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 Sex as a Biological Variable

Medicine is experiencing a remarkable, truly historical change. 
For most of the last 500 years or so, western medicine operated on 
the assumption that, outside the body parts directly related to 
reproduction (i.e., outside “the bikini zone”), women and men 
possessed fundamentally identical biology. We assumed that 
when it comes to hearts, livers, bones, immune systems, brains, 
you name it, one need not worry about potential sex differences 
because, frankly, they did not exist. Any differences that were 
detected (such as in sex hormone function) were relegated to non- 
fundamental status, something we can figure out after we under-
stand the supposedly fundamental (meaning “shared”) features of 
human biology.

It is truly hard to overstate how deeply imbedded was this 
view, thus how large is the change now occurring. Driven by an 
ever-growing body of research findings, medicine is discovering 
that its 500-year-old assumption about sex differences is just 
plain wrong. Recognizing this fact, on January 25, 2016, the 
United States National Institute of Health (NIH) for the first 
time ever established a policy (called Sex as a Biological Vari-
able, or SABV) requiring all research funded by them to care-
fully incorporate the study of potential male/female differences. 
And while this policy naturally generated resistance from many 
who do not want their research disturbed by having to consider 
females, it is truly a landmark moment. The NIH, we promise 
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you, will not abandon this policy, and in effect tell all scientists/
medical doctors that it’s ok to simply go back to ignoring poten-
tial differences in females compared to males.

It is now incumbent on all of us to explore sex influences on 
biology assiduously, and responsibly. Fear that sex differences 
research might be misused is no more a valid reason to avoid 
studying the topic than the fact that genetics has been misused 
historically is reason to stop studying genetics. Here we explore a 
portion of the burgeoning neuroscience literature especially rele-
vant to the experience of women in the medical field, namely, sex 
differences in the neurobiology of stress responses, in particular 
social stress.

Fortunately, “social neuroscience” as a field is growing along 
with interest in sex influences. More and more studies, both 
involving animal and human subjects, examine stress responses 
not in subjects in isolation but in response to real social settings. 
These studies are of course particularly helpful in understanding 
sex differences in response to social situations encountered by 
those in the medical field. Both clinical and subclinical (animal) 
studies inform the discussion.

Animal research, sometimes dismissed by some as irrelevant 
to understanding sex differences in humans, in fact is a powerful 
tool for exploring biologically based sex differences in mam-
mals that, while likely influenced to some degree by human cul-
ture, cannot be simply explained by human culture. And stated 
simply, these studies are beginning to identify sex-specific vul-
nerability as well as resilience in the brain mechanisms respond-
ing to stress.

Debra Bangasser and her colleagues at Temple University are 
among the leaders in this area. They have found that the center of 
the brain’s arousal system, a small but powerful brainstem nucleus 
called the “locus coeruleus” (literally “blue place”), is far more 
sensitive to endogenous stress hormones, and less adaptable to 
their chronic hyper-secretion, in females than in males, effects 
that becomes apparent during puberty, and are strongly influenced 
by sex hormones. Other evidence suggests that females may be 
less sensitive than males to the disruptive effects of stress on 
attention. Evidence indicates that ovarian hormones can reduce or 
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block the impairing effects of stress hormones on the functioning 
of attention- related brain systems seen in males. Many of these 
findings are relatively recent, since the original research was 
almost exclusively done in males.

Several lines of research reveal parallel findings in animal and 
human subject work, which of course are especially interesting. 
H. Elliot Albers and colleagues at Georgia State University exam-
ine similarities and differences between females and males in the 
effects of social interaction with either the same sex or the oppo-
site sex. The existing data suggest that in both rodents and humans, 
females find same-sex interactions more rewarding than do males, 
a difference some evidence suggests is related to a differential 
action of the hormone oxytocin on brainstem circuits.

Also interesting and relevant are recent studies comparing the 
consequences of social defeat stress in females and males. Brian 
Trainor and colleagues at the University of California, Davis, 
were among the first to examine the effects of a social-defeat in 
female mice (almost all previous work having been done in male 
mice), and found clear differences. Social defeat induced social 
withdrawal in female, but not male, mice, an effect which was not 
related to circulating sex hormones. They next found that social 
defeat elevated levels of a key brain protein (called “BDNF”) only 
in female mice. Social withdrawal is a key component of anxiety/
depression disorders which predominate in women, thus these 
findings are likely relevant to understanding heightened suscepti-
bility to depression in females.

Trainor and colleagues also report that stress reduces cognitive 
flexibility, but mainly in males. They first discovered that, in mice, 
social defeat stress reduced “cognitive flexibility” (i.e., the ability 
to adapt to novel learning situations), but only in male mice. 
Females were not impaired. They then showed the same effect in 
humans: An acute social stressor (called the TSST) elevated corti-
sol levels equally in healthy women and men, yet only impaired 
cognitive flexibility in the men.

In an interesting summary of their work, Trainor and col-
leagues observe that in females, the effects of social defeat are 
generally more consistent with reactive coping strategies (such as 
social withdrawal and reduced aggression), whereas behaviors in 
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stressed males are generally more consistent with proactive cop-
ing strategies (such as social approach and aggression.)

These studies and many others prove the point: Sex matters, 
and it matters in ways we are only beginning to truly grasp, hav-
ing avoided the issue for so long. Having advocated for the sex 
difference issue for almost 20 years now, I feel that what is truly 
needed now is a clear expression of the experiences of women, 
their individual successes and struggles moving into previously 
male-dominated fields like medicine. We need acknowledgement 
and acceptance and even celebration of sex differences, not their 
continued ideological denial. Consider this: If the entire structure 
of doctoral medicine was indeed created by and for its almost 
entirely male constituency (as it was), and if sex differences truly 
do matter, then it is essentially impossible that women should not 
have endured far greater distress than males on average in adapt-
ing to that structure. Thus I feel what is really needed at this junc-
ture is a book like this  – something that begins to blend the 
growing science with the already extensive personal experiences 
of women in medicine. Both are needed to fully realize the poten-
tial women offer to medicine and to address those drivers of burn-
out that affect women differently than men. The reader will no 
doubt find this book to be satisfying from both a scientific and 
personal experience perspective and as a road map to more 
rewarding careers for both women and men in medicine.

 Larry Cahill, PhD 
Professor, Neurobiology and Behavior

University of California 
Irvine, USA
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 A Commentary on Gender and Nomenclature

We sit at a very interesting and pivotal time in history when it 
comes to the understanding of gender. While our awareness of the 
social construction of gender itself grows, so do our questions 
about the binary attribution of gender characteristics and the divi-
sions of work and talent based on previous notions of those divi-
sions. Social construction of gender refers to those elements of 
culture, some that were historically taken as biologically based, 
that are now being reevaluated and reconfigured. Saying such 
things as “boys don’t cry” or “women should smile more” means 
participating in those old constructions of gender that do not apply 
to many of the societies we live in anymore. With increasing fre-
quency, individuals problematize those assumptions.

To acknowledge all of the above is not the same as to say there 
are no ramifications to being of a certain gender in the world or in 
professions, and this book provides ample evidence that being a 
woman and a doctor in this time and place presents unique chal-
lenges and risks for burnout, the very subject discussed in these 
pages. But how do we conduct these discussions in an increas-
ingly diverse environment regarding the understanding of gender 
and gender relations? How do we focus on the challenges to be 
dealt with if we do not agree on the language that preambles the 
discussions about them in the first place?

First of all, we acknowledge that we are in a social environ-
ment in flux. That means not all members of particular groups, 
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what linguists like myself call “speech communities,” are in 
agreement with or at the same stage of understanding of social 
phenomena at any given point in time. We conduct research in 
highly cross-cultural environments, and understandings of gender 
are a part of our cultural considerations. Because this volume is 
collaborative and the editors wanted to respect the style and point 
of view of each contributing author, every effort was made to 
maintain the original stance of the writer. This has repercussions, 
for example, for nomenclature. What do we call a woman who is 
a physician? Is she a “female doctor”? Perhaps a “woman  doctor”? 
How do those choices impact the very construction of the 
 phenomena they describe? The expression “man doctor” is 
 virtually absent from academic circles, being that “male doctor” 
is used almost exclusivey in situations where establishing the 
 gender is part of the argument and thus necessary. On the other 
hand, “female doctor,” some will contend, highlights the biologi-
cal aspects of womanhood sometimes to the detriment of the 
social ones.

However, to make decisions about which terms to use to refer 
to women based on the terms historically used to refer to men 
would be to replicate the same binary I am trying to dismantle in 
this text (e.g., women in relation to men, and the absence of 
everyone else). Finally, the choice I made in this preface to use 
“a woman and a doctor” or “a woman who is a doctor” is less 
intuitive and fluent especially when repeated many times, and so 
it is understandable that it does not always figure in these 
 chapters.

As a result, a decision was made to honor the linguistic choices 
expressed in each individual chapter. Some of them do indeed 
speak more closely of the biosocial impact of being female (e.g., 
pregnancy, post-partum, hormonal profile). Others might focus on 
the more attitudinal aspects of the construction of womanhood, 
and might therefore call for different language selections. That is, 
both sex and gender play a role in issues faced by women physi-
cians, and the editors wanted to leave each author free to make 
those elections based on their unique outlooks and themes of each 
chapter. The editors recognize the challenges of editing the work 
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of many authors from different specialties and geographic loca-
tions, and that is why a linguist is writing this preface.

Another important issue comes about in these discussions. In 
writing about women, one must remember to recognize the chal-
lenges faced by non-binary, intersex, and transgender individuals 
and the paucity of research to guide our discussion in that regard. 
There needs to be much more work on the social political ramifi-
cations of a newer understanding of gender as non-binary (i.e., 
more than two), in a continuum, and potentially fluid, notions that 
are already very predominant among younger generations and 
that are making their way to scientific and academic literature 
more and more. That is, in focusing this volume on the challenges 
faced by women who are doctors, the authors acknowledge that 
such a construction does not exist simply in opposition to being a 
man and a doctor but rather in a much more complex environment 
of multiple possible gender identities, all of which merit research 
and attention as well.

