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Abstract
Background  The current shortage of primary care doctors and nurses is causing difficulties in replacement, and this 
shortage is expected to increase. This situation is more pronounced in rural environments than in urban ones. Family 
and community care specialty training is a key component of both the transition to clinical practice and the retention 
of new professionals. The aim of this study is to explore the attitudes and perceptions of internal medicine residents 
and internal nurse residents trained in a rural teaching unit on factors associated with recruitment and retention, 
including the role of the specialty training programme.

Methods  A qualitative study was conducted. Purposive sampling was used, and thirteen residents from the central 
Catalonia teaching unit who were in their final year of training participated in semistructured interviews. The data 
were collected during 2022 and were subsequently analysed with thematic analysis. The study is reported using the 
COREQ checklist.

Results  Six themes emerged from data related to perceptions and attitudes about the factors associated with 
recruitment and retention: training programme, characteristics of the family and community specialty, concept of rural life, 
family and relational factors, economic and resource factors, and recruitment and job opportunities.

Conclusions  Family and community medicine and nursing residents trained in rural settings expressed satisfaction 
with the specialty programme and most features of primary care, but they experienced a wide range of uncertainties 
in deciding on their professional future in terms of living in rural areas, family support, financial support and 
recruitment. This study identifies individual and structural factors that could be of great use to retain doctors and 
nurses in rural areas.

Keywords  Residency programmes, Retention, Family medicine, Family nursing and community care, Primary health, 
Rurality.
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Introduction
The shortage of health professionals in rural areas is a 
growing problem in many countries. This situation has 
important implications for the quality of health care pro-
vided in these areas as well as for the health of the people 
who live there. Lack of access to medical care, deficien-
cies of health personnel and a lack of organisation and 
coordination of services are barriers to access and the 
quality of health care in these areas.

The insufficient number of trained professionals and 
the growing shortage of doctors and nurses causes diffi-
culties in replacement in primary care, and this shortage 
is forecasted to increase [1, 2]. The WHO proposed as a 
global strategy the need to prioritise policies to improve 
the recruitment, development and retention of health 
care workers [3, 4].

In recent years, the primary care specialty has been 
increasingly unattractive for some doctors’ specialisation 
[5]. There are important elements to consider when pri-
mary care residents choose not to join the primary care 
workforce after completing residency [6] or to retain 
physicians who have been working in primary care [7]. 
In nursing, there is a shortage of generalist nurses world-
wide; however, there is an increase in the retention rates 
of new graduates who participate in residency pro-
grammes [8].

There is a wide range of initiatives and recommenda-
tions to promote the recruitment and retention of doc-
tors and nurses in primary and community care. The 
WHO recently published a systematic review on health 
workforce retention in remote areas [9] and guidelines on 
health workforce development, attraction, recruitment 
and retention in rural and remote areas [10]. Among the 
recommendations, it is worth mentioning the establish-
ment of specific education and training programmes for 
health personnel working in rural and remote areas to 
meet the needs of the rural population.

Strategies to retain doctors and nurses include ensuring 
professional growth, providing minimum and uniform 
economic incentives across areas, and ensuring good 
availability of social services and economic opportunities 
[11]. Primary care doctor retention has a strong relation-
ship with knowledge acquisition, empathic personality 
profile and the possibility of continuous personal devel-
opment in addition to factors related to adequate infra-
structure, organisational climate and salary [7]. In Spain, 
security and stability, development opportunities within 
the organisation, learning opportunities and the degree 
of autonomy are seen as more important than aspects 
such as remuneration [12]. Concern for the retention 
of new nursing professionals has been studied through 
evaluation of the effectiveness of nurse residency pro-
grammes (NRPs), and specialty recognition, gratification, 

and environment-dependent relatedness have been iden-
tified as factors for retention [13, 14].

In rural areas, attraction factors go beyond financial 
incentives; future professionals also value the quality of 
life in the rural environment, community support, non-
monetary incentives, previous family or professional 
experiences in a rural environment, autonomy and good 
professional-patient relationships [15]. Rural general-
ist medicine programmes are a strong point in the joint 
efforts to coordinate and strengthen the response to both 
the shortage of professionals and health needs in rural 
and remote areas [16, 17]. In nursing, there are also broad 
and multifaceted factors that influence the recruitment 
and retention of practising nurses in rural areas [18]. 
Although there are several proposals from educators, 
practice administrators and political leaders to address 
this problem, the literature in this area is still developing, 
and there is a lack of robust studies that specifically focus 
on the retention of practising nurses [19]. Kaplan et al. 
argued that it is too early to draw definitive conclusions 
regarding the ability of rural nurse practitioner residen-
cies to foster nurse practitioners’ involvement and invest-
ment in rural communities. Further research is necessary 
to assess their potential long-term impact on rural pri-
mary care practice [20]. To summarise, addressing the 
challenges in rural areas calls for fresh ideas and strate-
gies that differ from those applied in urban areas and that 
consider primary health care across the entire system. 
Furthermore, it is crucial to translate empirical research 
findings into effective actions that can address the cur-
rent issues.

