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CAREER REENTRY HAS BEEN

defined as returning to pro-
fessional activity following
an extended time lag after

one has been trained or certified. We
report on several factors that may con-
tribute to decisions to take leave from
clinical practice and the challenges
that individuals may face during the
reentry process.

CLINICAL INACTIVITY
AND REENTRY
At various points in their clinical
careers, physicians may encounter cir-
cumstances that compel them to take
an extended leave from their clinical
careers or contribute to their decision
to do so. Historically, women are
more likely to experience clinical
inactivity and reentry because of soci-
etal expectations that women tempo-
rarily or permanently cease clinical
practice when starting families or
when family members become ill.1

However, clinical inactivity and reen-
try can no longer be viewed solely as
women’s issues. Shifts in societal atti-
tudes toward shared domestic respon-
sibilities for men and women, changes
in the practice, management, and
delivery of health care, and increasing
numbers of health care practitioners
in nonclinical careers make clinical
inactivity and career reentry impor-
tant career matters for all health care
professionals. Because much of the
current literature on clinical reentry
has focused on the nursing profes-
sion, we also report these results
when appropriate.

Caretaking and Relationship Issues
The dual demands of balancing a clini-
cal career and familial needs often lead
to career interruptions among health
care professionals. A survey of 69 re-
entering female nurses in south Aus-
tralia found that 48% of them tempo-
rarily left their careers because of
caretaking issues.2 Similar trends have
been noted in other areas of medicine.
In a 1996 survey3 of 656 physicians,
90% of 307 women had made career
changes to care for their children,
whereas 50% of 349 men reported hav-
ing made such changes. The most fre-
quent career changes included work
and practice type, a decrease in hours,
and discontinuation of clinical ca-
reers.3 Another study4 has shown that
female physicians are twice as likely to
interrupt their careers to accommo-
date their partners’ careers, especially
in the case of dual-physician relation-
ships.

Although these results indicate that
women are more likely to experience ca-
reer interruptions, recent research re-
veals that younger cohorts of male phy-
sicians also take on multiple roles and
express intentions to adjust their ca-
reers accordingly. One study5 found that

younger male physicians are twice as
likely as their older counterparts to
arrange their careers to accommodate
children or marriage. Additionally, the
Family and Medical Leave Act allows
employees of certain businesses to take
up to 12 weeks of unpaid leave for per-
sonal or familial issues. Although data
on Family and Medical Leave Act use are
not tracked by profession, the act’s ben-
efits may encourage male and female
physicians to temporarily interrupt their
careers. In fact, 29% of surveyed US men
and women report that it is very likely
that they will need to take family leave
during the next 10 years, and 51% say
that it is somewhat likely.6

Personal Illness
In addition to caring for family mem-
bers, male and female health care pro-
fessionals may take extended leave be-
cause of personal illness. For instance,
16 of 69 reentering Australian nurses
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Women and men who reenter clinical practice after a period of clinical in-
activity often face personal, professional, and institutional obstacles. Al-
though many associations and academic medical institutions realize the criti-
cal importance of retaining and promoting highly qualified individuals, it is
equally important for health care professionals to have the opportunity to
return to a successful professional career following extended clinical inac-
tivity. Here we provide a review of factors that may contribute to clinical
inactivity, discuss challenges associated with the reentry process, describe
current reentry efforts, and propose recommendations for future directions.
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reported leaving their clinical practice
because of health-related reasons.2

Substance abuse disorders, mental
health ailments, and physical illness are
among the conditions that may contrib-
ute to extended absences.7,8 A 2001 Na-
tional Institute on Drug Abuse report9

states that surveys and research in the
early 1990s indicated that health care
practitioners probably experience sub-
stance abuse, including alcohol and other
drug misuse, at a rate similar to rates in
society as a whole (8%-12%). Accord-
ing to the American Nurses Associa-
tion, approximately 1 in 12 nurses in the
United States has alcohol- or other drug-
related problems that are serious enough
to impair practice.10

As in other groups, depression is
prevalent among health care profes-
sionals. Rates of clinical depression
among medical interns are reportedly
between 27% and 30%.11,12 Among prac-
ticing physicians, a 1999 study13 found
that 19.5% of 4501 US female physi-
cians reported a history of depression.