As we evolve in our understanding of gender and gender rela-
tions, we aspire to also better understand and address the chal-
lenges faced by women and underrepresented minorities in 
medicine, and we hope this volume is a step in that direction.

We want the book to be pertinent and lasting, and the best 
way to do that is to recognize the limitations of language while 
celebrating its ever- changing nature and the many possibilities 
for inquiry, research, and the amelioration of life and work con-
ditions for all.

 Patricia Friedrich, PhD
Professor of Sociolinguistics 

 Arizona State University
Tempe, AZ, USA
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 Editors’ Commentary: Future Directions 
and Opportunities for Further Research

The epidemic of burnout that is affecting physicians, both men 
and women, creates an opportunity to change the way medicine is 
currently structured and practiced. Indeed, it will be critical to do 
so if we want to maintain a profession of people who come into 
medicine as a calling and remain fulfilled and inspired by the 
sense of meaning, purpose, and connections with patients and col-
leagues. Inaction risks the continued loss of our colleagues who 
leave the profession due to disillusionment, burnout, depression, 
and, in the extreme, suicide. We cannot ignore the frightening sta-
tistics of the burnout and suicide rates that threaten the very core 
of our profession. Rising costs of doing business and diminishing 
reimbursements, along with regulatory burdens and the electronic 
medical record, have saddled doctors with more clerical tasks and 
less quality time with patient care or unscheduled time to think, be 
creative, or inspired. Trying to do all that on an antiquated system, 
which often depended on doctors having a wife at home to cook, 
clean, and raise the children, has become untenable. The system 
in place is hierarchical, often inflexible, and too often rewards 
productivity over outcome or common sense.

The imperative to change our system and culture and how 
we take care of ourselves is now. Although personal resilience 
is a key factor in preventing burnout, there comes a tipping 
point where further efforts and recommendations to improve 
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the personal resilience of physicians becomes counterproduc-
tive. By nature and training, physicians in the United States are 
resilient, have grit and a proven capacity to handle stress and 
workloads that far exceed usual and customary expectations for 
most workplaces. Rather than looking to the individual physi-
cians to solve the problem of burnout, the culture of medicine 
must respond, initiate change, and embrace the changing demo-
graphics of our medical schools and the rapidly changing envi-
ronment in which we practice medicine.

The fact that women are experiencing an even greater level of 
burnout than men, and that more than half of medical students are 
now women, further raises the stakes. When women physicians 
were in the minority, they were reluctant to highlight any differ-
ences between the sexes for fear of being further marginalized. 
They tried to assimilate and not complain and adjust the best they 
could by “doing and having it all.” Indeed, they succeeded in 
becoming both respected members of the profession and offering 
other, fresh perspectives on how medicine can be practiced. How-
ever, we now realize that these accomplishments have come at a 
cost to individual women in terms of unacceptable rates of burn-
out, depression, addiction, and disparities in academic and leader-
ship advancement, income, and a sense of “belonging” in 
traditionally male-dominated specialties.

Among practicing physicians, the experiences, aspirations, and 
struggles are likely more similar than different between men and 
women. However, by acknowledging the differences we can adapt 
the current system to work better for both sexes. Just as examining 
and understanding rare and orphan diseases leads to a better 
understanding of the etiology of the more common and “com-
plex” medical disorders, a close examination of the factors driv-
ing women physician burnout promises to benefit both men and 
women physicians. Identifying the drivers of burnout with atten-
tion to gender-specific risks and addressing them through organi-
zational change needs to start at the beginning of a medical career. 
Through this process, men can become even better allies at work 
and contribute more equally domestically, provided women posi-
tively reinforce such changes. Self-determination theory (Ryan 
2000) has become a useful model from which to base strategies 

Introduction



xxiii

and tactics that may foster resilience and wellbeing, and it is 
increasingly applied to improving the learning environment in 
medical education (Neufeld 2019). The elements of this model 
ostensibly fit well with the areas we have identified as needing 
attention to help women physicians thrive. According to self-
determination theory, humans need autonomy (choice), compe-
tence (mastery), and social connectedness (relatedness) for 
optimal motivation, engagement, and well-being. The following 
are a few examples of potential tactics in each category, each 
divided by three major domains that impact wellness (Bohman 
et al. 2017), though many need further research to establish their 
effectiveness in reducing burnout:

 1. Choice
 (a) Culture

(i) Ability to stop the clock for training or tenure in 
accordance with family planning

(ii) Equitable, paid parental leave
 (b) Efficiency of practice

(i) Flexible schedules
(ii) Telemedicine

 (c) Resiliency
(i) Reproductive planning
(ii) Dedicating time to one’s most meaningful work or 

project
 2. Achieving mastery and excellence

 (a) Culture
(i) Mentorship and sponsorship
(ii) Continuing education
(iii) Supportive learning environments
(iv) Raised awareness of gender and racial stereotypes 

and evidence-based interventions that diminish their 
impact on career advancement

(v) Shifting reimbursement models to reward outcomes 
and efficient, quality care over productivity and pro-
cedures

(vi) Resources for managing home (meal prep, errands, 
home repair assistance, etc.)
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 (b) Efficiency of practice
(i) Adequate time to see and communicate with patients
(ii) Sufficient support for clerical tasks from scribes, 

medical assistants, nursing, etc.
(iii) Efficient workflows
(iv) Effective teams

 (c) Resiliency
(i) Mindfulness practice
(ii) Limited alcohol, good nutrition, regular exercise, 

adequate sleep
(iii) Schedule positive activities
(iv) Gratitude practice

 3. Social connectedness
 (a) Culture

(i) Facilitated support groups
(ii) Staff socials
(iii) Doctors’ lounges
(iv) Peer mentorship

 (b) Efficiency of practice
(i) Team huddles
(ii) Balint groups, Schwartz rounds, peer support after 

adverse events, etc.
 (c) Resiliency

(i) Quality time with friends and family
(ii) Recognition and appreciation of colleagues

This book recounts evidence for differences between women and 
men physicians in their biology; gender stereotypes; sexual 
harassment; domestic responsibilities and work-life conflicts; 
career trajectories; financial rewards; patient satisfaction and out-
comes; levels of depression, addiction, and suicide; feelings of 
isolation; and level of support, sponsorship, and mentorship. 
Importantly, the authors offer a multitude of solutions to the chal-
lenges underlying burnout in women physicians. Some solutions 
are low-hanging fruit that can (and should) be easily implemented 
now. Others will take time to adapt our culture and systems to the 
current realities of medical profession. Critically, there is a dearth 
of good research examining gender differences in medicine and 
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even less research on effective interventions to foster professional 
fulfillment, racial and gender equity, patient outcomes and satis-
faction, and a thriving system of healthcare. May the following 
chapters spur some of you to take on the task of building this body 
of work with evidence-based research that addresses and solves 
the unacceptable inequities and suffering that too often faces doc-
tors who were called to this noble profession. The need for change 
in medicine is urgent, especially for women in medicine. As a 
profession, we must demonstrate compassion and provide care for 
those who have pledged their lives to the care of others.

The editors note that all of the chapters were written before the 
COVID-19 pandemic. Yet, as we now proof the book amidst the 
uncertainties, threats, and changes in the system associated with 
the COVID-19 pandemic, its enormous significance must be 
acknowledged. This health crisis has brought out the best and 
worse in many regions and healthcare settings. On the one hand, 
we have witnessed exacerbation of the gender and racial dispari-
ties outlined in the forthcoming chapters, increased emotional and 
physical stress, and economic hardships that limit resources 
needed to support healthcare professionals in our efforts to pre-
vent, manage, and treat burnout. Germane to this book, we 
observed that home care and homeschooling fell disproportion-
ately on the younger women physicians, who otherwise might 
have used the time for academic pursuits during the shutdown of 
practices. Likewise, as practices were economically stressed and 
then quickly ramped amidst cancellations of summer programs 
for their children and fears of exposing family members to the 
virus upon returning home from their clinical practice, the risk of 
emotional exhaustion was particularly high for these same 
women—especially if leaders did not acknowledge these added 
challenges. On the other hand, it has provided an opportunity to 
evaluate the benefit of flexible schedules and telemedicine options, 
reduced workloads (particularly true in the beginning for many 
practices) and limited travel, as well as integrating daily walks, 
home-cooked meals, mindfulness and other resilience strategies 
into daily life and appreciating things we had previously taken for 
granted including collegial interactions. Further, it created an 
incentive for some institutions to ensure psychological and physi-
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cal safety through enhancing their peer support, wellbeing, and 
mental health programs. As we confront and emerge from this 
crisis, may our healthcare institutions not only remain steadfast in 
their efforts to support medical professionals, but learn and grow 
from this most difficult and unprecedented era. The topics pre-
sented in the forthcoming chapters have become even more rele-
vant. It is critical that we don’t lose momentum in the midst of 
fear and economic hardship, but, rather, appreciate that our main 
3 precious resource, i.e., our medical professionals, must be sup-
ported now more than ever before.

Scottsdale, AZ, USA Cynthia M. Stonnington, MD
Scottsdale, AZ, USA Julia A Files, MD
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Sex, Gender, and Medicine

Jeannette Wolfe

Ironically, I first stumbled down the sex and gender rabbit hole as 
I was trying to avoid my own emotional burnout. The following 
pages include an amalgam of opinions, facts, and reflections about 
that journey along with a little peppering of advice that I wish 
someone had shared with me earlier in my own career. I share 
with you my story as an emergency medicine physician working 
in one of the highest acuity departments in the United States, in 
hope that it will help you make better sense of your own and to 
remind you that it is truly possible to re-energize your career and 
rediscover your purpose and passion. I wish you safe travels.