Studies have reported that an organised, well-funded, 
rural placement or rural clinical school programme pro-
duces positive associations with increased rural inten-
tions and actual rural employment for graduates [21] and 
that rural clinical rotations at universities influence rural 
medical career choices [22, 23] but require further refin-
ing [24].

Effective training in various health science specialties, 
such as family and community care, plays a vital role in 
preparing professionals for clinical practice and retain-
ing them in their fields. Family and community medicine 
and nursing specialty training programmes are common 
in the training systems of many countries but diverge 
in specific aspects. In Spain, the training for family and 
community medicine and nursing includes clinical skills 
and training in ethical values, commitment to patients, 
professional commitment to the specialty and to the 
National Health System, empathy and communication 
skills, new technologies and other aspects that may con-
tribute to quality professional practice [25, 26]. Both pro-
grammes include a training stay in a rural primary care 
setting.
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Multiprofessional Teaching Units of Family and Com-
munity Care are responsible for the quality training of 
future doctors and nurses as well as for the promotion of 
the teaching and research profile. The Multiprofessional 
Teaching Unit of Family and Community Care of Central 
Catalonia has a diverse typology of centres in accordance 
with the characteristics of the region itself. Some of the 
centres are located in an urban environment, while the 
vast majority of them are located in rural areas with a 
population of less than 7500 inhabitants, a density of 100 
inhabitants/km2 and specific population characteristics 
[27].

In Spain, the attraction and retention of health profes-
sionals in rural areas is also a major challenge. According 
to data from the General Council of Official Colleges of 
Physicians of Spain, in 2020, only 6.7% of registered doc-
tors in Spain worked in rural areas, even though these 
areas represent approximately 30% of the Spanish terri-
tory and have significant populations requiring medi-
cal care (15.9% of the Spanish population was registered 
in rural municipalities in 2020) [28, 29]. In Catalonia 
(Northwest Spain), the recruitment and retention situ-
ation of health professionals in rural areas is similar to 
that of the rest of Spain. In 2020, only 5.3% of registered 
doctors worked in municipalities with fewer than 5,000 
inhabitants [30]. There are no studies in the territory that 
have analysed the reasons why, despite high satisfaction 
in the specialty programme [31], there is low retention. 
Knowing the reasons, motives and experiences of resi-
dent doctors and nurses who train in family and com-
munity care is useful when making recommendations for 
the implementation of effective strategies to improve the 
retention and loyalty of these professionals in the region 
where they completed their residency.

This study can provide valuable information on the fac-
tors that influence the decision of health care residents 
to work in rural areas as well as on the strategies that 
can be used to retain them. In addition, it can provide 
a complementary and novel perspective since the per-
spectives of doctors and nurses are combined in a single 
investigation, which can enrich the understanding of the 
phenomenon.

This study aims to explore the attitudes and percep-
tions of internal medicine residents and internal nurse 
residents trained in a rural teaching unit on factors asso-
ciated with recruitment and retention, including the role 
of the specialty training programme.

Methodology
Design
A qualitative study was conducted to explore and under-
stand the issues based on the individual experiences of 
the participants. This design is suitable for obtaining a 
deeper understanding of practice in applied disciplines 

and is especially relevant when the goal is to understand 
the perspective and experience of participants [32]. It 
also allows us to obtain research data in a specific context 
[33].

Participants
The participants were resident doctors and nurses who 
were in their final year of training in family and commu-
nity medicine from the teaching unit of central Catalo-
nia. There were no exclusion criteria. Participants were 
selected using purposeful sampling [34] based on prag-
matic and convenience criteria such as feasibility, interest 
and time until data saturation was obtained [35]. Par-
ticipants of different ages, genders and geographic back-
grounds were included to cover all ranges of experience 
[36].

Data collection
Data were collected using semistructured interviews. 
The research team prepared a set of interview questions 
relevant to the objectives of the study, including the fol-
lowing questions: Based on your experience, what barri-
ers and facilitators do you identify regarding recruitment 
and retention in the centres of central Catalonia? In your 
opinion, how has the training process been in the family 
and community residency?

