Female Physicians: Balancing Career and Family
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inding an acceptable balance between career and

family is a difficult challenge for many physi-
cians. Medicine is a profession in which dedication to
the wellbeing of others is of paramount importance.
Careers in medicine historically demanded a selfless
emphasis on caring for one’s patients, sometimes at
the expense of one’s marriage, children, and personal
life. Such a skewed focus worked more easily in the
past when the vast majority of physicians were men.
When male physicians spent long hours at work or
traveling to meetings, their wives were home to run
the household and care for the children. As women
entered the medical field in increasing numbers, how-
ever, the tensions between career and family became
more prominent. In trying to balance personal and
professional responsibilities, female physicians face a
difficult task in striving to “have it all.” As a physi-
cian and single mother of four children, I know that
it can be done successfully, but there are many chal-
lenges that female physicians must confront in bal-
ancing their multiple roles as physician, mother, and
spouse.

The number of females pursuing careers in med-
icine is steadily increasing. In 1997, women consti-
tuted 43% of medical students in the United States
and 22% of practicing physicians (1). In 2001, those
numbers reached 45.8% for female medical students
and 28% for female academic medical faculty (2).
Women are expected to comprise 30% of practicing
doctors by the year 2010 (3), and 50% by the year 2040
(4). Despite the dramatic surge in the number of fe-
male physicians, hospitals and medical centers have
moved slowly to provide support for women who
pursue medical careers while managing families and
raising children (5-7).

The difficulties of balancing family and medicine
affect women’s choices of specialty (8), advancement
in academic medicine (9), health (4, 10), and decisions
regarding whether to have children. Professional
women in many families remain responsible for the
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majority of domestic and child-related duties (11-13),
which makes it difficult to devote the necessary hours
at work to obtain promotions and tenure. Most medi-
cal institutions furthermore remain oriented toward
traditional families of the past, rather than today’s
dual-career parents, with rare availability of onsite
daycare and little opportunity for creative scheduling
or job-sharing.

CHOICE OF SPECIALTY

Women, far more than men, consider the balancing
of family, parental, and occupational roles when mak-
ing career decisions (8, 14). When specialty choices
are examined, women are proportionately overrep-
resented in the primary care fields and psychiatry.
They are underrepresented in most surgical fields (5),
with the exception of obstetrics and gynecology,
where women now comprise the majority of practic-
ing physicians (2). This skewed specialty choice may
be related in part to the female physician’s awareness
of the competing demands that will be made on her
time by career, marriage, and children. Factors other
than a balanced lifestyle clearly are at play, however,
as evidenced by the high percentage of women in ob-
stetrics and gynecology, despite the intensive and un-
predictable character of that field.

PREGNANCY

The timing for starting a family is a critical decision
for women in medicine. The most opportune time bi-
ologically for a woman to have children coincides
with the phase of life when career demands are most
intense, making the balancing of career and family
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particularly difficult for women during their 20s and
30s (15). This period in a woman'’s life coincides with
medical school, residency, and fellowship training,
when work demands are high and finances are
strained, with little money available to hire support
personnel. Many important issues must be weighed
in the balance when deciding to have a child. When
is a good time to get pregnant and begin a family?
If postponed until a woman’s mid-30s or later, the
risks of infertility and congenital anomalies increase.
How will colleagues and supervisors handle the
woman’s pregnancy and its impact on them? Will
working long hours impact negatively on the preg-
nant doctor or her fetus? How long can, or should,
the new mother stay home with her infant before
returning to work? How will pregnancy and par-
enting affect the mother’s career?

The general consensus in one study was that in-
ternship is the most difficult time for a female doctor
to be pregnant, and the third year of medical school
runs a close second (8). Residency is the most com-
mon period for female physicians to give birth to
their first child (8). When asked retrospectively, most
doctors in one study indicated that they recom-
mended postponing pregnancy until after the com-
pletion of training (16); another study surveyed pe-
diatricians who gave birth to their first child during
residency, with the majority indicating that residency
was a good time to begin having children (17).

The issue of pregnancy outcomes for female phy-
sicians has been explored in a number of studies, with
most studies concluding that women who are full-
time residents or practicing physicians do not expe-
rience an increased risk of adverse pregnancy out-
comes or complications (16, 18, 19). Although those
studies found that female resident physicians expe-
rienced more pre-eclampsia and pre-term labor than
other women, their incidence of premature births in-
creased only when they worked more than 100 hours
per week.