Career Dissatisfaction
Recent changes in the health care sys-
tem have affected the careers of male and
female health care professionals. High
degrees of stress, burnout, and career dis-
satisfaction have all been docu-
mented.14 Additionally, there are sig-
nificant disparities in income and
leadership representation between male
and female physicians.1,15 For instance,
although women will constitute more
than 30% of the physician population by
2010, they remain underrepresented in
the upper echelons of academic medi-
cine.1,16 In 1999, women accounted for
only 10.6% of full professors.17 Simi-
larly, the 1997 net median unadjusted
income of male and female nonfederal
physicians showed that male physi-
cians earned $55000 more annually than
their female counterparts.18

Women health professionals are also
more likely to encounter sexual harass-
ment. A 1993 poll1 conducted by the
American Medical Association found
that 42% of 2300 female physicians ex-
perienced sexual harassment in their
medical practice. Other studies19,20 have

highlighted the greater prevalence of
sexual harassment among female health
care professionals compared with male
health care professionals. A 1993
study19 of internal medicine residents
showed that 73% of the female resi-
dents reported being sexually ha-
rassed at least once during medical
training, whereas only 22% of male resi-
dents reported such incidents.

The disparities in leadership repre-
sentation, income, and sexual harass-
ment are of particular concern, since fe-
male nurses and physicians report
career dissatisfaction caused by a lack
of autonomy and a perceived lack of
promotional opportunities at greater
rates than their male counterparts.14,21

Hence, the so-called glass ceiling that
is reflected by these figures not only
highlights the sex bias that is preva-
lent in the health profession but also
may function to discourage women
from continuing their clinical careers.

Alternative Careers
Many health care professionals may dis-
continue their clinical careers or take
an extended leave to pursue other pro-
fessional interests. Approximately
41243 of the 650899 nonfederal phy-
sicians in 1999 reported that they were
engaged in nonclinical professional ac-
tivities.22 Common nonclinical activi-
ties include earning additional de-
grees, political work, volunteering,
management, teaching, policy mak-
ing, or entrepreneurial ventures.

CHALLENGES FACED IN THE
PROCESS OF REENTRY
In the absence of a database that tracks
the number of reentering clinicians, de-
termining the actual number of clini-
cians returning to their careers follow-
ing an extended absence is difficult.
Nonetheless, several studies2,23,24 have
provided insight into the needs of this
group. Reentering nurses have re-
ported high levels of anxiety and low
self-esteem as they embark on the con-
tinuation of their careers.2 Not only must
reentering clinicians cope with stress-
ors associated with reviewing and up-
dating their knowledge content and

clinical skills, but also they must face a
professional and institutional climate
that often lacks the necessary support.
Health care professionals are further
challenged by the reentry process be-
cause of a dearth of information on re-
entry programs and a lack of men-
tors.23 In addition, women who return
to practice following childbearing may
be stereotyped by colleagues as being less
dedicated than men.1 Men who have ad-
justed their clinical careers to accom-
modate family responsibilities face the
risk of being judged similarly. Reenter-
ing health care clinicians whose li-
censes have been revoked for reasons
such as demonstrated deficiencies in
clinical practice, substance abuse disor-
ders, or inappropriate or disruptive
methods of relating to colleagues are of-
ten distrusted by their colleagues.9,25,26

EXISTING REENTRY EFFORTS
Biomedical Research
Reentry Programs

The Office of Research on Women’s
Health of the National Institutes of
Health offers a program that is de-
signed to facilitate a smooth reentry
process for women and men who have
taken extensive leave from their bio-
medical research careers. Compo-
nents of this program include close
mentoring relationships, an awards sys-
tem, and mechanisms for program
evaluation and improvement.27 This ini-
tiative conducted needs assessments be-
fore and 3 years after the program’s es-
tablishment. The assessments unveiled
salient barriers, such as family respon-
sibilities, lack of research funds, and ab-
sence of role models, shared by men and
women across ethnicity, culture, and
scientific discipline.28 The results of the
assessments also indicated the critical
importance of expanding recruitment
and advertising efforts to audiences who
do not have strong ties or associations
with the institution offering the reen-
try program.27

Reentry Programs for Nurses
The American Association of Colleges
of Nursing surveyed its member nurs-
ing schools in 2001 as a step toward ad-
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dressing these challenges. Of the 294
responding schools (54%), 23% indi-
cated that they offer refresher continu-
ing education courses. An additional
13% stated that they were considering
offering such courses (American Asso-
ciation of Colleges of Nursing, RN Re-
fresher Courses: Survey of Member
Schools, unpublished data, 2001). Al-
though a number of nursing reentry
programs have been established
throughout the United States, Great
Britain, and Australia,3,29-32 without a
centralized directory of nursing reen-
try programs, providing the actual num-
ber of such initiatives is impossible.