Recruitment of participants was carried out by the 
teaching unit that had data on the final-year residents. 
From these records, students were approached according 
to the criteria of access, their interest in participating and 
the relevance of the study topic to their experience. All 
residents (n = 29) were invited to participate, and 13 resi-
dents agreed to be included in the study. Residents who 
showed interest in participating were contacted by tele-
phone to schedule the interview. Initially, 11 participants 
were interviewed. Then, two additional participants were 
interviewed until data saturation was achieved (n = 13), as 
we needed to ensure that we gathered sufficient informa-
tion and insights for a comprehensive understanding of 
the research topic.

The interviews were carried out by the PI between 
April and May 2022. We chose to conduct interviews 
via videoconference due to the wide dispersion of the 
region and to facilitate accessibility. The interviews were 
recorded with the permission of the participants using 
the Microsoft Teams communication platform provided 
by the Catalan Institute of Health. During the interviews, 
follow-up questions were asked to encourage partici-
pants to provide additional details about their perspec-
tive. Participants were recommended to participate in 
the interview in a quiet place without interruptions to 
ensure confidentiality. The interviews lasted a minimum 
of 35  min and a maximum of 55  min. The interviews 
were conducted in Catalan or Spanish, the two official 



Page 4 of 12Tort-Nasarre et al. BMC Medical Education          (2023) 23:662 

languages of Catalonia, and transcribed into Catalan. 
Subsequently, the interviews were returned to the partic-
ipants for approval of the content. All of the participants 
accepted the content of the interview.

Data analysis
The data were analysed using thematic analysis [37] sup-
ported by Atlas.ti v. 9. Patterns were identified in the col-
lected data, and themes were organised systematically to 
meet the research objectives [33]. The PI was responsible 
for analysing the data because of her experience in quali-
tative analysis. Likewise, the PI maintained a constant 
review process with a colleague external to the team and 
thus ensured the validity of the study. The entire process 
was explained to the research team, and consensus was 
obtained when necessary.

The process involved several steps. First, the PI familia-
rised herself with the data by listening to the recordings, 
transcribing them, and carefully reading and rereading 
the transcripts. Then, the PI identified meaning units 
that were relevant to the research objectives, generated 
codes, and explored relationships among them. Next, she 
grouped the codes into abstract themes and defined the 
boundaries of each theme. The PI identified six themes, 
which were composed of meaning units and formed the 
primary structure for the analysis. Finally, the research 
team organised the themes and subthemes and wrote the 
research report.

Rigor criteria and ethical considerations
This study met the criteria for credibility, transferability, 
dependability and confirmability to ensure trustworthi-
ness in qualitative research [38]. The interviews were 
conducted by the PI, who was an RN, PHD in nursing. 
She worked in primary care and served as a lecturer in 
the Nursing Degree Program at the university. There was 
no prior relationship between the PI and the project par-
ticipants. The PI had extensive experience in qualitative 
methodology. The PI recorded her impressions during 
the process of conducting the interviews and analysis 
to ensure maximum objectivity in the procedure. The 
research team made constant revisions to the analysis 
process to ensure qualitative validity. The COREQ check-
list was used to run and evaluate the study [39].

The study was approved by the University Institute for 
Primary Care Research (IDIAP) Jordi Gol i Gurina Clini-
cal Research Ethics Committee (Code 22/048-P). All par-
ticipants signed an informed consent document. Data 
confidentiality and anonymity were ensured through-
out the process by assigning each participant an alpha-
numeric code.

Results
Thirteen residents in their final year of training in the 
specialty of family and community medicine and nurs-
ing at the Central Catalonia Teaching Unit participated 
in the study. Table 1 shows the main sociodemographic 
characteristics of the participants. Of those interviewed, 
5 (38%) stayed to work in central Catalonia.

The results of this study were based on six themes that 
emerged in the thematic analysis of the data (Table 2).

Factors related to the training programme
Participants highlighted the advantages of training in a 
rural area, such as individualisation in learning.

Table 1  Sociodemographic data
Participant Profession Gender Age Preference 

in selection 
of specialty

P1 nurse female 29 second
P2 nurse female 26 first
P3 nurse female 25 second
P4 nurse female 25 first
P5 doctor female 29 second
P6 doctor female 29 second
P7 doctor male 31 second
P8 doctor female 29 first
P9 doctor female 34 first
P10 doctor female 28 first
P11 doctor female 45 second
P12 doctor female 28 first
P13 doctor female 28 first

Table 2  Themes and subthemes
Theme subtheme
Factors related to the training 
programme

Individualised training
Mentoring process
Shifts and on-call duty

Factors related to the characteris-
tics of the family and community 
specialty

Previous training
Disrepute of family doctors
Generalist specialty, indepen-
dence and longitudinality
Doctor‒nurse/patient relationship
Patient-centred model
Teamwork
Bureaucracy
Short patient time

Factors related to the concept of 
rural life

Adaptation into the community
Rural lifestyle

Family and relational factors Family ties
Having a partner

Economic and resource factors Economic incentives
Cost of living

Factors related to recruitment and 
job opportunities.