A problem occasionally encountered by physi-
cian-mothers is the resentment of their colleagues.
Other residents or practicing physicians may object
to any increased work that they must shoulder when
female doctors reduce their work hours or take time
off due to pregnancy or the birth of a child (16, 20,
21). They also may resent what may be perceived as
“special treatment” afforded to pregnant physicians
or physician-mothers. Some colleagues may view a
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female doctor’s pregnancy and family commitments
as evidence of a diminished dedication to medicine
and career. The impact of pregnancy and childbirth
is somewhat lessened in large residency programs or
physician practices, and can be minimized by noti-
fying colleagues well in advance of the impending
birth and the mother’s plans for maternity leave.

MATERNITY LEAVE

The American College of Physicians recommends
maternity leave beginning at least 2 weeks prior to
an expectant mother’s due date and advises that one
parent should be the infant’s primary caregiver for at
least 4 months (22). Many physicians, nevertheless,
work until the baby’s birth (15). Canadian physicians
(including residents) receive 20 weeks of paid mater-
nity leave (23); in most of the industrialized world,
employers provide the mother with a minimum of 12
weeks of paid leave (1). Interestingly, many American
physicians do not take the entire 6 weeks of maternity
leave to which they are entitled (5, 13). This may be
partly attributable to concern about colleagues’ atti-
tudes toward their staying home with their infant, as
well as their own feelings of guilt about being away
from their patients and work.

For women who plan to have children, policies
on maternity and parental leave are important factors
in selecting a residency program or a position as a
practicing physician. Although the American Medi-
cal Association in 1984 enacted its first maternity
leave guidelines (14), policies continue to differ
widely among hospitals and health care institutions
(8, 24, 25). Many institutions and residency programs
do not have specific written policies, but prefer to
handle maternity leave on an individual basis (26).
Both the American Medical Association and the
American Academy of Pediatrics recommend clearly
delineated written leave policies (25, 27) which can
decrease the expectant mother’s anxiety about her
pregnancy, reduce any resentment during her ab-
sence, and preclude inconsistencies in leave time.
Besides the length of maternity leave provided by a
program, other important issues include whether ma-
ternity leave is paid or unpaid, the amount and du-
ration of insurance benefits available for the mother
and child, the impact of leave time on completion of
training or consideration for tenure, sched-
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ule flexibility, the availability of leave for adoption of
a child, and provisions for paternity leave.

The federal Family and Medical Leave Act of
1993 (FMLA) applies to residents as well as practicing
physicians. It provides for an optional 12 weeks of
unpaid family leave for pregnancy, childbirth, adop-
tion, foster care, or care of a sick child or relative, in
addition to any paid maternity or family leave. The
Act further provides for retention of health insurance
benefits during the leave and requires the employer
to provide the same job, or an equivalent position, to
the employee upon his or her return to work. The
Federal Pregnancy Discrimination Act of 1978 forbids
an employer from discriminating against pregnant
women and states that maternity leave cannot be less
than the amount of sick leave provided.

CHILDCARE

As maternity or family leave draws to an end, the
physician-mother must confront new challenges in
balancing her career and family. One of the most cru-
cial jobs in preparing for the mother’s return to work
is the search for consistent and competent childcare.
It is essential for the physician-parent to have a high
degree of confidence in the quality of the childcare,
so anxiety regarding the child’s safety and wellbeing
does not distract the physician from focusing on pa-
tients and other work-related activities while away
from home. A high degree of confidence and trust in
the child’s caregivers can dramatically reduce the
stress of balancing parenthood and career.

Options for childcare are varied and include:
1) a live-in nanny, which is expensive and reduces
family privacy but provides a high degree of flexibil-
ity and eliminates transportation time; 2) a paid
childcare provider who comes to the home, which
also is expensive and requires a backup plan in the
event of the provider’s absence or tardy arrival;
3) paid or unpaid childcare provided by extended
family; 4) informal childcare in a provider’s home
which again requires a backup plan in the event of
unavailability of the provider but costs less and gives
the parent more control over timeliness; 5) a formal,
licensed daycare which is the most highly regulated
and least expensive alternative but lacks flexibility in
hours, often makes no provision for ill children, and
can result in an increased incidence of childhood ill-
nesses. Few hospitals or medical schools provide on-
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site daycare, but that option is ideal for the physician-
parent, particularly when the daycare program offers
round-the-clock care and provides a setting for
mildly ill children.