In retrospect, when I was struggling with issues at work there 
were a lot of factors, personal and professional, that were likely 
contributing. The one that was holding center court, however, 
was conflict. If we define conflict as a mismatch between two 
parties’ expectations, emergency departments  – with their sick 
patients, scared families, and overwhelmed staff  – have it in 
spades. My personal Achilles’ heel, however, was dealing with 
unhappy consulting physicians from other departments. Now, if 
you are an emergency medicine physician, this sort of comes 
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with the job (even if it is something in which most of us receive 
very little actual training) and clearly, I have witnessed many of 
my EM colleagues similarly struggle through some difficult 
interactions. What was striking to me, however, was how we 
managed the aftermath of those arguments. Most of my col-
leagues, and at the time they were almost all men, seemed to 
bounce back much more quickly  – a harsh interaction in the 
trauma room at the beginning of a shift did not necessarily pre-
clude a friendly chat about powder skiing conditions before the 
end of it. Meanwhile, I’d just get stuck and would literally spend 
hours after a shift methodically replaying challenging interac-
tions and crafting up new “perfect” responses. Responses that 
would, naturally, reflect my innate intelligence, wit, and profes-
sionalism and make it crystal clear that in the future they’d better 
think twice about messing with me. Unfortunately, this tortuous 
ritual was usually followed by a few days of low-level dread as I 
grew increasingly anxious as to how my next encounter with that 
individual would unfold. In retrospect, the whole process was 
simply exhausting, especially because it seemed to repeat itself 
every couple of weeks.

The turning point came one night when I was working with 
another EM physician, whom I had just witnessed get into a 
really heated conversation with a surgical colleague, and I asked 
him what he thought was the most difficult thing about the shift. 
Expecting that he would say that argument, he answered “The 
toner in the printer didn’t work.” My immediate thought was 
“Really?!! You two came close to blows and you are stuck on 
ink!!”. At that moment, I realized that although he and I were 
technically doing the same job, how we were actually perceiving 
that job was totally different. As I assumed that something was 
probably wrong with me personally, I figured out that if I wanted 
to stay in EM over the long haul, I had some major work to do 
and so I started reading – a lot. During that process, I serendipi-
tously stumbled upon two books, Same Words Different Language 
by business CEO Barbara Annis and Dr. Leonard Sax’s Why 
Gender Matters [1, 2]. These books formally introduced to me 
the concept that biological sex influences how we physiologi-
cally frame the world.

J. Wolfe
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In retrospect, my first impression of those books was simply 
relief. They suggested that at least some of the differences in per-
ception that I had begun to notice were based on scientific data 
and rooted in actual chromosomal, hormonal, and environmental 
differences. I wasn’t an alien; I was simply just not a guy. 
Ultimately admitting this simple truth that men and women are 
fundamentally different and that that is ok has changed how I 
communicate and take care of patients. In addition, it has sparked 
a deep curiosity to further explore these differences to better 
understand their extent and the circumstances in which they are 
relevant.

In many instances, men and women quite literally “sense” the 
world differently. Take hearing for example. Due to subtle ana-
tomical differences in the male and female larynx and vocal 
cords, female voices are higher pitched and contain a more com-
plex timbre that appears to cause greater cortical activation 
when heard compared to male voices [3]. (It is theorized that 
people experiencing auditory hallucinations are more likely to 
perceive they are hearing a male’s voice because it takes less 
neuronal firing to trigger its perception.) In addition, men have 
traditionally had about twice the risk of hearing loss compared 
to women [4]. Although this gap is slowly decreasing (due to 
both better safety equipment and increased noise exposure to 
women), when hearing loss does occur, women often lose the 
ability to hear lower frequency sounds and men higher ones [5]. 
Practically speaking, this suggests that men and women who are 
hard of hearing actually hear conversations differently with men 
missing out on more consonants (heard best in higher frequen-
cies) and women more vowels (lower frequency). These differ-
ences may be further amplified because men are less likely to 
wear hearing aids and women more likely to disclose their hear-
ing loss and coach others on how to best mitigate it like by say-
ing, “Harriet, could you please talk a bit more slowly and into 
my good right ear” [6].

Similarly, there are huge sex-based differences in our sense of 
smell. Compared to men, women have millions more olfactory 
bulb neurons and, depending upon the scent, may be able to 
detect, compared to men, odors diluted up to 1/100,000th times! 
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[7, 8] So the next time you clean out your son’s backpack and 
catch the whiff of a pair of overripe gym socks before calling him 
out, consider that he truly might not actually smell them!

As I got more interested in this material, I discovered a handful 
of psychology articles demonstrating that men and women often 
have divergent responses to similar stimuli. For example, research-
ers showed that when stressed, women often appeared to be more 
in tune to facial expressions of anger and to the physical discom-
fort of those around them while men became less aware and often 
more internally focused [9, 10]. Several studies also suggested 
that compared to women, men seemed to be more willing to let go 
of grudges and to move forward [11, 12]. This made me begin to 
consider the possibility that a lot of the guys I worked with simply 
“sensed” conflict in a different way than I did. It wasn’t right, it 
wasn’t wrong, but just like smelling those socks, it was different. 
This was an epiphany because it allowed me to better depersonal-
ize conflict and to recognize some potential sex- and gender- 
associated gaps that were often unintentionally separating one 
individual’s intentions from another’s perceptions. Importantly, 
once I was able to see those gaps more clearly, I could then start 
working on ways to deliberately bridge them. Ultimately, this has 
helped me to better humanize some of the more difficult person-
alities I have come across over the years and has greatly increased 
my job satisfaction.

The next milestone on my personal sex and gender discovery 
journey was meeting Dr. Marianne Legato. Dr. Legato is an old 
school, no nonsense cardiologist from Colombia University and 
in the early 1990s she was approached by the American Heart 
Association to study sex differences in cardiac disease. Her ini-
tial reply, reflecting the view of most doctors and scientists at the 
time, was something akin to “Why on earth would you want to 
pay me to study that! A vessel is a vessel, it doesn’t matter who 
it is plugged into.” Reluctantly she agreed to participate, and 
soon she was surprised to discover totally unexpected sex-based 
differences in myocardial physiology and pathophysiology. 
This, in turn, made her curious about what other clinically rele-
vant information was being overlooked and ultimately reshaped 
her career. During the past 25 years Dr. Legato has become the 
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pioneer and inexhaustible champion of the world of Sex- and 
Gender-Based Medicine (SGBM). She has edited its premier 
textbook, started several journals, and opened a foundation sup-
porting its research [13, 14]. Perhaps most inspiring to me, how-
ever, is Dr. Legato’s continued thirst for learning. Now well into 
her 80s, she can deliver an off the cuff lecture on genomics and 
the critical importance of considering the variable of biological 
sex in stem cell policy and technology. Essentially, being intro-
duced to Dr. Legato and hearing about her work motivated me to 
start looking at ways in which biological sex and gender were 
impacting medicine.

My next step was serendipitously connecting with other physi-
cians within emergency medicine who were already doing work 
in sex and gender. In retrospect, it’s funny how we navigate 
through life. Sometimes we spend a great deal of time meticu-
lously researching and ruminating over “best” options and “big” 
decisions, yet often we are as heavily influenced by relatively hap-
penstance interactions. In my case, it was a phone call. About 
10 years into my academic career, I decided to give up my focus 
on traditional EM research and with that I let my membership to 
our academic society (SAEM, the Society of Academic Emergency 
Medicine) lapse. Honestly, there wasn’t a lot of love lost because 
at the time my image of the society was a bunch of gray- haired 
white guys in nice blue suits rushing around doing seemingly 
quite important things that rarely involved me. Years later, some-
one from SAEM approached me to give a talk on gender differ-
ences in communication at their national meeting. The sort of 
funny thing about this is that I would likely have turned it down 
had I known at the time that SAEM gave no financial support to 
speakers and that my conference fee would actually be jacked up 
because I was no longer a member. But I gave the lecture and a 
couple of weeks later, Dr. Stephanie Abbuhl – one of the executive 
members of a new SAEM group, the Academy for Women in 
Academic Emergency Medicine – called me out of the blue and 
asked me to consider joining their academy. I was a bit wary as I 
was not entirely clear how it might align with my current path and 
if I’m honest, I wasn’t sure I wanted to spend the money on the 
SAEM membership fee.

1 Sex, Gender, and Medicine
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In retrospect, that phone call taught me two important les-
sons. One, never underestimate the power of a simple invita-
tion  – for the right person at the right time, it can truly be a 
game changer. And two, there is great value in allowing a little 
space and mental marination before saying yes or no to a new 
opportunity. Today, I occasionally do consulting with Barbara 
Annis and her company Gender Intelligence Group (yes, she is 
the author of that book that so inspired me and over the years – 
after only a little email stalking on my part – we have become 
good friends). During her workshops, companies will often 
bring up a perceived gender difference in an employee’s will-
ingness to jump into a new professional opportunity. For exam-
ple, consider the following scenario: you are a boss and have a 
great promotion to offer one of your employees with just one 
hitch, they will need to relocate. You have two equally qualified 
candidates, a man and a woman, and you are meeting with them 
individually to gauge their interest. First, you talk with the guy 
and he responds with an enthusiastic “Alright!!!”; a few hours 
later you chat with the woman and her initial “Ah um wow, 
thanks” seems comparatively pretty lukewarm. Unchecked, it is 
easy to see how you might start honing in on your male candi-
date because he seems more interested and ready to commit. 
What might be going on here is that the male employee is 
focusing on the end point  – a promotion  – and might truly 
believe that he will be able to figure out any potentially sticky 
details about a big move on the run. While the female employee 
may be fixating more on the process associated with taking that 
new position and may more readily appreciate potential logisti-
cal barriers. Knowing this, a better approach (and one that was 
actually used by a European telecommunications company at 
one of the workshops) might be to give both employees a gen-
eral description of the job along with an expectation that they 
will have several weeks to think about it before any further dis-
cussion. Ultimately such a strategy might prevent a re-reloca-
tion for that male employee (after all, who knew the new 
location had no elite high school swim clubs), while it might 
also give that female candidate adequate time to start imagining 
the real possibility of a change and to explore logistical solu-
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tions. The bottom line, when possible, it helps to give yourself 
a little space to be able to subtly shift from a “no because” to a 
“maybe if” mindset when making bigger life decisions.