Types of contracts
Nursing specialty and loss of tal-
ent and demotivation
specific pool of specialists
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I chose Central Catalonia as an option. I had been 
told that the training of doctors was good because it 
has a smaller hospital and the family resident had 
more prominence in the different specialties, and 
that made me decide to come. P5.

They had opportunities to be in a teaching unit with few 
residents.

Because it is small and rural, I am the only resident, 
and the teaching is at an individual level, and you 
see everything in first person. There is very good feed-
back that perhaps if there were more residents would 
not be so personalised, and you can get involved 
and participate a lot in the activities of each service 
where you go. P5.
You get individual treatment. I’m not just nurse 
number 130, but I’m XX, and I am valued and 
empowered. P2.

The majority of residents, both doctors and nurses, posi-
tively assessed the mentoring process for their learning.

I have been fortunate to have a very good tutor on a 
personal and professional level. I have learned a lot, 
and she has given me a lot of confidence to discuss 
any questions I have. P5.

However, they also explained how this relationship influ-
enced retention.

If you don’t have a good relationship with the tutor, 
if you have a fairly negative experience, that makes 
you not want to stay. P6.

Among the learning activities in the context of profes-
sional practice, the shifts in different hospital clini-
cal units were highly appreciated by both doctors and 
nurses.

You learn a lot on shifts. It completes your training. 
And then on a day-to-day basis, because you’ve seen 
so much, you can deal with it. P1.

They valued the purpose of the shifts to better under-
stand the area’s resources.

We have to go through the different services because 
we have to know what is acute or what is chronic 
and those that can be made acute, what we can do 
from the primary care centre. In the end, we are the 
ones who refer the different services, or we can also 
solve problems in the primary care centre. P5.

They also pointed out that doing hospital on-call duty 
provided them with security to treat critical illnesses in 
rural areas.

Because then if I find a serious case in the primary 
care centre, we have a little more back-up. Because 
few come to me, but when they do, it’s good to know 
what to do. P6.

Factors related to the characteristics of the family and 
community specialty and personal motivations
The participants explained their reasons for choosing the 
family specialty. All the nurses had studied primary care 
subjects during their nursing degree curriculum, and 
they explained how this previous training experience 
was crucial when choosing their specialty.

I was going to study mental health; it was my goal 
but for my last internship in my fourth year I went 
to a rural primary care centre and there I fell in love 
with primary. P2.

On the other hand, not all the doctors had taken specific 
primary care subjects during their university training 
and believed that this could later influence them in not 
choosing this specialty.

You have cardiology, nephrology, and digestive medi-
cine, but there is no family medicine. If everything 
that it covers were really explained, there would not 
be this kind of rejection, in inverted commas. I have 
to say that family medicine is the last thing to be 
chosen because it is for those who had bad results in 
the internal medicine residency. P8.

The participants said that for a subject within the cur-
riculum, it would help to have more doctors who would 
want that specialty.

If a course of study were made, we would lose the 
idea that the family doctor is the doctor who does 
not have a specialty because he or she touches upon 
everything and knows nothing in depth. P8.

Another characteristic that the participants consid-
ered was the disrepute of family doctors and how this 
aspect may influence the poor recruitment of family 
professionals.

I think what has gone wrong is the belief that good 
doctors work in the hospital and bad doctors stay in 
primary care. P8.
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However, despite the discrediting of the specialty among 
the medical community and socially, this did not deter 
them from choosing the specialty.

There really is a lack of prestige, and I think it comes 
from the previous era, when people finished their 
degree and were already primary care doctors with-
out a specialty. And people have kept this particu-
lar idea. It is not global, not everyone thinks so, but 
there is a kind of thinking that the primary care doc-
tor is the idiot who did not want to do a specialty. 
P10.

Therefore, although many of them already had previous 
experience in primary care and motivations for choosing 
the specialty, during the residency period, they identified 
characteristics of primary care that could be related to 
retention and willingness to practice, such as the general-
ist approach.

I wanted a specialty that covered a lot, not focusing 
on being an eye doctor, but something of the whole 
body, not just centred around one area. The vari-
ability that family medicine gives you, that you don’t 
know what you are going to get the next day. I like 
variety. P10.

They discovered the extent of primary care as a specialty, 
including aspects such as professional independence and 
longitudinality.