School-based childcare is usually available when
children are older. That option has many advantages,
including affordability and ease of use. The primary
disadvantage is curtailment of children’s extracurric-
ular activities. One alternative is to hire a student to
supervise the children at home after school, which
allows the children to participate in extracurricular
activities of their choice or to play with neighborhood
friends. Having an adult in the home after school can
provide additional support for the female physician,
since the sitter can handle some errands with the chil-
dren and take them for basic dental and medical ap-
pointments. Being freed from some of these duties
allows the female doctor more time to relax in the
evenings with her family.

BREASTFEEDING

Another issue faced by many new mothers is
whether, and how, to continue breastfeeding when
they return to work. Many work settings now allow
time and provide quiet places for new mothers to
pump milk for their infants. Modern electric breast
pumps are efficient and effective. Another alternative
is breastfeeding before and after work while at home
and supplementing with formula during the new
mother’s work hours. Onsite daycare has the added
benefit of allowing the mother to visit and breastfeed
her infant during the workday.

ALTERNATIVE WORK SCHEDULES

Although the majority of men today report experi-
encing some role conflict, women more commonly
report significant stress and conflict due to their mul-
tiple roles (28). A 1996 study concluded that women
are more likely to alter their job responsibilities or
make a career change to benefit their families and
children, with the most common adjustment being a
reduction in hours worked (27). The same retrospec-
tive study found that 85% of female physicians made
career changes for the benefit of their children and
family, while only 35% of male physicians made simi-
lar changes. Alternative work options are available in
some healthcare and academic medical settings, in-
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cluding part-time work, shared positions, alternating
work and family time (such as alternating one year
of work with a year spent home raising children), tak-
ing family leave, having summers off, or reducing
travel.

A recent graduate medical education census in-
dicated that the number of residents in part-time or
shared positions actually declined from 1% in 1996—
1997 to 0.8% in 2000-2001 (29). That survey was based
on a 99.4% response rate from training programs na-
tionwide; not surprisingly, 81% of the part-time resi-
dents were women. The number of part-time men
and women were equal, however, in psychiatric
training programs. Another study found that more
men than women worked part-time in academic
medicine, but that the majority of women who
worked part-time did so for children, while most men
did so to have more time for private medical practices
(30).

ACADEMIC MEDICINE

The advancement of women in academic medicine
and administrative psychiatry has not kept pace over
the past three decades with the dramatic increases in
the number of practicing female physicians. The per-
centage of female professors in academic settings has
remained remarkably stable at 11%—-12% (9). Female
doctors frequently state that their interest in academic
medicine is lessened due to concern about balancing
their multiple roles (31). A 1998 study by Carr et al.
concluded that decreased academic progress and suc-
cess is related to childbearing (32), a finding which
substantiates women’s concerns about combining ac-
ademic medicine and parenting. Male medical lead-
ers additionally emphasize the importance of strong
mentoring in their career development, while female
academic physicians lament the fact that few female
mentors are available to model the difficult balancing
act required for a successful medical academician and
mother.

Women who pursue careers in academic medi-
cine sometimes are precluded from rising to leader-
ship positions because of their family demands (33,
34). Many female academicians indicate that promo-
tions and tenure are biased in favor of men due to
the male-oriented career framework in medicine
which emphasizes single-minded focus on research
and career, with no flexibility in timing of promotion
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and tenure for physicians with heightened family re-
sponsibilities (29). The American College of Physi-
cians recently recommended increased flexibility in
tenure timetables and promotion practices to encour-
age more women to pursue academic medical ca-
reers, and to accommodate doctors’ family and pa-
rental duties (29). Parent-physicians need a variety of
alternatives in their careers, with adjustments in pro-
motion and tenure timelines, work schedules, and
benefits. Efforts also should be made to decrease stig-
matization of doctors who select part-time or slower
progression tracks. To attract more female physicians
to academic medicine, and retain them as academi-
cians, women furthermore need stronger support
from the medical community, including increased
availability of childcare in academic settings, flexibil-
ity at work, strong mentors, and decreased “good old
boy” cronyism.