Ok, so my decision about whether or not to pony up an aca-
demic membership fee was clearly far less dramatic than taking a 
job across the country, and ultimately, I chose to rejoin SAEM and 
join AWAEM. In retrospect, it was clearly one of the best profes-
sional decisions I have made because it connected me to a net-
work of women who were eager to collaborate and support each 
other. Additionally, within AWAEM, I found a smaller group of 
physicians who were way ahead of me on the EM sex and gender 
bandwagon and who graciously let me join their posse. This was 
really important, because up to that point most of what I was 
doing was by myself so it was a relief to meet a group of women 
who not only saw the clinical relevance of the inclusion of sex and 
gender in academic medicine but who could also help me weather 
some of the inevitable controversial storms associated with it.

Before we go further, let’s pause and go over some basic defi-
nitions. Although the terms biological sex and gender often get 
interchanged in the popular press and even, rather annoyingly, by 
editors of some scientific journals, they are not the same (for an 
excellent reference of correct sex- and gender-based medical ter-
minology, please see Dr. Tracy Madsen’s recent review paper 
[15]). Essentially, biological sex refers to our innate package of 
chromosomes and hormones. For most of us, this is a binary 
grouping in that we are either born with an XX or XY pair of sex 
chromosomes. And for hormones, although we all are exposed to 
testosterone, estrogen, and progesterone, their ratios are vastly 
different depending upon our chromosomal sex. When talking 
about hormones it’s crucial to understand that timing is every-
thing and that the same hormones can have totally different effects 
depending upon when the brain is exposed to them. Specifically, 
there are two critical periods – prenatal and pubertal – that the 
hormonal cocktail our brain imbibes leaves behind permanent or 
so-called “organizational” effects. Exposure to these very same 
hormones, outside these critical periods, causes only “activa-
tional” or temporary changes in brain function. Vastly 
 oversimplified, our organizational hormones help us develop the 
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series of railroads that connect different areas of brain; activa-
tional ones influence which tracks get switched on at any particu-
lar moment.

To better explore the interrelation and yet subtle differences 
between activational and organizational hormones, let’s consider 
a few examples. A large amount of prenatal testosterone increases 
an individual’s preference to engage in certain types of more 
physical play; this is true whether you are a human or a monkey 
[16]. This is an organizational effect in that the amount of prenatal 
testosterone we are exposed to sets us up, right out of the gates (or 
the uterus) with certain patterns of neural networks. On the other 
hand, if you take a grown man who is an avid sports fan and test 
his testosterone levels as he watches his favorite team crush their 
opponent in a high-stakes playoff game, you will likely see an 
“activational” surge in his testosterone triggered by the sense of 
competition.

So you might ask: Does a transient little blip of testosterone 
really matter? Well, yes, no, and maybe; it all depends upon the 
context. The potential downstream influence of hormones on 
behavior is nicely shown by the work of Dr. John Coates. Dr. 
Coates is a neuroscientist with a really interesting backstory. He 
took a major pay cut and left the world of high-stakes trading to 
study the influence of hormones on decision making [17]. His 
team found that during competitive situations, men (who in gen-
eral have about 10× the testosterone level of females) often get a 
surge of testosterone and that this may change the way that they 
appraise risk such that they become more comfortable with taking 
risks. Quite importantly, this occurs totally under their conscious 
radar. Furthermore, his research suggests that for many males 
“winning” something, like a tennis set or a stock trade, triggers a 
positive feedback loop that leads to more testosterone release [18].

Ok, when we talk about hormones whether it is cortisol, estro-
gen, or testosterone, it’s helpful to think about their influence on 
behavior based on an inverted U-shaped curve. Depending upon 
the specific context, a little surge might be helpful, but too much 
and watch out! For example, a slight increase in testosterone 
might be totally beneficial to a young male animal because it may 
nudge him a little outside his typical comfort zone and give him 
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access to new resources such as food or a mate. Unchecked, how-
ever, a continued influx can push that animal way past his 
 contextual sweet spot and into an area that is statistically more 
risky. For example, they might start scavenging too close to pred-
ators or expending too much energy trying to patrol an overly 
large territory. Dr. Coates believes that young men in the trading 
floors are susceptible to some of these same testosterone fluctua-
tions and that their physiology likely plays a role in the stability of 
world markets. In fact, he believes that the collapses of several 
major financial institutions were likely triggered by the faulty 
decision making of young men riding out the tail end of their mas-
sive winner’s streak [19, 20].

This whole area of discovery changed the way I think about 
our neurobiology and its effect on our behavior. Just staying with 
testosterone, think about the potential influence of this in our own 
professional worlds. Could shuffles for dominance in the trauma 
room between different “medical tribes” be inadvertently trigger-
ing testosteronal surges that subtly shift the quality of decision 
making from a “what” is right to a “who” is right scenario? Is it 
impacting diagnostic anchoring? By the way, this is just consider-
ing a natural testosterone flux. What about the long-term effects of 
the 3.8 billion dollar exogenous testosterone industry that aggres-
sively markets supra-therapeutic doses of testosterone to men 
who usually lack an actual medical indication to take it? [21] 
Importantly, these same types of questions readily apply to other 
hormones too. There are studies suggesting that patients who are 
chronically stressed or who are taking long-term corticosteroids 
may actually become more risk adverse and it is well known that 
high levels of progesterone can stimulate excessive rumination 
[22, 23]. Currently there are far more questions than answers, but 
this data underscores the value to me of neuro-diverse teams and 
their potential ability to help check and balance individual mem-
ber’s physiological blind spots.

Now let’s move on to gender. Gender is based on how an indi-
vidual perceives themselves within the context of societal expec-
tations and norms and, unlike the more binary biological sex 
classification, represents a spectrum. Lab rats have a sex, not a 
gender. In the research world, it’s ideal when a sex and gender 
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difference is discovered if researchers can determine if their 
results are reflective of a difference in biological sex or in a 
 culturally influenced construct  – i.e., gender. For example, in 
2018 the Cleveland Clinic published mortality outcome data 
before and after changes in their ST elevation MI (STEMI) proto-
cols [24]. Their new guideline included four specific components: 
formalized trigger of cath lab, assigned team roles, transport to 
open room in cath lab, and radial versus femoral access. Before 
the protocol the 30-day mortality was 10.7% versus 4.6% for 
women and men, respectively; after it was 6.5% to 3.3%. Notably, 
there was not a significant decrease in mortality for men but the 
absolute mortality difference in women fell more than 4%! Now, 
we know from other data that there are several biological sex dif-
ferences in cardiac disease that can contribute to this mortality 
difference such that women who smoke and have diabetes or 
depression have greater risk of coronary artery disease compared 
to matched men. Women are also more vulnerable to getting 
microvascular disease and are overrepresented in the subgroup of 
patients who present without chest pain [25, 26]. The Cleveland 
Clinic study nicely shows, however, that an individual’s gender is 
also associated with the chance that they will die from their heart 
attack and suggests that there was simply something different in 
how men and women were evaluated and treated before the proto-
col. Unfortunately, hunting down the “why” in the gender bucket 
can be much trickier because these gender differences are often 
the sum of a bunch of ill-defined and difficult to quantify indi-
vidual touchpoints such as potential subtle differences in triage, 
high acuity room placement, and time until initial EKG. These 
differences can be further confounded if women present atypi-
cally or describe their pain in an overly expressive manner because 
that presentation clashes with the mental model that so many of us 
were taught that associates STEMI with stoic older men who look 
gray and ashen.

Of course, the above discussion is further complicated by the 
fact that what is a sex vs a gender difference, in reality, is often 
hard to define. As a recent obstetrical study shows, the influence 
of gender starts before birth. This study examined pregnant 
European women’s risk preferences after they underwent prenatal 
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ultrasounds. They found that couples who found out they were 
having a girl became more risk adverse compared to couples 
 having a boy or to those who did not find out their baby’s sex. The 
suggested implication of this study is that knowing a baby’s sex 
not only changes a pregnant woman’s perception and decision 
making; it might also impact fetal development because any phys-
iological shift, such as a cortisol spike, in the mom can have a 
downstream effect to the fetus. Furthermore, if these differences 
in risk tolerance continue after birth, babies that get cuddled a 
little longer or thrown up into the air a little higher will have 
slightly different brains as these subtly different experiences will 
physically alter their synapse connections and axonal myeliniza-
tion patterns via neuroplasticity. So, the belief that we can make a 
clean vertical line that nicely separates our biology from social 
constructs is often unrealistic and far more often that line is tipped 
over with the influence of biological sex smearing over to that of 
gender. In reality, there is actually a little ironic twist to that pre-
natal ultrasound study – as testosterone delays lung development, 
infant mortality in developed countries is actually far higher in 
males! This leads us back to the delicate gap between data and 
perception.

In retrospect, I should have anticipated that studying sex and 
gender would be associated with a lot of baggage. As a western 
trained physician who was baptized by the holy grail of data, I 
naively believed that once there was more data showing clinically 
important sex- and gender-based differences, we as a medical 
community would quickly pivot and adapt to the new evidence. 
Needless to say, it didn’t quite happen this way. Many researchers 
and physicians struggle to admit that men and women, on aver-
age, are simply different. Although they may embrace the emerg-
ing world of precision medicine, they still have trouble believing 
that the first step in getting there is the consideration of whether 
an individual has an XX or an XY chromosomal pair. I initially 
found this disconnect puzzling like: don’t people want to practice 
up-to-date medicine? SGBM benefits the outcome of both sexes. 
Yes, it allows us to double-check the validity of all the practices 
that we developed on male scientific models and simply cut and 
pasted over to females. However, SGBM also helps us optimize 
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the health of males because when we deliberately study outcomes 
in both males and females we often find processes in which 
females have a natural advantage – such as having a better immu-
nological response to most vaccines. Once discovered, this allows 
us the opportunity to go back to the lab to try and figure out why 
such a difference occurs which can then lead to new therapies that 
specifically target and benefit men. So, if SGBM helps women 
and it helps men, what the heck is the hang up?

