience with the clinics… 

A good match is a win-win for everyone.”

Provide recognition for preceptors and foster responsiveness. One interviewee described the importance of partnership 

and recognition of the clinical sites: “Reaching out as an authentic partner to help train the next generation of providers [is 

key]. AHECs engage in preceptor recognition annual events, give Preceptor of the Year awards, visit the sites, offer thanks, 

bring a plaque that recognizes them, and engage in the sorts of touches that enhance relationships, as long as there is a 

sincere engagement in the start.” Another interviewee from a dental school program underscored the value of responsiveness 

and reliability in maintaining trust: “We follow through with what we’ll say we’ll do. I’m available 24/7. We deal with problems 

immediately. I would much rather be called on a Friday night than have a problem sit for 3 days. We’re not hesitant to deal 

with a student problem.” 
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Offer preceptors tools and training. Interviewees identified a range of strategies to support preceptors in their development 

as educators. These included professional development courses to strengthen teaching skills, monthly mentorship newsletters 

with practical guidance, continuing education (CE) opportunities, faculty appointments, as well as access to resources such 

as Extension for Community Healthcare Outcomes (ECHO, which provides remote clinical teleconsultations and education), 

UpToDate (an online clinical decision support tool), and academic library privileges. One interviewee noted that modern 

electronic medical records (EMR) systems often incorporate UpToDate, potentially making this benefit less impactful than 

in previous years. 

Consider rural fellowship programs. One graduate-level health sciences program described the development of a rural 

fellowship program designed to attract and train future preceptors. The interviewee explained, “For newly graduated or new-

to-the-area providers that are in one of these practices, or in a rural practice in the region, we will allow them to participate in 

this cohort fellowship program, where, instead of seeing patients 5 days a week, they’ll see patients 4 days a week, and then 

have an educational day dedicated towards learning how to precept, learning how to be a community leader, participating 

in taking students. These end up being our future preceptors. They have the skills and have the commitment to develop 

themselves.”

Engage students in site selection. Interviewees suggested that allowing students to choose their clinical education location 

can foster a deeper commitment to returning to rural practice. One interviewee noted that students themselves often 

contributed to recruitment efforts by recommending providers they knew personally, such as former pediatricians. This 

recommendation aligns with a recurring theme: preceptors tend to prioritize placements for students with local ties, who 

may be more likely to return and practice in the community.

Legislative initiatives. Several interviewees discussed legislative approaches they believed could address clinical placement 

capacity challenges. One proposed, “Protect mentorship slots through legislation to make it more difficult for out-of-state 

institutions to place students in clinical settings.” Another suggested leveraging public insurance participation as a policy 

tool: “Sites that accept Medicaid and Medicare must also be willing to accept students as part of your practice.”  

Provide financial support. Interviewees also advocated for direct financial support to students, noting that stipends could 

help offset the higher cost of living, such as transportation and housing, associated with rural rotations. Suggestions for 

compensating sites and preceptor included, “Provide resources to support the training sites, whether that’s in the form of 

cash or a tax credit for preceptors,” and “Allow state money to pay preceptors.”

Align education and metrics. One interviewee proposed a system-level change to align teaching contributions with 

productivity metrics: “If you take a student and you teach them for 16 hours, your productivity credits should be increased 

based on those numbers of hours and not the number of patients you see.” 
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LIMITATIONS
This study has several limitations. First, while interviewees represented a range of health professions disciplines and 

geographic regions, the sample likely does not fully capture the diversity of experiences across all health professions. Likewise, 

the variability in program structure and clinical education models may differ between disciplines. For example, dental schools 

and behavioral health education programs likely face distinct concerns and challenges when placing students in rural clinical 

education settings. Second, the use of purposive recruitment and snowball sampling may have introduced selection bias by 

favoring individuals with established social or professional networks.31,32 Third, self-reported data introduces the possibility 

of recall bias or subjective interpretation. Finally, our findings are context-specific and may not be generalizable. Instead, 

they offer insights to inform future policy and program development aimed at strengthening rural clinical education.

DISCUSSION
This study explores how health professional education leaders perceive the challenges, facilitators, and strategies for sustaining 

and expanding rural clinical education opportunities. Our major findings were that health professions undergraduate and 

graduate programs face persistent challenges in placing students in rural clinical education sites, with primary barriers 

including site saturation, growing shortages of preceptors and clinical sites, and logistical challenges. Despite these 

constraints, interviewees identified practical strategies and innovations to expand clinical education and support preceptor 

development for student placements in rural settings.

Interviewees partly attributed the growing challenges affecting rural clinical placements and preceptorships to increased 

student enrollment in health professions programs, which has surpassed the availability of clinical education slots. This concern 

aligns with previous research documenting the expansion of health professions education.15-17 For example, between the 

2014–15 and 2024–25 academic years, allopathic medical school enrollment increased by 16.9%, driven both by expanded 

class sizes and the establishment of new medical schools.18,19 The number of licensed DOs grew by an estimated 71.1% 

between 2014 and 2024.20  Nursing and dental professions also saw substantial growth: between 2019 and 2023, newly 

licensed registered nurses increased by 36.1%, NPs by 35.5%, and dental school graduates by 8.0%.21 In 2023 alone, a record 