In family medicine, you are lucky enough to have 
the chance to specialise in one thing or another, and 
then you also have all this part of minor surgery 
techniques, injections and ultrasound scans, which 
is also something this allows you to do. P8.
We also have our independence to do things. So 
that’s what I take away most - I have been surprised 
in that sense. P3.
I must emphasise the importance of the relation-
ship you have with the patient and the importance 
of following up with the patient, of knowing what 
has happened to them. I find this very important 
for health care because if you give them medication 
but the next day something happens because of the 
medication, for example, you give them an antihy-
pertensive because they have low blood pressure, 
cramps in their legs or they sweat at night…. you can 
be reached, and you are accessible for them to call 
and say, look, I have not been doing well, or I want to 
stop taking the pills. Well, that is very important for 
you to know. P5.

They specified the importance of the doctor‒patient 
relationship in primary care and of the holistic perspec-
tive of the person and the environment as an aspect that 
favours the relationship.

I have seen the doctor‒patient relationship at a later 
stage. The way you relate to the patient and know 
their family is very important. At a social level, this 
has been more of a discovery now in the residency. 
P13.
Seeing the environment where the patient lives helps 
you to understand more about what they sometimes 
explain. When you see them in the environment 
where they live, you can understand the difficulty, 
the other person’s problem, the experience of living 
with a disease, etc. I believe that what makes fam-
ily medicine special is knowing the patient’s environ-
ment. P8.

Both doctors and nurses emphasised the patient-centred 
model in the family and community setting.

I have seen that individualisation is kind of the 
essence because you know that not everything is as 
mechanical or as easy as the clinical practice guide-
line says, and it is more about adapting to the per-
son and the context. P13.

Furthermore, during the residency, both nurses and doc-
tors talked about the need to improve teamwork.

I think teamwork is very important for me. We are 
a very individualistic group, especially doctors, 
and we do not know much about teamwork. I have 
seen now that the work is very hierarchical. In other 
words, there has been teamwork, but more than 
teamwork, it has been more group work, something 
that is essential, that we need to incorporate in our 
day-to-day life and even more so in primary school. 
It is about sharing knowledge and different visions. 
We should be more decisive as a team, and I think 
there is still a lot to do. P13.

They also found negative aspects in daily tasks, such as 
the bureaucratic part of being a family doctor.

The bureaucratic part consumes a lot of your time 
and takes it away from the care part, and then you 
are also the gateway to all the frustrations of the 
patient with all the other specialists: if I have not 
been called by the traumatologist, I’ll take it out on 
you later. The ophthalmologist should have asked 
me for it, and he didn’t so I’ll take it out on you. And 
then there’s the issue of work discharges. I can’t deal 
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with it. It’s beyond me. P12.

They also felt limited by the little time that could be 
devoted to each patient.

In practice, I have found the time per patient to be 
totally insufficient. I find it practically impossible to 
monitor chronicity in 10 min. It gives me the feeling 
that I’m kind of postponing things I don’t know for 
later, for when I have time to look at the ones I’m 
not resolving because I don’t have time to think any-
more. For me, it creates discomfort in my day-to-day 
life to know that I am not doing things right and that 
I no longer have time to deal with things calmly. P12.

Factors related to the concept of rural life
The participants talked about their experience of living in 
a village in terms of adaptation and integration into the 
community.

Here in Osona, I have integrated very well and I feel 
very comfortable, both with the professional team 
and on a personal level, and that’s why I would like 
to stay. P5.
Most come, spend the four years and eventually 
integrate with the other residents but not with the 
community, not too much.

Some participants mentioned that they had come from a 
large city and were attracted to the rural environment.

I really like the rural lifestyle. I came from a super, 
super big city. There, you don’t know anyone, but 
here in the village, I really enjoy it because you get to 
know people and you become part of the community. 
P4.

Additionally, the participants had different opinions 
about the attraction of rural medicine and consequently 
about practising professionally in these areas.

I like it. I prefer rural areas over the city. I suppose 
that because of the proximity of the patients and 
because it is a small team, there tends to be more 
communication. P6.
I prefer the idea of an urban area. Maybe the kind of 
people you have to deal with isn’t ideal, but I don’t 
see myself working alone in a rural area. I like the 
idea of having more co-workers, having a fairly large 
centre where there are more people and being able to 
talk about things. P9.

Family and relational factors
One aspect that stood out notably was family ties as a 
reason for doctors and nurses to not stay and to return 
home.

They leave because they have family there. I under-
stand it. P8

The issue of not finding a partner in the area was also 
prominent for doctors and nurses.

Either you marry someone from here, or you won’t 
get them to stay. It is the link that would make them 
stay, but that is very difficult. P6.