Although much of the literature on
nursing reentry describes reentry pro-
grams in terms of content rather than
final outcomes, some studies31 have
evaluated program outcomes in terms
of successful return to nursing prac-
tice. Among the reentry courses that
were evaluated during the 1990s, the
percentage of respondents who re-
ported resuming nursing practice on
completion of reentry programs ranged
from 70.2% to 97.4%.29-31,33 Employ-
ment settings included acute care, out-
patient care, long-term care, commu-
nity health agencies, schools, physician
offices, and home health care.31

Important components, as de-
scribed by participants and develop-
ers of nursing reentry initiatives, in-
clude individually preceptored clinical
opportunities, close collaboration
among nursing practice and nurse edu-
cators in planning and delivering the
programs, opportunities for peer sup-
port and networking, resume writing
and marketability skills development,
instruction that combines theory with
clinical practice, and continual assess-
ment throughout the planning, deliv-
ery, and evaluation phases.2,29-31,33 A ma-
jor limitation shared by several reentry
programs includes a lack of effective,
widespread strategies for the recruit-
ment of program participants and dis-
semination of program information.33

Reentry Programs for Physicians
Few reentry programs exist for return-
ing physicians. However, several phy-

sician retraining initiatives were devel-
oped during the early to mid-1990s,
when a physician workforce projec-
tion predicted a shortage of generalist
physicians and a surplus of specialist
physicians.32 Many managed care and
academic medical institutions began to
explore physician retraining as an op-
tion for addressing this projection.34 Un-
like reentry, retraining generally in-
volves moving into a new clinical area
or augmenting prior professional skills.
Various task forces and working groups
were formed to strategize the develop-
ment of programs to retrain practicing
internal medicine subspecialists in the
competencies and delivery of primary
care. A directory of established and pro-
spective programs was published by the
Pew Health Professions Commis-
sion35 in 1994. A number of these re-
training initiatives have since been dis-
continued or were never implemented.
A recent effort to update this directory
revealed that many of these retraining
efforts were discontinued because of a
lack of funding, a lack of interest in re-
training among subspecialists, turn-
over among key staff, or a resulting phy-
sician workforce distribution that was
inconsistent with prior projections,
namely, a predicted surplus of subspe-
cialists.34

Most of the reentry programs for phy-
sicians target mainly impaired physi-
cians who are at risk of losing practice
privileges and use an individualized ap-
proach to facilitate the reentry of inac-
tive physicians, which involves a diag-
nostic assessment of the educational and
clinical needs of the returning physi-
cian and is followed by recommenda-
tions based on these initial evaluations.
For example, the University of Florida
Comprehensive Assessment and Reme-
dial Education Center evaluates the
medical knowledge and clinical decision-
making skills of each physician and as-
sembles the results into an “educa-
tional prescription.”36 Similarly, the
Colorado Personalized Education for
Physicians program provides a 2- to
3-day assessment of medical knowl-
edge, clinical reasoning, conceptualiza-
tion, and communication that is fol-

lowed by 6 to 12 months of focused
education.37 Other programs provide
educational sessions, mentoring, and
posteducational assessments in addi-
tion to diagnostic evaluations. Ex-
amples of such programs include the
Physician Evaluation, Education, and
Renewal Program of the Oregon Medi-
cal Association and the Physician Pre-
scribed Educational Program at the State
University of New York (Syracuse).37

Although longitudinal data on these
programs are unavailable, many phy-
sicians have been involved in these pro-
grams since their establishment. For ex-
ample, the Colorado Personalized
Education for Physicians and the Phy-
sician Evaluation, Education, and Re-
newal programs have served more than
330 and 42 physicians, respectively,
since 1990, and the State University of
New York has served approximately 42
physicians since 1994.37

RECOMMENDATIONS FOR A
NATIONAL CLINICAL PRACTICE
REENTRY PROGRAM
To address the issue of career reentry
among health care professionals, the Of-
fice on Women’s Health convened the
National Task Force on Reentry into
Clinical Practice for Health Profession-
als in 2000. With representatives from
federal agencies, academic medical in-
stitutions, and professional organiza-
tions, the task force has explored strat-
egies for developing a national reentry
program that will systematically ad-
dress the personal, professional, and in-
stitutional obstacles that health care
professionals encounter during reen-
try. Using findings from the existing lit-
erature, lessons learned from reentry
initiatives, and outcomes from the first
2 task-force meetings, the National Task
Force on Reentry into Clinical Prac-
tice for Health Professionals has pro-
posed the following set of recommen-
dations for a national clinical practice
reentry program.