HAVING IT ALL

Successful management of a demanding career and
family responsibilities requires regular reassessment
of priorities. It also requires a great deal of energy
and flexibility and a level of comfort with a certain
degree of chaos and unpredictability. It requires pa-
tience with one’s own limits and with imperfection.
In attempting to balance school and work in the legal
and medical fields while single-parenting my four
children, the guiding principle that allowed my fam-
ily to do well was that my children came first (most
of the time). This basic premise grounded me as I
pursued intensive schooling, worked in the legal
field, and trained in psychiatry. Whether making day-
to-day decisions regarding time allotment or long-
range decisions regarding career direction, the pri-
mary question I asked was what was good for my
children and my own sense of self. Learning to reg-
ularly reflect and engage in that personal analysis
took a great deal of trial and error and serious
thought regarding my values and priorities. The right
balance will vary for each woman and each family, of
course, with the time allotment and emphasis likely
changing during a woman's life course.

One of the hardest, but seemingly obvious, les-
sons that I learned over time is that I cannot be in
more than one place at a time. It took some of my
supervisors even longer than I to accept this simple
fact of life. I tried for years, as many women do, to
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meet everyone’s needs both at work and at home.
This allowed me to avoid feeling guilty for not living
up to my own high standards and to avoid disap-
pointing important people in various aspects of my
life. Attempting to be a superwoman, however, can
lead to enormous stress and personal sacrifice and,
ultimately, is not good for the individual, the family,
or for one’s patients and work, as burnout can occur
on all fronts. I eventually learned to weigh the costs
and benefits of various demands and opportunities
and to say “no” at times, while sometimes weather-
ing my own resulting feelings, my children’s or my
own disappointment, and the reactions of my super-
visors and/or colleagues.

When choosing a work setting or residency pro-
gram, remember that job-related stress, career dissat-
isfaction, and psychological distress are greatest
when high levels of demands are placed on the phy-
sician while providing little individual control over
work and little autonomous decision-making power
(9, 35, 36). With increased social support, greater job
control, and increased flexibility at work, career sat-
isfaction increases and psychological stress decreases.
Supportive family and friends, understanding bosses
and colleagues, and hired support personnel can
greatly ease the stress associated with juggling mul-
tiple roles. Stress reduction can be further achieved
by choosing to live in an area that provides geo-
graphic proximity to work, home, children’s schools,
and daycare (14). With less time spent traveling be-
tween various sites or stuck in traffic, more time is
available for productive career and family activities.
Living near extended family can be extraordinarily
helpful, if grandparents and other family members
are willing to assist with the children and errands.
Grandparents and grandchildren also benefit when
their lives are enriched through this special relation-
ship.

VERLANDER

Time allotment and priorities differ for working
women when compared with mothers who stay
home with their children. For most professional
working women, housework, cooking, and garden-
ing are not top priorities (37). Although the disap-
proval of others whose priorities center more heavily
on domestic endeavors may be difficult for some
women, children are unlikely to care whether the spa-
ghetti sauce served for dinner came from fresh to-
matoes and herbs grown in the garden or from a
store-bought sauce with a quick pinch of added spice.
They will recall, however, whether their parents read
them bedtime stories, took them for walks, came to
their school performances, and cheered at their sports
events. Hiring others to clean house, care for the lawn
and gardens, cook, and do household repairs can be
invaluable in reducing the workload at home and al-
lowing more time to interact with family or relax at
home.

As women physicians struggle with the stresses
associated with “having it all,” they should be reas-
sured by two studies which found that male and fe-
male physicians without children experience less job
satisfaction than doctors with children (36, 38). In
those studies, physicians with the largest families
somewhat surprisingly reported the greatest job sat-
isfaction. Although “having it all” is often demand-
ing and sometimes exhausting, I cannot imagine my
life without both my children and my career, and I
feel satisfied with the balance that I have found. That,
to me, is the ultimate goal for each woman: to find a
personal balance that works well for herself and her
family and leaves the physician-mother with a sense
of fulfillment and contentment with the choices
made. Having the support of important others at
work and at home, and working in a more family-
friendly medical environment, makes that goal infi-
nitely easier to achieve.
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