In hindsight, I believe the reluctance of the medical commu-
nity to fully embrace SGBM is because, as previously noted, the 
components of sex and gender can be difficult to pull apart; hence, 
they often just get lumped together. This is problematic because 
the biological sex as a separate variable angle, especially when it 
can be tied to an objectively measured physiological difference, is 
not that controversial. In fact, we already have the framework for 
a similar variable  – age  – which could be used as a model. 
Sometimes, depending upon the context, age matters; other times 
it doesn’t. Have a sprained ankle? Probably don’t care if you are 
18 or 50. Have chest pain? Well, that’s a different story. Quite 
bluntly, I believe the problem in getting SGBM more mainstream 
is dealing with the albatross of gender.

Gender quickly gets problematic because it is deeply inter-
woven with implicit bias. Most of us have a sense that implicit 
bias still exists somewhere but we deeply want to believe it is not 
an issue that personally affects us or the assumed gender-blind, 
merit-based professional communities in which we work. When 
papers are published suggesting otherwise and show that gender 
appears to still influence patient care, medical training, evalua-
tions, and promotions, this can feel threatening and difficult to 
accept [21, 27, 28]. A recent study by Handley nicely demon-
strates this issue [29]. They started by asking participants to read 
the abstract from another actual study that revealed implicit bias 
(specifically, the study showed that abstracts from a national 
conference were rated higher if the first author was a male) and 
then doctored up its result section for their study. Half of their 
study participants got the original abstract with its original con-
clusions while the other half got the original abstract with mod-
ified conclusions that showed no perceived differences in 
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findings related to the author’s gender. They then asked their 
study participants to comment upon the quality of the study’s 
methodological design. They found that male science professors 
rated the quality of the research as being better in the abstracts 
showing no gender differences.

Recently, I came across an interesting little MRI study that 
suggests what might be going on at a neurobiological level when 
we are given data that challenges a deeply held belief. This 2017 
study by Kaplan looked at another area which easily trips most of 
us up – politics [30]. In this study researchers put individuals with 
strong political convictions into an MRI machine. Next, they 
bombarded them with contradictory information about their polit-
ical party and then reevaluated the strength of their convictions. 
The authors were interested in the MRIs of individuals who had 
objective scores before and after the scan that stayed consistent 
(i.e., they went into and out of the scanner with their same strong 
convictions). When correlating BOLD signal with belief change, 
they found two interesting things. One, the lower the belief 
change, the less activity in the area in the brain (left orbital pre-
frontal context) that often chews over the validity of new informa-
tion. And two, the amygdala and insula, areas that are often 
associated with concern of physical harm and threats, showed 
more activity with less belief change. I believe that this study 
highlights the sense of distress that many of us feel when we are 
confronted with new information that contradicts a deeply held 
view and reveals why we are vulnerable to prematurely dismiss-
ing that information prior to any real objective consideration. This 
made me realize that if I truly wanted to move the needle on this 
controversial sex and gender stuff, I not only needed to know the 
science; I needed to anticipate and manage its perception and to 
consciously work to create safe spaces where the material can be 
openly explored in a curious, nonjudgmental fashion.

There was one more unanticipated roadblock in my new ven-
ture, and that was reality of public backlash. There are a lot of 
people who have strong and often quite differing opinions about 
any research concerning sex and gender. I think the group that was 
most surprising to me, however, was the one consisting of a hand-
ful of neuroscientists and psychologists who appear to sincerely 
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believe that most sex-based differences are inconsequential and 
are concerned that most research only reinforces  preconceived 
stereotypes and justifies discrimination [31, 32]. Although I agree 
that we must carefully analyze and appropriately message results 
so that they are not overblown, I worry about this trajectory. First, 
because there are clear sex differences in many mental health and 
neurological diseases: Alzheimer’s, Parkinson’s, autism, anxiety 
and mood disorders, and sociopathy, to name just a few. Second, 
I’m concerned that fear of public criticism might stall other 
researchers from adopting the analysis of sex and gender into 
their own academic work. For example, a recent peer-reviewed 
paper discussing a mathematical theory about the greater male 
variability hypothesis (which contends that sex-based evolution-
ary differences in reproductive strategies lead to a greater range of 
variability in many traits and behaviors in males compared to 
females) was pulled after its online publication [33]. An editorial 
by the primary author implied its removal wasn’t triggered due to 
any methodological issues, rather from complaint letters sent to 
the journal stating concerns that the study might be misinterpreted 
and used to inappropriately discourage women from entering 
math-oriented fields. Undoubtedly, this was a controversial paper; 
pulling it, however, sniffs a little too much of academic censor-
ship to me. As the study is no longer available, it cannot be openly 
analyzed and vetted on social media and this only feeds into addi-
tional conjecture. On the same note, last year when I interviewed 
Dr. Anne Litwin about her qualitative research on the unique chal-
lenges women can face when working together, she shared with 
me that she was actively discouraged from pursuing the topic. The 
feedback was of concern that if any of her results portrayed pro-
fessional women in an unfavorable light, they might be used as 
ammunition to prevent the advancement of women in the future 
[34]. Wow.

So, in summary, we now know (a) that there are real and impor-
tant sex- and gender-based differences and (b) they can often be 
very hard to openly discuss. How do we move past this Catch-22? 
Well, I think it starts with a deep breath and a sincere acknowledg-
ment that discussing this material can be truly challenging and 
that unchecked it can viscerally trigger lots of different groups in 
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lots of different ways. Next, we need to objectively identify shared 
goals. Here’s the short list that I’d hope most of us can agree upon: 
(1) practice up-to-date science, (2) optimize the physical and 
mental health of all of our patients and ourselves, and (3) maxi-
mize the effectiveness of our teams. Having this list handy can 
help refocus a conversation if and when it starts to veer off track. 
At the end of the day, the message I want others to take home is 
that men and women are not the same and that it is okay to talk 
about it. Many of the ways in which we are different are undoubt-
edly inconsequential, however not all of them. As the Cleveland 
Clinic STEMI study shows, it is time we approach this tough 
material in a curious and respectful way because if we continue to 
dance around it, we are short-changing ourselves, our patients, 
and our teams [22].

I’d like to conclude by suggesting some different frameworks 
to approach sex and gender differences. First, when we can, it is 
helpful to break apart biological sex differences from gender ones 
because the interventions used to mitigate them are often quite 
different. When we are talking about biological sex, we are usu-
ally focused on potential physiological or pathophysiological dif-
ferences that may interact with the result of a test, drug, or 
intervention. For example, because women’s hearts are smaller 
than men’s and because women have increased microvascular 
pathology, women with acute coronary syndrome may have a 
negative conventional troponin due to a smaller troponin leak and 
may benefit from being tested by a high sensitivity troponin with 
a sex-based cutoff value [35]. Adjusting for identified biological 
sex differences will likely focus on technological tweaks such as 
adjusting “normal” lab values, modifying drug dosing, or chang-
ing imaging protocols.

Tackling gender-based health inequities, however, will likely 
require a different approach as here we are not dealing so much 
with an objective physiological difference but a more nuanced 
cultural one. A good start to fixing these disparities is to remind 
colleagues that gender-based implicit bias, just like decision or 
distraction fatigue, is unconscious and unintentional. And just like 
those heuristic blind spots, if left unchecked, implicit bias can 
lead to flawed decision making, inadvertent patient harm, and ini-
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tially subtle but cumulatively marked, professional inequities. 
Unlike biological sex differences, attenuating gender-based 
 disparities is often about modifying systems to catch and mitigate 
unconscious human bias. These include things like: widespread 
educational training about the negative impact of implicit bias, 
modification of an electronic record that automatically defaults 
patients in to specific evidence-based guidelines, and an organiza-
tional commitment to transparently review its demographic statis-
tics on retention, salary, and promotion.

Another conceptual framework I have found extremely helpful 
in approaching sex- and gender-based differences is one devel-
oped by McCarthy et al. [36]. They break differences into three 
big categories. The first category is represented by two separate 
circles, one for males, the other females. Almost everything that 
falls into this category is a biological difference based on repro-
ductive organs. For example, if you have ovaries or XX chromo-
somes, you go into the female circle, and if you have XY 
chromosomes and testicles, the male one (though in reality, even 
this categorization is not quite so neat as there are people born 
intersexed who have an unanticipated glitch in their hormonal, 
chromosomal, or anatomical development and don’t easily fit into 
either grouping).

The next category comprises of overlapping circles and looks 
at the mean differences in large groups of men and women with 
the degree of overlap depending upon the specific trait or behavior 
being evaluated. Of note for many characteristics, there are sig-
nificant overlaps between men and women and some researchers 
use this to say: if the vast majority of men and women look the 
same here, why do we care about their differences? My response 
is: What is the downside of better understanding how the people 
outside the overlapping regions might be thinking or behaving, 
especially if it is different from my own reactions? For example, 
in 2016 Sparato and a team at University of Pittsburgh surveyed 
burnout rates and the use of different types of coping mechanisms 
in internal medicine residents [37]. Their data showed that twice 
the number of women reported being burned out compared to men 
(30% vs. 15%). They also found that although both men and 
women used acceptance, positive reframing, and self-distraction, 
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men were more likely to use humor and women self-blame and 
that women were also more likely to seek outside help. I believe 
in recognizing such differences, researchers can use them to 
develop new approaches better tailored to the different needs of 
different residents.

