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Health care in rural commu-
nities is confronted with a 
constant shortage of physi-

cians.1 While nearly one-fifth of the 
US population resides in rural areas, 
only nine percent of US physicians 
practice in these same rural commu-
nites.1 This shortage persists despite 
the efforts of many medical schools, 
governmental groups, and health 
care agencies to identify and train 

medical students for rural health 
care practice.2-4 

A small number of matriculating 
medical students plans to practice in 
a rural setting; even fewer of these 
medical students complete their 
residency in a rural setting.1,4 Rural 
communities lack many resources, 
which in turn negatively impacts pa-
tient health, health care access, and 
physician satisfaction. It has been 

well documented that individuals 
residing in rural communities expe-
rience exacerbated health issues, re-
quiring a higher level of health care 
and physician involvement. 5,6 

Many physicians contemplating a 
rural practice fear being overworked 
by these increased patient needs. 
Furthermore, the unique rural 
health care infrastructure may also 
present a challenge to physicians.5-7 
In rural areas, physician reimburse-
ment, both in private practices and 
hospitals, is lower and often delayed, 
creating more stress for the physi-
cian.5 All of these barriers decrease 
the likelihood of a physician’s choice 
to practice rural medicine. This cre-
ates a less attractive environment 
for medical specialists in which to 
practice, and an increased need for 
full-spectrum physicians who are 
competent in many different parts 
of patients’ health care. 

This demand for full-spectrum 
health care providers contrasts with 
the growing trend of physicians nar-
rowing their scope of practice.5 Nar-
rowing the scope of practice is a 
phenomenon in which a physician 
chooses, often as a response to the 
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tinue to experience a shortage of physicians. To address this shortage, more 
information is needed as to how specific factors contribute to family physicians’ 
choice to purse rural full-spectrum practice. 

METHODS: Interviews with 21 key informants guided a grounded theory anal-
ysis around the question of “What factors contribute to the decision to, and 
maintenance of, practicing full-spectrum rural medicine?” 

RESULTS: Analysis revealed two categories of factors that influenced choice of 
scope and maintenance of scope across a career: contextual and developmen-
tal factors. Contextual factors included the national health care landscape, the 
local setting, and personal factors. The developmental factors pertained to the 
point in the physician’s career, and include preprofessional envisioned scope, 
current scope, and ideal future scope of practice.  

CONCLUSIONS: Results describe how a rural physician’s scope of practice gen-
erally narrows as her/his career progresses. The results elaborate on how the 
larger health care landscape, local community, and personal factors all inter-
sect to inform a physician’s decision to pursue and/or continue practice. Results 
of the study were consistent with preexisting literature, but provide additional 
depth and suggest a theoretical relationship among factors. 
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demands of a specific community, a 
specified field of practice narrower 
than the one in which the physician 
was originally trained. This can re-
sult in a decrease of knowledge and 
practice application for specified 
fields of practice, along with many 
other consequences. Evidence for 
this phenomenon is based on a re-
search study of 13,884 family phy-
sicians taking the American Board 
of Family Medicine Maintenance of 
Certification for Family Physicians 
Examination. The researchers com-
pared physicians taking the exam 
for the first time to those retaking 
it to recertify their medical com-
petence. Results of the study doc-
umented a significant decrease in 
intent to practice many aspects of 
full-spectrum family medicine. For 
example, intent to practice obstet-
ric medicine dropped from 23.7% to 
7.7%, inpatient care dropped from 
54.9% to 33.6%, and prenatal care 
dropped from 50.2% to 9.9%.5 An of-
ficial cause for this phenomenon is 
undetermined, but potential contrib-
uting factors include training, indi-
vidual preference, lack of insurance 
reimbursement, employer-employ-
ee contract margins, and time con-
straints.