Economic and resource factors
Some doctors mentioned that salary was not a motivat-
ing factor in choosing the specialty.

It is very clear to me that I did not study family med-
icine for the money that is earned. P3.

However, some participants stated that they had no eco-
nomic incentives to remain in rural areas; therefore, they 
preferred to go abroad where the economic conditions 
were better.

Perhaps they could do it, I don’t know, as some 
places in the south of France do: for five years you 
don’t pay taxes, they offer you a house to stay in, and 
if you have any problem with the issue of the offices, 
they help you with everything. P8.

In addition, some participants from other areas found 
that in the area where they studied, the cost of living was 
more expensive compared to the area they came from. 
They noted that the salary was not sufficient for living in 
this area.

The rent here is super expensive. Life is expensive 
here compared to where I am from, and the salary 
is not very high either. If you equate it with what you 
spend on rent and everything, it’s not that much. For 
example, in Murcia, they do earn much more. P1.
I need stability and to know that I am going to have 
a medium- or long-term contract that will allow me 
to sort out my life, not to be waiting. P3.

Factors related to recruitment and job opportunities
The participants noted that deciding on the near future 
was a complex and uncertain process. This organisational 
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situation put pressure on them to decide and was 
stressful.

The data showed a difference between medical and 
nursing staff in relation to the types of contracts. For 
example, doctors had more defined and clear contracts 
with more stable contractual conditions compared to 
nurses.

In principle, the offer is good; it is interim, and from 
what I have felt nursing is not that lucky. Nurses 
have very small contracts and are constantly hav-
ing to see if they will be renewed, possibly because of 
the need for more medical professionals who offer us 
better conditions. P5.

For nurses, the job offers were lacking or included short 
and uncertain contracts.

I would like to stay in the area where I am in train-
ing right now, but I am not being offered anything. I 
feel very sad. P4.
Maybe you have a chance to stay, but we can’t offer 
you a very big contract… they don’t give you much 
hope either, and you have to organise your life. I 
have to pay the rent and not wait to see if something 
falls into my lap. P3.

For some, a medium- or long-term contract would 
enhance retention.

I need stability and to know that I am going to have 
a medium- or long-term contract that will allow me 
to sort out my life, not to be waiting. P3.

The nurses perceived a dichotomy between initial 
expectations and job offers after completion of the resi-
dency. They experienced this as a loss of talent and 
demotivation.

They are doing it wrong because we are all leaving. 
They should act in your favour because they have 
already taught you and they have trained you. That’s 
worth money and, in the end, no, they don’t take you 
into account as they should. P1.

Another issue was a loss of economic resources and a 
lack of expert appraisal.

I don’t understand it because you have already been 
trained. You have more knowledge. And they don’t 
value it; they give you a contract just like that person 
without a specialty. It’s a waste of talent and money. 
P1.

Additionally, the time lag between the job offers and hav-
ing to make a decision limited retention and decreased 
the offer.

Maybe people will leave anyway, but I think that 
a percentage would stay if they had that time, let’s 
say, to make a decision, because it’s not like buying a 
t-shirt in one colour or another. I mean, it’s choosing 
your future career and where you are going to live. 
P3.

Additionally, some doctors stated that not being able 
to stay in the unit where they had been trained reduced 
their chances of retention.

Our management does not offer for us to stay in our 
health centre but in any centre in the region, and 
this is a limiting factor. I think that if they offer you 
your own centre and your familiar environment it 
would be much better, but to go to a health centre 
that you don’t know, it means you go to your own 
city and start there again. P10.

A negative aspect for nurses was the lack of specialty 
assessment and not having a specific pool of specialists 
to fill positions.

We do not have a specific pool, but it is true that I 
believe that this assessment, this plus, should be 
given. I think that should be considered when it 
comes to actually offering something at the end. P3.

This experience led the nurses to opt for other autono-
mous communities where the specialty was valued within 
the labour pool or where there was a specific pool of 
specialists.

Many of the resident nurses end up returning to their 
place of origin or to other autonomous communities 
in Spain where the specialty is valued both economi-
cally and when it comes to opting for a position or a 
longer contract. P3.
They come back also because there are communities 
where nursing salaries are much higher. So, if they 
do have a community where they also have a specific 
pool, they will hire you earlier and with a better sal-
ary, and you will also be close to home. P2.

Discussion
This study explored the factors related to the recruit-
ment and retention of family and community medicine 
residents in a rural area of Catalonia (Spain). In addition, 
the study aimed to determine whether the experiences of 
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the specialty training programme had a relationship with 
subsequent loyalty to the area where the residents were 
trained.