11,762 PAs achieved board certification, marking a 75.2% increase over the past decade.22 While these trends reflect positive 

and needed growth in the health workforce, our study participants emphasized that clinical placement capacity has not kept 

pace. This imbalance is further exacerbated by a reduction in available training sites, driven by factors such as workforce 

burnout, early retirements, and the closure or downsizing of facilities during the COVID-19 pandemic.23-25 

A key theme emerging from this study is the concept of clinical education “tourism,” where students rotate through rural 

sites without building meaningful ties to the community or an intention to return there to practice. These dynamics place 

strain on rural preceptors and facilities, which often invest significant time and financial resources into training students with 

little perceived long-term benefit. Interviewees noted that some rural sites expressed reluctance to host external students, 

particularly when they have opportunities to develop existing staff, which they viewed as a more reliable pathway to long 

term recruitment. A 2024 study, however, found that clinical site administrators are inclined to support external student 

preceptorships when previous placements have led to local provider recruitment.12

Our interviews also highlighted the fragmented logistics involved in finding rural clinical education placements. Interviewees 

described both intra- and inter-institutional competition for clinical education slots, and echoed previous research that 

highlights a hierarchy in which medical schools are prioritized over other health professional programs.9,10 Our study 
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participants also described challenges posed by an increase in for-profit schools, which can offer financial compensation to 

preceptors or clinical sites, an advantage not available to public institutions constrained by state funding rules that prohibit 

such payments. Interviewees observed that some states have initiated legislation to protect preceptor and clinical site 

placements in response to the growing competition for slots.26 For example, Oregon has one of the most comprehensive 

systems for regulating out-of-state student placements. Under state legislation (OAR 851-021-0090), out-of-state nursing 

programs must obtain formal approval from the state nursing board before placing students in Oregon-based clinical training 

sites.27 Out-of-state nursing programs are required to submit a formal petition and supporting documentation, including 

faculty credentials, site agreements, and impact analyses at least six months before placing a student.27 These state-level 

regulatory approaches represent one strategy for managing the competing demands for limited clinical education capacity.

Finally, several participants emphasized the critical role of AHECs as strategic partners connecting academic institutions with 

rural clinical sites. This aligns with AHECs’ federally supported mission to enhance health care access in rural and underserved 

areas by strengthening the health workforce through academic-community partnerships.28,29 AHECs operate in all 50 states 

and focus on expanding community-based clinical training, particularly in primary care settings.28-30 In 2020–2021, AHEC 

programs collaborated with over 5,000 training sites, including ambulatory practices, hospitals, and physician offices, 45% 

of which were located in rural areas.28-30 

Future research could evaluate the effectiveness of preceptor support strategies, such as tax credits, stipends, and continuing 

education access, across states and institutions, with attention to their role in sustaining and expanding rural clinical education. 

Studies examining the nuanced development needs of rural training programs across specific health professions could help 

tailor interventions more effectively. Additional studies into the impact of direct versus site-level compensation on preceptor 

recruitment and retention, as well as the feasibility and outcomes of shared mentorship or group supervision models in rural 

settings, could inform future solutions for workforce development.

CONCLUSION AND POLICY CONSIDERATIONS
This study highlights the persistent challenges facing rural clinical education, including site saturation, preceptor shortages, 

and logistical constraints that have intensified alongside rising student need for clinical placements. Despite these barriers, 

health professions education leaders identified innovative strategies and policy opportunities to strengthen rural training 

infrastructure and support preceptor engagement. Yet even with national growth in health professions education, rural 

communities remain underserved. Prioritizing place-based training could be essential to ensuring that the expansion of 

health professions educational programs translates into equitable workforce distribution, including in rural settings. 
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APPENDIX
Expanded Methods and Procedures
We developed a key informant recruitment list by identifying national leaders in rural clinical education known to members 

of our study team. To expand the invitation pool, we also conducted targeted web-based searches of national and state-level 

organizations involved in rural workforce development. We further identified leaders from state and national Area Health 

Education Centers (AHECs), health professions education organizations, and university-based graduate and undergraduate 

health professions education programs with a rural focus. The university programs included those with established rural 

clinical education sites representing behavioral health, dentistry, medical education and residency, nursing, physician assistant 

studies, pharmacy, and physical therapy.

To achieve geographic diversity, we invited two randomly selected candidates from each U.S. Census Region (8 participants 

total) on the invitation list during each round of outreach. Non-responders received up to three email invitations, and after two 

weeks, we replaced each one with a new invitee from the same Census Region. Approximately one-third of the study sample 

consisted of candidates identified through snowball sampling, in which interviewees recommended additional participants. 

Interview Procedures and Analysis 
The study team developed a semi-structured interview guide informed by a literature review and expert consultation. The 

interview guide covered participants’ professional background; their organization’s role in health professions education; 

perceptions of rural clinical education site availability; clinic-level availability of teaching and mentorship; factors affecting 

access to clinical teaching opportunities, such as funding and workforce shortages; and policy recommendations to expand 

and sustain rural clinical education. We conducted 45- to 60-minute interviews from January through February 2025 via 

videoconference. One or two researchers were present during each session. Participants provided verbal informed consent 

before the interviews. Each interview was audio-recorded and transcribed using automated software, with supplementary 

notes written by the research team. Written notes were used for analysis, and recordings were used to ensure accuracy of 

direct quotes. We used directed content analysis33 to code participant responses, categorize emergent themes, and identify 

underlying patterns. Researchers refined themes iteratively, comparing their interpretations to achieve consensus and finalize 

results. 

The University of Washington Human Subjects Division approved this study as exempt research. 
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