Many researchers, attempting to 
ameliorate the lack of rural phy-
sicians, have identified predictive 
factors of eventual rural practice 
of medical students (ie, individu-
als raised in a rural environment, 
plan to practice in a rural setting, 
and those who have training experi-
ence in a rural residency).5,7-10 Some 
medical school programs have uti-
lized these predictive factors to build 
specific rural medicine training pro-
grams.2,3,8 Furthermore, trainees in 
rural residency programs are three 
times more likely to practice in rural 
areas, compared to other residency 
programs.11 Although the barriers to 
rural health care improvement are 
persistent and pervasive, efforts to-
ward funneling more physicians into 
these communities have demonstrat-
ed moderate success.5

Despite the success of the afore-
mentioned programs, much is still 

unknown about how and why rural 
full-spectrum physicians persist in 
their practice. The purpose of this 
study is to identify factors that con-
tribute to family physicians’ choice 
in pursuing rural full-spectrum prac-
tice. Furthermore, through the anal-
ysis of qualitative interviews with 
physicians from multiple stages of 
their career, this study organizes 
these factors into a cohesive model 
that describes the decision-making 
process to continue practicing full-
spectrum rural medicine. 

Methods
This study utilized grounded theo-
ry as the basis for design. Ground-
ed theory is a process that guides 
the creation of new theories.12 De-
veloped as a primarily qualitative 
methodology, grounded theory is in-
ductive in nature, in that the aim 
of the study is not to test a particu-
lar hypothesis, but rather to create 
a hypothesis (ie, the theory). Using 
a grounded theory approach allows 
the researchers to not only consider 
which factors influence the decision 
to pursue rural full-spectrum medi-
cine, but also to understand the re-
lationship among those factors. This 
understanding leads to the organiza-
tion of these factors into a cohesive 
theoretical model. 

Grounded theory utilizes key in-
formants from similar situations 
applying similar problem-solving 
techniques to develop a theoretical 
model. The question driving our in-
quiry and analysis was “What fac-
tors contribute to the decision to, and 
maintenance of practicing full-spec-
trum rural medicine?” Thus, we iden-
tified “key informants” as individuals 
who began their residency with the 
intent of practicing full-spectrum 
rural medicine. For the purposes of 
this study, we utilized the US Cen-
sus Bureau’s definition of “rural” as 
“all population, housing, and terri-
tory not included within an urban 
area. Typically this includes all ar-
eas that are not in or near cites of 
50,000 or more inhabitants.”13 Par-
ticipants were also welcome to de-
fine this term how they saw fit. 

Furthermore, researchers defined 
“full-spectrum” as a practice that in-
cludes many or all the domains that 
a family physician’s scope of practice 
can include as outlined by he Ameri-
can Academy of Family Physicians: 
clinical/outpatient, inpatient, ur-
gent and emergency care, maternity 
care, sports medicine, public health, 
international medicine, wilderness 
medicine, procedures, education, 
and research.14 Again, participants 
were welcome to define these terms 
as they saw fit. Participants in this 
study were recruited through emails 
to residency programs that self-iden-
tified as training sites for rural full-
spectrum family physicians. Given 
our interest in the decision-making 
process over time, recruited partici-
pants were grouped into three dif-
ferent categories: those in their third 
year of residency, those 4 to 10 years 
post-residency, and those more than 
10 years post-residency. Participant 
selection criteria included having 
practiced in full-spectrum family 
medicine in one of the three men-
tioned time frames, and agreeing to 
a 10 to 25-minute interview.  

Prior to the interview, participants 
were presented with informed con-
sent outlining the research study. 
Prior to the interviews, the research 
was reviewed and provided an IRB 
exemption from the St Mary’s Hos-
pital Institutional Review Board in 
Grand Junction, CO. Consenting par-
ticipants then took part in a phone 
interview. We created an interview 
guide that consisted of six base ques-
tions and follow-up questions to clar-
ify and expand on key themes. The 
guide was based on interview guides 
from similar grounded theory stud-
ies, with the intent of balancing the 
needs of requesting similar data 
from all key informants while allow-
ing the interviewer to pursue poten-
tial themes as they emerged. The six 
questions and subquestions were:

1.	 When you were applying for 
residency, was it your intent to 
practice full-spectrum rural fam-
ily medicine at that time? What 
experiences and values from life 
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before residency would help me 
to understand how you made 
this decision? 

2.	 Please describe your career as a 
family physician, starting with 
residency and including the 
places you’ve practiced and the 
scope of practice at each point.

3.	 Now, let’s go back and look at 
those practice locations and your 
scope of practice so I can un-
derstand what factors affected 
those decisions. How would you 
describe the emphasis of your 
residency (or later practice)? By 
the end of your time there, how 
had your intent regarding future 
scope of practice and preferred 
setting changed? What factors 
or events led to any changes in 
those decisions that occurred 
during residency (or later prac-
tice setting)?