The decision of the residents to train in this rural area 
of Catalonia was, for most of the participants, a conse-
quence of the scores obtained on the internal medicine 
and nursing residency exams. Most internal medicine 
resident positions in family and community medicine 
and internal nursing resident positions in family and 
community nursing are chosen by the applicants with 
the lowest internal medical residency exam scores [5, 
37]. The positions offered in this geographic area are the 
last positions chosen in Spain. 53% chose the specialty 
of family and community medicine as their first choice 
compared to 46% who had other preferences. These data 
coincide with other studies showing that training in fam-
ily medicine is not among the best positioned preferences 
of students [1, 40].

The results of the study shows that the decision to 
work in rural areas is influenced by the convergence of 
various factors: the training programme, characteristics 
of the family and community specialty, concept of rural 
life, family and relational factors, economic and resource 
factors, and recruitment and job opportunities. These 
aspects identified by the participants should be con-
sidered as a whole set of intertwining factors and not 
in isolation since they provide a comprehensive view of 
the complex process involved in the decisions of future 
professionals.

Factors related to the training programme
There is a significant body of research on the impact 
of residency training on the choice to practice in rural 
areas [41, 42] Since this study was conducted in Spain, 
the results can contribute to a better understanding of 
whether there are other important factors that have not 
been previously studied. Most of the residents defined 
the training programme as rewarding and having signifi-
cant learning opportunities. Specifically, they highlighted 
the facilitating factors that allowed them to learn about 
the resources of the area, carry out shifts on different 
hospital equipment, and receive teaching during shifts. 
This reinforces findings from other studies [31]. The role 
of the tutor is fundamental because of the progressive 
assumption of responsibilities. The study also highlights 
the advantages of training in the rural environment, such 
as the opportunity to receive individualised training and 
to be part of small teams, to know the patients’ environ-
ment and thus better understand their health needs and 
to adapt the health resources offered by the rural envi-
ronment to these needs. However, rural settings can pres-
ent disadvantages for health care professionals, including 
smaller teams that limit diverse perspectives and knowl-
edge exchange. Limited resources in local centres lead to 

fewer services and restricted access to advanced technol-
ogy, specialists, and continuing education programmes. 
This narrow exposure to clinical situations and proce-
dures can impact professional development.

In addition, the participants identified the personal and 
professional relationships established during the training 
period as factors to be taken into account when assessing 
their professional future in the environment where they 
were trained. This can be both an advantage and a disad-
vantage depending on the quality and support provided 
by these relationships. Therefore, it is crucial to consider 
the nature of these relationships when evaluating the 
impact on residents’ professional trajectory.

Factors related to the characteristics of the family and 
community specialty
The results are consistent with other research studies that 
show similar findings. Previous training in primary care 
during undergraduate studies has been shown to be a 
motivating factor for choosing a specialty. In this regard, 
this training should be introduced into the educational 
curriculum in faculties where it currently has limited or 
no presence [43, [44].

Furthermore, general medicine may suffer from a repu-
tation of being undervalued and less prestigious com-
pared to specialised fields [43], which may discourage 
medical professionals from choosing this career path. 
This lack of recognition and societal appreciation may 
result in decreased professional satisfaction and motiva-
tion among general practitioners. Efforts should be made 
to promote professional development and recognition 
within the field to attract and retain talented individuals.

During the residency period, the participants discov-
ered aspects of primary care that they considered to be 
positive for the good professional development of the 
specialty and that could be related to the retention and 
professional practice of primary care. They also com-
mented on the presence of negative aspects, such as 
excessive bureaucracy in consultations and the lack of 
time dedicated to each patient. Other studies have also 
recognised these factors as negative aspects of the spe-
cialty [31, 44, 45]. In rural primary care, it is even more 
crucial to take measures to address the challenges related 
to bureaucracy, resource distribution, and patient-cen-
tred care models. These centres often face additional 
challenges due to the lack of infrastructure and available 
resources compared to urban centres.

Factors related to the concept of rural life
Residents identified the concept of the rural lifestyle as 
one of the determinants when deciding on their future, in 
accordance with other studies [46]. Cosgrave et al. (2019) 
analysed the social determinants of retention in rural 
areas and found that fulfilling life aspirations and interest 
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in rurality favoured retention. Students who have per-
sonal interests and values related to the rural lifestyle can 
overcome the perceived barriers and difficulties of being 
a rural doctor or nurse. Coming from a rural background 
is one of the strongest predictors of practising in rural 
areas. However, the results also suggest that coming from 
cities does not prevent individuals from finding rural life 
attractive [47].