Conduct a National
Needs Assessment
National data on the number of inac-
tive health care professionals who in-
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tend to reenter their clinical careers are
unavailable. The collection of such data
would allow for the scope and extent
of clinical inactivity and reentry among
health care professionals to be de-
fined. Equally important is the need to
collect information on salient issues
faced by reentering health care clini-
cians, including those that differ by and
are shared across ethnicity, culture, and
specific discipline. Information un-
veiled by such an assessment would
provide guidance in the development
of a national initiative on reentry into
clinical practice.

Develop an Institutional Database
Health professional institutions should
explore methods for monitoring clini-
cal inactivity and reentry within their
clinical settings. Additionally, efforts
should be made to track Family and
Medical Leave Act use by profession and
sex. Such data will enable reentry pro-
grams to further assess the scope and
needs of reentering clinicians.

Create a National Directory
of Reentry Programs
A centralized, regularly updated direc-
tory of reentry programs can serve as
a useful source of information for cli-
nicians who are interested in reenter-
ing their field but are unaware of avail-
able resources.

Explore How Lessons Learned
From Nursing Reentry Programs
May or May Not Apply to
Physician Reentry Programs
The task force recognizes that al-
though there are significant differences
between the competencies of nurses and
physicians, nursing reentry programs are
much better established than those for
physicians. Thus, they can provide valu-
able insight for the development of a na-
tional reentry initiative. Specifically, the
task force believes that lessons learned
from program development, recruit-
ment strategies, and evaluation meth-
ods of nursing reentry initiatives may be
applicable to those for physicians. The
task force also recommends that the ap-
plicability of nursing reentry programs

to physician reentry programs be fur-
ther examined.

Widely Advertise and Recruit
for the Program
Broad-basedrecruitmentmethodsshould
be identified and implemented and may
include advertising reentry programs
through television, radio, the Internet,
and professional and lay publications.
Informational letters may also be auto-
matically sent to clinicians who do not
renewtheir licenses,althoughmanyphy-
sicians do not renew their state licenses
because they have either moved or
retired.Sucheffortswill address thechal-
lengeof informingreenteringhealthcare
professionals of available programs.

Conduct Program Evaluations
Evaluations of programmatic activi-
ties and outcomes can enable the con-
tinual improvement of effective pro-
gram components and aspects that may
require revision. A combination of for-
mative and summative evaluation meth-
ods can be useful to evaluate program
components and outcomes. Examples
of program outcomes include pro-
gram completion, employment on pro-
gram completion, longevity of employ-
ment on graduation, and career
satisfaction. Lessons learned should be
disseminated to the broader health care
professional community to promote in-
formation sharing among current and
prospective reentry programs and in-
crease awareness of issues surround-
ing clinical inactivity and reentry.

Explore How Reentry Programs
Can Address Educational
and Personal Needs
Because reentering clinicians are of-
ten faced with educational needs and
personal challenges, reentry programs
must address mentoring components,
strategies to enhance self-esteem and as-
sertiveness, and revoked licensure is-
sues in addition to providing clinical
and didactic components that can in-
clude completing computer and dis-
tance education, attending grand
rounds, and establishing formal shad-
owing or preceptorships. Health plan

organizations must be consulted to en-
sure that reentry programs meet their
established standards and credential-
ing requirements. Furthermore, mecha-
nisms must be implemented to de-
crease the stigma and stereotypes that
often persist among the health care pro-
fessional community regarding clini-
cal inactivity and reentry. To promote
an institutional culture that is accept-
ing of reentering health care profes-
sionals, false and negative perceptions
unfairly associated with these individu-
als must be addressed and changed.