4.	 Looking forward, do you foresee 
changing your scope of practice? 
If so, why and how?

5.	 In an ideal world, what supports 
or other factors would have been 
helpful in maintaining broad-
spectrum, rural practice?

6.	 Looking back at your career, how 
do you feel about the changes in 
your scope of practice and your 
current practice?

The interviews lasted from 10 to 
25 minutes. Phone interviews were 
conducted, audio recorded, tran-
scribed, and then coded in NVivo 
10 software for data analysis.15 In-
terviews were conducted in a three-
stage process, with each consecutive 
stage allowing for further refinement 
of the research questions and inter-
view procedure. The first stage in-
cluded three interviews and focused 
on creating the protocol and build-
ing interviewer consistency. The sec-
ond stage included 13 interviews. 
After these interviews, researchers 
designated valuable themes and 
constructed their initial theoreti-
cal model. The third stage consist-
ed of five interviews and focused on 
following up on themes that were 
identified in the first two stages 
and further refinement with the 

developed model. Interviews were 
conducted by one or more of the re-
searchers. Coding and analysis of the 
data were conducted successively 
to direct exploration of concepts in 
subsequent interviews and to fur-
ther model development. Coding 
disagreement was resolved through 
team discussion until unanimous de-
cision was obtained.  

Results
Participants included 21 “key infor-
mants,” or individuals who stated 
that they started residency with the 
intent of practicing full-spectrum, ru-
ral family medicine. Nine identified 
as male, and 12 identified as female. 
Eight were still within their third 
year of residency, nine were less than 
10 years out of residency, and more 
than 10 years out of residency. At 
the time of the interviews, 18 prac-
ticed in rural or semirural areas, and 
three practiced in urban areas. They 
represented states from across the 
United States including Alaska, Al-
abama, California, Colorado, Maine, 
Montana, Oregon, and Utah.

The coding and analysis of par-
ticipant interview transcripts iden-
tified two overarching categories 
of factors that influenced choice of 
scope and maintenance of scope 
across a career: contextual and de-
velopmental factors. Contextual fac-
tors were external elements of the 
individual’s life that influenced their 
practice considerations. Contextual 
factors noted by participants include 
the national health care landscape, 
the local setting, and personal fac-
tors. The developmental factors per-
tained to the point in the physician’s 
career and include preprofessional 
envisioned scope, current scope, and 
ideal future scope. 

Regarding developmental stage, 
our key informants described envi-
sioning a very broad scope before en-
tering residency, delimiting scope in 
their current position, and envision-
ing continuing to narrow scope as 
they move toward retirement. Re-
garding the context, some influences 
on scope of practice are at the na-
tional and regional level (eg, national 

policy, insurance, malpractice, ma-
jor trends across time), some occur 
at the local level (eg, hospital poli-
cy, relationships with specialists, lo-
cal needs), and some at the personal 
level (eg, preferences among the ar-
eas of scope, demands of family and 
life). Participants stated that there is 
limited opportunity to reclaim areas 
of scope once they have been let go, 
but other areas for growth open with 
advancement (eg, opportunities for 
leadership, taking on new projects). 

The five themes identified within 
the broader health care landscape 
describe policies and generational 
shifts in health care that affect phy-
sicians nationwide (Table 1). These 
factors are mostly external to the in-
dividual. The eight themes that com-
prise local factors are also external 
contributors that modify the desire 
and feasibility to pursue rural full-
spectrum medicine in the physician’s 
locale (Table 2). Seven themes group 
together as personal factors. These 
are experiences and internal mo-
tivators that affect the decision to 
pursue rural full-spectrum medicine 
(Table 3). The broader health care 
landscape influences the contextual 
factors, which in turn influence the 
personal factors. 

Discussion
Results from the current study in-
dicate that a physician’s scope of 
practice generally narrows as her/
his career progresses, moving toward 
larger health systems and clinical 
medicine and away from hospitals, 
emergency departments, and special-
ization areas (ie, obstetrics). Howev-
er, with this narrowing of their scope 
of practice, most physicians mindful-
ly retain at least one area outside of 
ambulatory medicine. The vast ma-
jority of key informants reported 
feeling satisfied with their choice of 
family medicine and their current 
scope of practice. They describe large 
shifts in their scope across a career, 
but took satisfaction in their auton-
omy to make these changes at their 
pace and level of readiness.