The third category, which personally I find the most interest-
ing, consists of sex convergence and divergence. Convergence 
challenges the assumption that just because men and women are 
“doing” the same thing, that the why and how behind that doing is 
also the same. One of my favorite examples of this is a neurosci-
ence paper by Seo [38]. What they did is have men and women 
record neutral and anxiety-provoking stories from their own past 
(stories which evoked similar levels of objectively tested “anxious 
feelings”) and then listen to them in an MRI machine as the 
researchers scanned them. They revealed several differences, but 
the most interesting one was that the sensation of being “anxious” 
in men was associated with less firing in the executive functioning 
areas of the brain while in women it was associated with more 
firing. They extrapolate this to suggest that anxious men may be 
more vulnerable to acts of impulsivity while anxious women to 
excessive rumination and suggest that cognitive behavioral ther-
apy in men may be beneficial because it increases executive con-
trol function while mindfulness may work better in women 
because it dampens frontal lobe hyperactivity.

The concept of convergence brings up the possibility that if 
men and women use different wiring patterns in their brains to 
sense similar emotions or do similar tasks that there might be dif-
ferent ways to optimize learning new skills. For example, in a 
recent review done by surgical educators brainstorming on ways 
to increase gender diversity in surgery, it was suggested that there 
may be overall differences in gender-based group preferences in 
how to learn new procedures [39]. For instance it was suggested 
that when teaching something like suturing that women might 
prefer an extended period of hands-on coaching while men, a 
period of solo trial and error with the ability to loop back after-
ward with questions. Importantly, the message to educators was 
that both learning styles are acceptable and that one way is not 
better.
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Finally, we are down to divergence. Here, men and women 
start off in a similar state, but their behavioral response then splits 
apart after being exposed to the same stimuli. One of my favorite 
papers from last year, which I fondly call the pet-the-puppy study, 
emphasizes this point. This is a quirky little study by Sherman 
that examines the potential for sex-based differences in affiliative 
behavior, or in English, they wanted to know if men and women 
seek out physical contact under the same conditions [40]. Because 
the authors recognized that hugging another adult in public could 
be heavily influenced by societal or “gendered” expectations, they 
substituted humans with dogs. The setup was that agility dogs 
who had just completed a competitive course were videotaped 
with their trainers while waiting for their official score (though 
most of the trainers already had a good sense about whether or not 
their dogs would be advancing). The study examined how much 
physical contact the trainer made with their dog. The results 
showed a divergence in context of behavior. Men pet their dog 
more when they anticipated celebration, women elimination. The 
authors suggest this supports the idea that men are more likely to 
seek out affiliation in victory while women for comfort after 
defeat. Coming back full circle, the concept of divergency gives 
me better insight as to what was going on during those early days 
in my career when my colleagues and I were recovering so differ-
ently to similar difficult interactions.

As we conclude this chapter, I hope this has helped you begin 
to see the subtle and often not so subtle influence that sex and 
gender can play in both patient care and our professional develop-
ment. By skirting away from frankly talking about and earnestly 
researching sex and gender differences, we have inadvertently 
hurt our patients and shortchanged ourselves. The traditional 
medical model has not worked for many of us because we are not 
the traditional male doctor nor do we treat just the traditional male 
patient for which the system was inadvertently created. 
Fortunately, there are opportunities to move forward. As we now 
have significant data surrounding the existence of important sex- 
and gender-based differences in both science and professional 
development, the next step is targeting interventions at both the 
individual and organizational level via a combination of educa-
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tion, incentives, and accountabilities to facilitate and track real 
change. As discussed in the chapter, authentic buy-in to such 
interventions is key and is likely to be more successful if change 
drivers recognize and deliberately manage anticipated “percep-
tions” surrounding the more controversial aspects of this material 
and consider partnering with enlightened male influencers to 
increase their leverage in facilitating change.

Finally, I’d like to share one more insight. I started down this 
sex and gender rabbit hole in a desperate search to figure out how 
to better manage and recover from the professional conflict that 
was crippling me. Although the literature I discovered certainly 
provided me with additional tools to manage difficult conversa-
tions and improve patient care, ultimately, it did something far 
greater. The process of discovery got me re-energized in both my 
professional and personal life. In retrospect, I started developing, 
totally inadvertently, certain habits that can help attenuate burnout: 
finding a passion, diving into it deeply, connecting it to a greater 
good, taking new risks, finding like-minded allies, teaching others, 
celebrating accomplishments, and spotlighting gratitude.

As you start on your own journey toward wellness and renewal, 
I encourage you to be more mindful about the material to which 
you naturally gravitate and to allow yourself the time to explore it 
more deeply. It may be just the spark you need to better illuminate 
the path in front of you. Be well, Jeannette.
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The available literature indicates that patient satisfaction assess-
ments play a complex role for women physicians, in part due to 
expectations of a subset of their patients that appears to be gen-
dered [1]. There is also a growing concern that patient satisfaction 
scores may increase both male and female physician burnout and 
result in physician job dissatisfaction, attrition, and inappropriate 
patient care [2, 3]. The available, albeit limited, literature gener-
ally endorses better outcomes for patients of female physicians 
compared to male physicians in various settings [4–8]. Women 
physicians are more likely to demonstrate patient-centered skills, 
spend more time with their patients [9, 10], adhere to guidelines, 
and provide preventive care [5, 11–17]. Although data has sug-
gested that these practice patterns may result in improved patient 
outcomes and stronger relationships with patients leading to an 
increase in professional fulfillment, the additional time and bur-
den may increase the risk of burnout. Once a physician experi-
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ences burnout, the chances of medical errors are greatly increased 
[18, 19], which negatively impacts patient satisfaction and 
 outcomes. It is therefore imperative to (1) recognize those physi-
cian qualities and behaviors that improve outcomes and add value 
and (2) further examine whether patient satisfaction scores are the 
best way to assess good quality care.

 Patient Satisfaction Scores

Patient satisfaction has become a chief focus within healthcare 
organizations over the past decade. This is, in part, a response to 
both the Patient Protection and Affordable Care Act of 2010, 
which mandated that the patient experience and satisfaction 
become essential components of healthcare quality assessments, 
and the Centers for Medicare and Medicaid Services (CMS) 
announcement that future payments would be heavily impacted 
by the assessment of healthcare quality and value [20]. As a result, 
patient satisfaction scores are currently considered a major qual-
ity indicator. Administrators of healthcare systems commonly 
rely on patient satisfaction scores to both judge the success of the 
physicians they employ as well as a metric to compare their per-
formance to other healthcare organizations.

Patient satisfaction scores have been directly related to clini-
cal outcomes, patient retention, patient doctor relationships, 
and medical malpractice claims [21–24]. Jha and colleagues 
examined whether a hospital’s performance on the Hospital 
Consumer Assessment of Healthcare Providers and Systems 
(HCAHPS) survey was related to its performance on clinical 
care quality indicators. Hospitals with a higher level of patient 
satisfaction provided clinical care which was higher in quality 
for all conditions examined including acute myocardial infarc-
tion, congestive heart failure, surgery, and pneumonia. Another 
observational study compared clinical performance, patient sat-
isfaction, and 30-day risk-standardized readmission rates for 
acute myocardial infarction, heart failure, and pneumonia. This 
study confirmed the relationship between higher overall patient 
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satisfaction with lower 30-day risk-standardized hospital read-
mission rates after adjusting for clinical quality from an organi-
zational perspective [25].

It is, however, imperative to recognize the obvious limitations 
of relying on patient-reported data in isolation. Importantly, 
patient-reported impressions of quality of care do not always 
align with medical personnel’s impression of the same encounters 
[26]. Patients typically focus on the entire patient experience. 
This includes, but is not restricted to, the care provided during the 
visit. In fact, one study found that high patient satisfaction was 
associated with a higher probability of an inpatient visit, greater 
healthcare expenditures, and higher mortality [2]. This highlights 
the essential need to employ processes that evaluate both the 
actual medical care provided and the patient experience. Medical 
care outcomes, both positive and negative, must remain para-
mount in the evaluation of healthcare organizations. Furthermore, 
there is data to suggest that the utilization of patient satisfaction 
surveys may result in physician job dissatisfaction, attrition, and 
inappropriate patient care due to fear of a bad evaluation [3]. 
Further research is needed to confirm that patient satisfaction 
scores, particularly when not accounting for appropriate nuance, 
add positive value to the evaluation of healthcare organizations 
and the providers overall.

Given the emphasis that healthcare organizations place on 
patient satisfaction scores, there is a significant amount of research 
being performed to help understand the factors that define patient 
satisfaction and may affect scores for individual physicians. 
Patient satisfaction scores are influenced both by patient charac-
teristics and physician behaviors. Four factors have been identi-
fied as being integral in defining patient satisfaction: the patient’s 
personal preference, the patient’s expectation, the response ten-
dency of the patient due to personal characteristics, and the qual-
ity of care received [27].

Research has demonstrated an association between race and 
gender concordance, physician age, and patient satisfaction scores 
[28, 29]. The relationship between race concordance and higher 
patient ratings of care seems to be independent of patient-centered 
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communication, suggesting that patient and physician attitudes 
may mediate this relationship. There is also a significant amount 
of research evaluating the relationship between physician gender 
and patient satisfaction. Investigations have focused on whether 
there is a relationship between a physician’s gender and patient 
satisfaction as well as the impact of physician and patient gender 
concordance on patient satisfaction. The remainder of this chapter 
will review the current literature and explore the relationship 
between patient satisfaction scores, patient outcomes, and physi-
cian gender.