Working on barriers as an inclusive aspect of the fam-
ily and community-based programme may lead to fewer 
doctors opting to leave. The results of the study showed 
that feeling like the doctor or nurse of the town sup-
ports retention in rural areas. Establishing a meaningful 
relationship with patients is valued very highly, but it is 
not enough to improve retention [13, 47, 48]. The rural 
lifestyle is a negative aspect when it is seen as a barrier 
to retention globally [18], so further research should be 
conducted on aspects that can make rural life attractive 
to young people.

Family and relational factors
The participants mentioned the difficulty of having family 
support to reconcile their personal and professional life if 
they stayed in rural areas after completing their residen-
cies. These results were also identified in previous stud-
ies [14, 49]. Feelings of isolation and a lack of integration 
are personal factors that were identified in other studies 
[50], and the current results point in that direction since 
friendships or support networks were identified as very 
important and fundamental for retention. It should be 
noted that the impact of the COVID-19 pandemic dur-
ing training influenced the ability to form bonds [51–53]. 
The experience of being in closed villages and the diffi-
culty of integrating during training may have been con-
sequences of the social impact of the pandemic. On the 
other hand, Handoyo et al. [54] showed that people with 
greater resilience perform better in rural areas.

Economic and resource factors.
The residents stressed that receiving economic and 

financial incentives could help them settle in remote 
areas [17, 55]. On the other hand, the cost of living in 
the rural area studied was high in comparison with other 
geographical areas in the rest of Spain. This resulted in 
many residents deciding to return to their area of origin 
where the cost of living was lower. This aspect is difficult 
to combat unless economic and fiscal incentive policies 
are put in place, such as housing subsidies, free public 
transport, and tax reductions for settling in rural areas. 
Similar strategies are currently being implemented by 
some governments to build pharmacist loyalty in rural 
areas [48]. However, for more effective retention, in addi-
tion to one-off financial strategies, personal and profes-
sional strategies that promote long-term recognition 
must be addressed [56].

Factors related to recruitment and job opportunities.
In terms of factors related to recruitment and job 

opportunities, there are significant differences between 
medical and nursing residents. While medical residents 
claim that they are offered the possibility of accessing sta-
ble interim contracts, the same is not true for nurses, who 
complain that they do not have the opportunity to access 
stable contracts. Nurses are among the health profession-
als with the lowest proportion of permanent contracts, 
standing at 25% during the first 4 years of employment in 
Catalonia [57]. Spain’s precarious employment of nurses 
and the emigration of nurses to work in other European 
countries or around the world during the last decades 
has been well documented in previous studies [58]. The 
situation for doctors is very different, as there is a high 
shortage of professionals, which leads them to be hired 
very quickly [3]. The results, however, show that bet-
ter planning of the supply would help people stay in the 
area and would give them the opportunity to stay in the 
same centre where they were trained. Although the nurs-
ing specialty programmes, specifically the family nursing 
programme, show positive results in terms of professional 
skills acquired, the nursing residents themselves indicate 
that they do not feel sufficiently recognised because they 
do not have a specific score valued for entry into public 
health service provider companies. This exacerbates their 
feelings of frustration and dissatisfaction [48].

Limitations
This study has some limitations. The study design was 
qualitative; therefore, it was not possible to quantify the 
results of the training experience and its link to reten-
tion. Furthermore, the research examined perceptions 
and attitudes towards retention and the possible relation-
ship with the training programme. A future study with a 
mixed methodology could achieve a more detailed analy-
sis of the aspects that could be included in the training 
programme to promote better acceptance of the rural 
environment.

The study only included residents’ perspectives. A 
broader investigation including other people, such as 
tutors, policy-makers and academics, could be useful 
to complement the data. Likewise, a longitudinal study 
could complete our knowledge of the barriers and facili-
tators found over time regarding professional practice in 
rural areas.

Conclusions
Rural-trained family and community medicine and nurs-
ing residents are satisfied with the specialty programme 
and with primary care but experience a wide range of 
uncertainties in deciding on their professional future in 
terms of living in villages, family support, financial and 
economic support, and recruitment. They also propose 
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the implementation of more established retention strat-
egies. Overall, this study contributes to the literature by 
providing a comprehensive analysis of the factors that 
influence the recruitment and retention of health care 
professionals in rural areas, as demonstrated in the con-
text of family and community medicine in Spain. The 
identification of key themes, insights into perceptions 
and attitudes, and consideration of individual and struc-
tural factors offer valuable knowledge to inform strategies 
aimed at retaining doctors and nurses in rural areas. This 
study opens the way for the development of interventions 
in the field of health management and teaching to pro-
mote better retention in rural areas where health work-
ers have been trained and introduces ways to address the 
shortage of health care professionals.
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