The data presented here is large-
ly supported by the preexisting 
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Table 1: Broader Health Care Landscape

Theme Interview Example

A1. Preprofessional Envisioned Scope
Medical school bias

I went to medical school in Boston and they didn’t even have a family 
practice department or residency. It made me understand that I 
wanted to do a little bit of everything.

B1. Current Scope
Generational shifts toward shift work, balance, 
and medicine as income

I think there’s a change in the current generation and to some extent 
my generation.  They enjoy medicine, but they don’t want to give 
up things like family, free time out of doors, and I think that is just 
continuing to move forward. When I was in residency it was sort of a 
calling. You were going to a small town; you were going to be on call 
every night; you were going to do everything. You know everyone in 
town was going to love you, but it’s going to cut into your lifestyle. 

B2. Current Scope
Under appreciation of generalists by patients.

I think there’s a sense that patients, even in rural areas, don’t expect 
physicians to do everything, and in fact, they don’t necessarily like it in 
some ways. In other words, before they’d say, “yeah my doctor admits 
me and takes care of me in the hospital.” And now, there’s a lot more, 
“well is the gastroenterologist gonna see me?”

B3. Current Scope
Reduced reimbursement and higher costs for 
services outside clinic

You just don’t get reimbursed the same for doing things outside of 
the office. You have to really get creative, and I think in full spectrum 
medicine there’s a lot of overhead that comes with it, which makes it 
really hard to go on your own.

B4. Current Scope
Knowledge and skills now too broad to maintain 
a full scope

If you consider where you were at 30 years ago, 50 years ago, what you 
need: the medicines, policies and procedures, it’s a lot to understand. 
Then you have to apply that to the hospital, to the nursing home, to 
the OB floor, etc. It’s a lot.

C1. Ideal Future Scope
Scope will depend on national malpractice trends

I would stick with OB, but it’s just that malpractice insurance is so 
expensive.

Table 2: Local Factors

Theme Interview Example

A1. Preprofessional Envisioned Scope
Matches with a residency with rural 
full-spectrum emphasis

I only interviewed at residencies with a strong reputation for giving a broad range 
of experience for a rural environment. You know including obstetrics and hospitals. 

A2. Preprofessional Envisioned Scope
Unopposed Residency 

Residents need to learn the skills to be independent. Because we did rotations with 
specialists that were great teachers, because those specialists don’t have their own 
surgical residents or some specialty residents, that I got enough comfort that if I 
wanted to go into the emergency room, I could. 

A3. Preprofessional Envisioned Scope
Good experiences in full-spectrum 
medicine electives 

We were an unopposed residency in Maine and we had our hospital. It was the 
most wonderful experience I’ve ever had. And, you know, everybody welcomed us 
with open hands and we got a lot of good pediatrics backgrounds and so I was 
happy that I did that.

B1. Current Scope
First job post-residency is rural full-
spectrum medicine

I think that’s really sort of the crux of the decision because I think to practice full 
spectrum family practice in a rural setting, if you don’t do that fairly quickly after 
residency you’re gonna lose a lot of those skills and a lot of that comfort that would 
allow you to do that.

B2. Current Scope
Proximity to hospital and supportive 
specialists

It became apparent that if you you’re gonna practice 30 minutes from the hospital, 
then OB just wasn’t practical. 

B3. Current Scope
Broad regional differences

I also think that where we are on the east coast, it’s a little bit harder, say, to 
practice OB here which is a factor, as opposed to, say Colorado. 

C1. Ideal Future Scope
Will depend on my colleagues’ 
choices

I think I’ll eventually go the way of my two partners that are doing outpatient only 
now, and drop C-sections and OB. I could bring in another partner who is doing OB, 
but no one else in town is currently doing it.

C2. Ideal Future Scope
Will depend on effects of corporate 
medicine

I don’t want to work for big corporate healthcare and in order to stay in full-scope 
practice I would need to be affiliated with a large healthcare center.
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literature, but provides additional 
richness and personal perspectives 
to this field of study. Results of the 
present study would be useful at all 
levels of advocacy for full-spectrum 
and rural family medicine services. 
Medical schools may consider these 
experiences in screening applicants 
and guiding students toward fam-
ily medicine. They might consider 
adding discussion about how a var-
ied level of factors may influence a 
student’s decision, giving them an 
opportunity to be intentional about 
their future practice setting. Resi-
dencies could benefit from identify-
ing curricular and social elements 
that would encourage their trainees 
to matriculate to full-spectrum prac-
tice. Local communities and health 

care systems can use these experi-
ences in recruiting family physicians. 
Decision-makers can propose laws 
and policies that support family phy-
sicians in maintaining full-spectrum 
rural practice.