 Physician-Patient Communication

Women physicians with higher patient satisfaction scores are 
thought to incorporate stronger emphasis on patient-centered 
skills. These practice skills include being more attentive, provid-
ing more information and displaying more sympathy [9]. When 
comparing gender differences in physician-patient communica-
tion of pediatricians, women physicians typically spend more 
time with their patients than their male counterparts [10]. Women 
physicians engaged in more social exchange, more encourage-
ment, reassurance, and information gathering with the children. 
This study observed that children were more satisfied with physi-
cians of the same gender while parents were more satisfied with 
the women physicians [30]. Some, but not all studies, found that 
women obstetrics-gynecology patients preferred a female physi-
cian [31, 32]. One group of investigators videotaped primary care 
providers to further study whether differences exist in outpatient 
clinic encounters between male and female primary care physi-
cians [12]. Although they did not demonstrate a statistically sig-
nificant difference in the total time spent with patients, they did 
observe that female physicians engaged in more preventive ser-
vices and communicated differently with their patients. This con-
cept has been reinforced in several clinical trials. In one study 
involving gynecologists, after controlling for patient-centered 
communication, no significant gender differences remained; i.e., 
patient-centered communication drove patient satisfaction more 
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than the physician’s gender. However, women physicians tended 
to use that style of communication more than their male 
 counterparts. The authors encouraged further research on how to 
improve such communication skills for all physicians [33].

 Gender Concordance and Patient Satisfaction 
Scores

A preference for gender concordance, a woman patient’s prefer-
ence to be cared for by women physicians, has been repeatedly 
demonstrated. This has been verified in studies evaluating wom-
en’s choices of general practitioners [34–37], consultations for 
women’s health problems [38], gynecological care [39], and emer-
gency medicine [40]. A meta- analysis performed by Janssen et al. 
found that many women prefer to see a woman obstetrician-gyne-
cologist, especially when a physical examination is required [31, 
32, 41–46]. There are many theories to explain the reason women 
prefer to be seen by women physicians. The obvious one is that 
women feel more comfortable with women, especially when the 
examination involves a detailed physical examination. In addition 
to the ease of undergoing a physical examination by someone of 
the same gender, investigators have found that gender concordance 
encourages improved communication, patient satisfaction, and 
fosters a more trusting relationship between a patient and his or her 
physician [10, 33, 47–49].

 The association between women physicians and high patient 
satisfaction scores is not a universal finding. Interestingly, notwith-
standing the overwhelming evidence that women prefer to be seen 
by physicians of the same sex, the relationship becomes less clear 
when evaluating patient satisfaction scores. In one multicenter 
study, the gender of the physician treating patients in an emergency 
room was not a significant factor in Press Ganey Evaluations by 
patients [50]. Another study performed by Schmittdiel et al. found 
that in their population, women who chose female doctors were the 
least satisfied for four out of five measures of satisfaction. This 
study evaluated a random sample of HMO members and catego-
rized them into four dyads: female patients of female physicians, 
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male patients of female physicians, female patients of male physi-
cians, or male patients of male physicians. They further stratified 
patients on whether they had chosen or been assigned to their physi-
cian. Of all of the divisions, male patients of female physicians 
were the most satisfied. Female patients were more likely to have 
chosen their physician to be a female physician. Despite this, female 
patients who chose a female physician were the least satisfied 
patients. Of note, preventive care and health promotion practices 
were comparable for male and female physicians. These differ-
ences were not seen among patients who had been assigned to their 
physicians and were not due to differences in any of the measured 
aspects of health values or beliefs. This study suggests that female 
patients who choose their physician may have higher expectations 
which are difficult for physicians to fulfill [1]. In fact, when men 
and women physicians portrayed the same high patient-centered 
narrative, there was a stronger positive effect on satisfaction and 
evaluations for men than women physicians. This supports the idea 
that while higher verbal patient-centered behavior by male physi-
cians is a marker of clinical competence, these same behaviors are 
considered expected behaviors for women physicians and trans-
lated into less significant effects on satisfaction and evaluations for 
women physicians [51]. In fact, there is evidence that male physi-
cians may get more credit when they demonstrate the same degree 
of patient-centered care as female physicians [52]. (See Chap. 5 for 
more on gender stereotypes.)

 In a small study published by Garcia et al., the authors further 
explored the relationship between gender concordance and patient 
satisfaction. The populations of patients included in this study 
were African American, Caucasian, and Latino adults, who 
received their outpatient care in university-based primary care 
clinics in Northern California. This study found that women in all 
English-proficient groups described gender concordance as 
important to their relationships with primary care physicians. 
However, Spanish-speaking patients uniformly preferred Spanish- 
speaking physicians [53]. This study further underscores that gen-
der concordance may represent only one of many patient satisfiers 
that contribute to the complex relationship between physician 
preference and patient satisfaction.
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 Outcomes of Female Physicians

In addition to discrepancies in patient satisfaction scores based on 
the sex of the provider, a significant amount of attention is focused 
on differences in both medical and surgical healthcare outcomes 
based on physician gender. The following section will review and 
summarize the available research.

In addition to being more likely to participate in patient- centered 
communication, the literature indicates that women physicians are 
more likely to adhere to clinical guidelines and provide preventive 
care [5, 11–17]. Gender concordance has been linked to medical 
decision making, achievement of diabetes and hypertension treat-
ment goals, and receipt of preventive counseling. Women physi-
cians appear to reach the treatment goal for blood pressure, HbA1c 
levels in women patients, and cholesterol levels in all patients more 
often than men  physicians [54–56]. A study performed by 
Schmittdiel et al. investigated the relationship between outcomes of 
risk factor modification based upon physician gender. They moni-
tored control of HbA1c levels, LDL-C levels, and systolic blood 
pressure. The results demonstrated that women patients of women 
physicians had better HbA1c control. Although in the general popu-
lation, women patients have lower levels of LDL-C and blood pres-
sure control than patients who are men, women patients of women 
providers have better LDL-C and systolic blood pressure and were 
more likely to receive treatment intensification of all three cardio-
vascular disease risk factors than women patients of men primary 
care providers, indicating a link between gender concordance and 
clinical outcomes. Furthermore, women  physicians were more 
likely than their men counterparts to intensify hyperlipidemia and 
hypertension therapy for their patients [4].

Similar findings have been demonstrated when evaluating the 
influence of physician gender and adherence to guideline- 
recommended treatment of chronic heart failure in patients in 
eastern Germany. Guideline-recommended medication use and 
achievement of target doses have been observed to be higher in 
patients treated by  women physicians. Furthermore, although 
there was no difference in treatment for men or women patients 
cared for by women physicians, physicians who are men used sig-
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nificantly less medication and lower doses in women patients. In 
a multivariate analysis, female physician gender was an indepen-
dent predictor of beta-blocker prescription [5].

Although research supports the idea that  women physicians 
focus on patient-centered communication and medical care that is 
more likely to adhere to clinical guidelines and recommended 
preventive care, does this behavior translate into better clinical 
outcomes for patients of women physicians? This question was 
addressed in a study performed by Tsugawa and colleagues [6]. 
The investigators analyzed a random sample of hospitalized 
patients greater or equal to 65 years old who were treated for a 
medical condition by a general internist and receive Medicare fee- 
for- service benefits. They examined the relationship between phy-
sician sex and 30-day mortality and readmission rates after 
adjusting for patient, physician, and hospital characteristics. They 
found that patients treated by women internists had lower mortal-
ity and readmission rates compared to patients treated by inter-
nists  who are men. These findings suggest that previously 
documented differences in practice patterns between men and 
women may translate into different patient outcomes. Similarly, 
Dahrouge et al. evaluated quality of care based on physician gen-
der in family medicine practitioners in Ontario, Canada. They 
observed that patients of women physicians were more likely to 
receive recommended cancer screening and diabetes manage-
ment. They had fewer emergency room visits and hospitaliza-
tions. Complex patients were also noted to visit the emergency 
room less if their physicians were women[7].

The findings of the above study were verified by authors of 
another study, who evaluated survival rates following acute 
myocardial infarctions based on the gender of the treating emer-
gency department physician. A higher mortality was noted 
among women  patients treated by men  physicians. Men and 
women  patients experience similar outcomes when treated by 
women  physicians, suggesting that unique challenges arise 
when physicians who are men treat women patients. Even more 
interesting, they found that men physicians with more exposure 
to women  patients and women  physicians have more success 
treating women patients [57].
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Studies evaluating outcomes based on physician gender have 
also been performed in procedure-based medical subspecialties 
and surgical specialties. Mehrotra and colleagues performed a ret-
rospective cohort study in which they evaluated physician perfor-
mance on adenoma detection rate after risk adjusting for 
differences in patient population and procedure indication. They 
noted that women physicians detected roughly 10% more adeno-
mas than men physicians, supporting that women physicians had 
higher performance in adenoma detection [8].

Comparison studies evaluating postoperative outcomes based 
on the surgeon’s gender have also demonstrated small, statisti-
cally significant differences in outcomes. A population-based, ret-
rospective matched cohort study evaluated the outcomes of 
patients undergoing 25 surgical procedures. Patients were matched 
by age, sex, comorbidity, surgeon volume, surgeon age, and hos-
pital. Fewer patients treated by women surgeons died, were read-
mitted to the hospital, or had complications within 30 days than 
those treated by men  surgeons. A stratified analysis by patient, 
physician, and hospital characteristics did not significantly mod-
ify the effect of surgeon sex on outcome. They did find that 
improved postoperative outcomes for patients treated by women 
surgeons were restricted to patients who have had elective opera-
tions, which might reflect better patient selection for surgery [58].