Make Reentry Programs
Mandatory After a Certain
Time Away From Practice
To maintain public confidence, ensure
public safety, and maintain the compe-
tencies and confidence of reentering
health care professionals, the task force
recommends that reentry programs be-
come mandatory for clinicians who have
been away from clinical practice for an
extended period. The specific time away
from practice and the required compe-
tencies should be determined by the 24
member boards of the American Board
of Medical Specialties and the Ameri-
can Nurses Credentialing Center, in con-
junction with state licensing boards.

Address Health Disparities
As a step toward addressing the health
care needs of the underserved in the
United States and fulfilling the mission
of the US Department of Health and Hu-
man Services, the task force recom-
mends that graduates of a federally
funded reentry program consider serv-
ing or be required to provide their ser-
vices to an underserved community for
at least 1 year after graduation. Similar
“payback” programs are administered by
the Health Resources and Services Ad-
ministration of the Bureau of Health Pro-
fessions. For instance, the National
Health Services Corps and the Nurse
Education Loan Repayment Program are
federally funded programs that pro-
mote health professional development
while ensuring clinical services to un-
derserved communities.38 These pro-
grams offer new graduates of health care
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professions loan repayment in ex-
change for full-time service for at least
2 years in a medically underserved com-
munity or designated facility facing a
nursing shortage.38 There is govern-
ment oversight of these programs, and
the career pathways of the graduates are
followed. Funding of these programs can
be adversely affected if graduates do not
fulfill their obligations. Thus, the pro-
grams are encouraged to work with their
graduates to meet these requirements.

The Task Force on Reentry into
Clinical Practice recognizes that many
health care professionals may inter-
rupt their clinical careers because of
multiple roles and family reasons.
Therefore, the task force recommends
that reentry programs that have re-
ceived federal support explore flex-
ible options for delivering health care
to underserved communities, such as
not requiring full-time work or relo-
cating to a new area. For instance, re-
entry programs may develop partner-
ships with local community-based
organizations and clinics for reentry
graduates to be able to provide ser-
vices without enduring extreme hard-
ships to their personal or professional
lives.

FUNDING
Although the task force has not spe-
cifically addressed the funding of re-
entry programs, this issue is central to
the development and sustainability of
reentry initiatives. Several factors that
function as barriers to adequate fund-
ing of reentry programs include lim-
ited public information about the out-
comes of reentry programs, the
resource-intensive nature of reentry
programs (funds are needed for teach-
ing, mentoring, supervision, adminis-
tration, record keeping and tracking,
and evaluation), and a lack of standard-
ized curricula or an officially recog-
nized national accreditation process for
reentry programs. Many nursing and
physician reentry programs are funded
by the supporting institution or pro-
gram participants who must finance
their own costs, which may serve as a
barrier for reentering clinicians who

lack the means necessary to finance re-
entry programs.29,37 Additionally, the
lack of specific funding mechanisms in-
hibits the growth of training pro-
grams.39 Federal funds are not desig-
nated for clinical practice reentry
programs. It may take joint efforts of
public and private agencies and orga-
nizations to advance the development
and evaluation of reentry programs.

CASE COMPETENCIES
Today, public demand for the account-
ability of physician clinical perfor-
mance has in part stimulated the Ameri-
can Board of Medical Specialties to call
for all its 24-member boards to reex-
amine their recertification policies and
procedures.40 The American Board of
Internal Medicine and the American
Board of Pediatrics. Both boards are
moving toward adopting recertifica-
tion policies that will require physi-
cians to demonstrate competencies in
several areas, such as medical knowl-
edge and clinical skills. Many hospi-
tals and insurance plans require pro-
viders to be licensed on completion of
residencies. However, no board re-
quires reentering clinicians to com-
plete a full residency after an ex-
tended period away from clinical
practice. In many states, physicians can
maintain a valid license without engag-
ing in any clinical practice.

CONCLUSION
Reentry poses a challenge for women
and men; thus, these initiatives are in-
tended to “humanize, not feminize,” the
profession.41 Through such efforts, we
hope that all reentering health care pro-
fessionals will have the opportunity to
continue to provide compassionate and
quality health care while prospering in
their clinical careers and personal lives.
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The mountains are fountains of men as well as of riv-
ers, of glaciers, of fertile soil. The great poets, phi-
losophers, prophets, able men whose thought and
deeds have moved the world, have come down from
the mountains—mountain-dwellers who have grown
strong there with the forest trees in Nature’s work-
shops.

—John Muir (1838-1914)
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