This research suggests a num-
ber of implications for training pro-
grams and physicians who wish to 
practice rural, full-spectrum fami-
ly medicine. For residencies, there 
would be a benefit to modeling an 
environment conducive to rural, 
full-spectrum family medicine. This 
would include a daily routine simi-
lar to the eventual practice environ-
ment, productive relationships with 
other specialties, and promoting pos-
itive experiences in a variety of rural 
and/or full-spectrum environments. 

For physicians practicing in ru-
ral areas, there seems to be a ben-
efit from continually reassessing 
the evolving needs of the commu-
nity, the local health care system, 
and the preferences of the fami-
ly physician. Many key informants 
described seemingly unsustainable 
demands on their time and exper-
tise. In urban areas, these pressures 
can be addressed through narrow-
ing scope and moving to shift work. 
Based on our research, these same 
trends are also occurring in rural ar-
eas, and none of our key informants 
described a yearning to return to the 
“old ways.”

The limitations of this research 
stem from research considerations 
inherent in grounded theory. That is, 

Table 3: Personal Factors

Theme Interview Example

A1. Preprofessional:
Rural exposure and interest

Well, I grew up in a rural community so I had the exposure to a small 
town and that’s the kind of environment that I like living in and also 
knew that that was the kind of environment that I would want to raise my 
family in. 

A2. Preprofessional:
Primary care mentor

I wanted to be a pediatrician because my pediatrician was my mentor, and 
why I went into medicine.

A3. Preprofessional:
Personal values align with family medicine 
values and culture

When I was in medical school, I would deliver a baby in obstetrics and we 
would pass the baby over to the neonatal nurse or to a pediatric resident 
I felt as if I was just a cog in the machine instead of a bigger part of what 
was happening.

A4. Preprofessional:
Interest in diversity of practice

What made me change my mind was, as a third year medical student I 
fell in love with obstetrics, and then spent three months in a town of 2,000 
people doing full practice-full spectrum family medicine practice with 
obstetrics. That’s when I decided to make the change from peds to family 
medicine.

B1. Current Scope
Balances competing aspects of scope of 
practice

It was such a small town that the on-call doctor was also the ER doctor, 
but they would be seeing patients in the clinic which was attached to 
the hospital. So when the emergency arrives you would leave your clinic 
patients and you would go triage your patient and manage them with the 
nursing staff over the phone. I don’t think that was an ideal practice. 

B2. Current Scope
Not overly involved in administrative duties

I’ve been one of those people that is taking on more and more 
administrative roles, so that’s how I see my practice changing. I was 
elected to the board two years ago; I am taking over the compensation 
committee right now. We’re doing all of these initiatives to create a large 
multispecialty medical group, and we’re actually being quite successful at 
it. 

C1. Ideal Future Scope
Mindfully reduces scope 

I’m certainly slowing down things, pruning off bits and pieces. I’m trying to 
back out of the emergency room in the way we’re covering it and trying to 
back out of long term care a little bit. Probably in the next couple of years, 
I’ll think about trying to get out of acute care but still stay in clinic for a 
few more years. 

C2. Ideal Future Scope
Add scope in areas of interest

I’m thinking about working with another physician, doing mainly OMT 
and getting certified with acupuncture and integrative medicine.
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our sample was comparatively small 
and lacked a comparison group. It is 
impossible to know if the sample rep-
resents the perspectives of the entire 
population of family physicians who 
envisioned a career in full-spectrum 
and rural practice. However, we are 
confident that our methodology ad-
heres to standards that are typical 
for grounded theory.

As is the goal of much theoreti-
cal research, this model provides a 
framework for other studies to de-
velop workable hypotheses. A first 
step would be to replicate this re-
search on a larger group of similar 
participants with differing method-
ology. As this study is mostly retro-
spective, it would be informative to 
test the model (ie, the new hypoth-
esis) in a prospective study to verify 
whether the interventions that ad-
dress the identified themes result in 
more family physicians adopting and 
sustaining a full-scope practice.
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