In conclusion, the available research suggests a positive rela-
tionship between patient satisfaction and patient outcomes for 
patients cared for by women physicians. Overall, women patients 
prefer to receive medical care from women physicians. Positive 
patient satisfaction and outcomes appear to be driven by patient- 
centered communication, preventative care, and adherence to 
clinical guidelines. The small amount of literature available sug-
gests that women patients of women physicians may have better 
outcomes. Future research to further elucidate these relationships 
is warranted. The available data supports the value of patient sat-
isfaction scores on a global level; however the possible role of 
patient satisfaction scores in contributing to physician burnout 
should be explored further. If a causative relationship between 
patient satisfaction scores and physician burnout is realized, 
healthcare organizations may benefit from focusing on value and 
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outcome rather than patient satisfaction scores. Women  physi-
cians will benefit from research regarding strategies that accom-
modate and support their positive doctor-patient relationships and 
outcomes to foster professional fulfillment while not increasing 
physician burnout. Ultimately, both our physicians and our 
patients will benefit from healthcare delivery that leverages the 
skills necessary to create high-quality patient experiences and the 
best possible outcomes for our patients in the most supportive 
environments for our physicians. Ideally, our healthcare systems 
and practices should accommodate for and reward those behav-
iors, rather than make it harder on doctors who take that extra time 
and care to meet the needs of the patient.
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before they are out of the house to do their own activities—she 
feels like it’s never enough—before returning to emails to pre-
pare for her role on various professional committees or to chart-
ing to catch up on patient care and documentation issues. Her 
elderly mother, who lives nearly 800 miles away, is needing more 
care and support as she ages, complicated by the fact that her 
father passed away 2  years ago and now there are no family 
members close to assist her mother. J feels some resentment that 
her career has tied her to this city so far from her mother but the 
thought of researching a cross-country move is more than she can 
handle on any given day, and she’s hopeful that a promotion to 
vice chair of the department may be coming soon anyway. J won-
ders if she should schedule a visit with her doctor to discuss the 
possibility that her frequent tearfulness and lack of interest in 
activities that she used to enjoy, such as knitting, cooking, or run-
ning, are depression, but she also fears the possibility that a psy-
chiatric diagnosis or treatment could negatively impact her 
medical license.

 Introduction

 Definition

Burnout is a clinical constellation of symptoms of emotional and 
psychological job-related stress. While there is no one complete, 
standardized, and accepted definition, burnout is commonly char-
acterized as a combination of “emotional exhaustion, deperson-
alization, and low personal accomplishment caused by the chronic 
stress of medical practice” [1]. This chapter will explore the epi-
demiology of burnout and its connection with depression, suicide, 
and addiction, specifically in women physicians. It remains chal-
lenging to adequately describe the epidemiological indicators of 
physician burnout, with a wide range of study methodology, defi-
nitions, and outcomes reported in the literature. Although chal-
lenging to study from an epidemiological perspective—likely 
related to the lack of one consistent definition and under-report 
due to stigma or fear of professional repercussions—the majority 
of physicians are likely to personally describe some or all symp-
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toms of burnout during their training or career, with estimates for 
trainees and early career physicians at 51–60% [2]. These per-
sonal symptoms have long reaching effect and result in negative 
consequences in the medical system: higher rates of burnout cor-
relate to higher rates of errors, longer recovery times for patients, 
and lower patient satisfaction [3].

 Importance of Epidemiological Data

In “The inevitability of physician burnout: Implications for inter-
ventions,” published in the inaugural edition of the peer-reviewed 
journal “Burnout Research” in April 2014, Montgomery writes, 
“The increasingly high levels of job burnout observed among 
physicians globally is set to continue as fewer resources and 
tighter budgets ratchet up the personal and professional pressure” 
[4]. He also states, “burnout is the inevitable consequence of the 
way that medical education is organized and the subsequent mal-
adaptive behaviors that are reinforced in healthcare organizations 
via the hidden curriculum” [4]. He describes a hidden curriculum 
that erodes professionalism and increases cynicism and postulates 
that once these maladaptive behaviors become entrenched, it is 
challenging, and at times even impossible, to reframe and retrain 
physicians. This underscores the urgent need to standardize the 
definition and to thoroughly understand the epidemiology of 
burnout in order to design studies and interventions that aim to 
address this burgeoning problem.

 Correlations of Burnout with Depression, 
Substance Use Disorders, and Suicide

Although burnout, depression, and substance use disorder are 
separate clinical entities, the three are related in that burnout can 
increase risk for depression or addiction and conversely a diagno-
sis of depression or addiction can increase risk for burnout. 
Interestingly, as will be discussed in this chapter, female physi-
cians may be at risk for rates of depression and addiction greater 
than their counterparts in the general population [5].
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 Epidemiology of Burnout in Women Physicians

 Understanding Variability in the Data

Studies on the epidemiology of burnout are widely variable due to 
marked variation in the definition or clinical criteria for burnout, 
variations in the assessment of burnout, study and data quality, 
and difficulty in determining associations of burnout as related to 
age, sex, geography, time, or medical specialty [6]. A Google 
search of “epidemiology of burnout” will produce results in which 
the vast majority of search results are related to physicians, nurses, 
and other healthcare professionals. Although burnout is not exclu-
sive to the healthcare professions, there appears to be a particular 
problem with burnout among healthcare professionals as com-
pared to other professions today.

 The Maslach Burnout Inventory

Unlike major depressive disorder or substance use disorders, 
burnout is not currently included in the Diagnostic and Statistical 
Manual of Psychiatry – DSM-5. Burnout is, however, included in 
the ICD-10 under the subcategory of problems related to life man-
agement difficulty (Z73). In order to more fully describe the 
symptoms of burnout, the Maslach Burnout Inventory (MBI) was 
developed in 1981 by Christina Maslach and Susan Jackson to 
serve as a standardized and validated tool for the assessment of 
burnout. Maslach characterized burnout as a triad of emotional 
exhaustion, depersonalization, and low personal accomplishment. 
The MBI is a 22-item assessment using scales to examine levels 
of emotional exhaustion, depersonalization, personal accomplish-
ment, cynicism, and professional efficacy [1].

In addition to the MBI, there are a number of publicly available 
tools that can be used to assess symptoms of burnout. These 
include, but are not limited to, the Astudillo and Mendinueta 
Burnout Questionnaire [7], the Modified Compassion Satisfaction 
and Fatigue Test [8], the Copenhagen Burnout Inventory [9], the 
Hamburg Burnout Inventory [10], and the Pines and Aronson 
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Burnout Measure [11]. Combining such a large number of readily 
available screening tools with an unstandardized, and at times 
nebulous, definition of burnout makes a complete characterization 
of the epidemiology of burnout a difficult, if not herculean task.

One of the most comprehensive examinations of burnout in 
physicians comes from the systematic review completed by Lisa 
Rotenstein, MD, MBA, and colleagues and published in JAMA in 
2018. In this article, the authors reviewed 182 studies related to 
burnout prevalence published between 1991 and 2018, involving 
109,628 individuals. They note that despite an ongoing wide vari-
ability in the definition and description of burnout, 85.7% of all 
studies used the MBI as part of the burnout assessment. Among 
those using the MBI, the most commonly used version was the 
MBI-Human Services Survey, which is designed for people work-
ing in human services jobs, such as physicians [6].

Unsurprisingly, given the aforementioned challenges, the prev-
alence reported in the studies analyzed in the Rotenstein meta- 
analysis ranges from 0% to 80.5%. Estimates for emotional 
exhaustion were 0% to 86.2%, for depersonalization 0% to 89.9%, 
and for diminished sense of personal accomplishment 0% to 
87.1%. Furthermore, all these values varied based on discordant 
cutoff scores chosen to be used with the MBI.

Several studies used the more stringent MBI cutoff scores for 
burnout of at least 27 on the emotional exhaustion scale, at least 
10 on the depersonalization scale, and a score of no greater than 
33 on the personal accomplishment scale [12]. These studies esti-
mated a physician burnout prevalence of 2.6–11.8%. With such 
strict criteria for defining burnout, these studies were likely to 
have captured all of those physicians who definitively experi-
enced burnout and yet may have missed those who experienced 
burnout but not at the level captured with these criteria. In other 
words, these studies can be thought of as having the highest spec-
ificity for burnout in physicians. These strict criteria may not 
serve the profession well in clinical practice or in identifying 
those physicians experiencing burnout and in need of assistance 
[12]. When relaxing the criteria to include either a high emotional 
exhaustion score or a high depersonalization score, that number 
increased from 2.6% nearly tenfold to 24.1% [12].

3 Rates of Burnout, Depression, Suicide, and Substance Use…



44

A separate study by Shanafelt and colleagues estimated the 
prevalence to be even higher—with this study concluding the 
prevalence of burnout in physicians to be 48.8%, much higher 
than other workers assessed in the same study, whose prevalence 
of burnout was 28.4% [2].

 Systems of Care and Personal Factors That 
Contribute to Burnout

In this section, we will explore the data that demonstrates that 
female physicians are at higher risk for burnout than their male 
counterparts across both the lifespan and the training/career span.

 Physicians Versus Other Professionals

It appears that the phenomenon of burnout occurs more com-
monly in medicine than among other professions. In a “Letter to 
the Editor” accompanying their study regarding rates of burnout 
in physicians in the years from 2001 until 2017, Shanafelt and 
colleagues specifically compare the rates of burnout in physicians 
to others in fields with commensurate levels of education (doctor-
ate or professional degrees such as JD, PhD). The letter noted that 
when compared to other groups of professionals, physicians 
worked more hours per week and were more likely to experience 
burnout, even when adjusted for age, sex, relationship status, and 
hours worked per week [13].

 Risk Factors for Physician Burnout

Several studies have revealed specific risk factors that are associ-
ated with an increased likelihood of burnout. Based on an 
 extensive literature search, Amoafo and colleagues [14] found 
that younger age, female sex, not being married, long working 
hours, and low reported job satisfaction to be consistently predic-
tive of burnout syndrome. Likewise, a subsequent systematic 
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review found the demographic factors of age, gender, marital sta-
tus, specialty, and job position to be drivers of burnout, as well as 
the organizational factors of workload, interpersonal demands, 
job insecurity, and lack of resources [15].

In one cross-sectional study that specifically examined resi-
dent physicians in a developing country (Lebanon), residents 
were placed into two categories based on the MBI-HSS – “high” 
versus “not high” [16]. Risk factors for high scores on burnout 
included female gender, working more than 30 hours in one shift 
or 80 hours per workweek, or experiencing a major stressor in 
life. In a Hungarian study of trainees and general practitioners 
using the MBI-HSS, it was found that residents experienced a sig-
nificantly higher level of burnout than general practitioners. 
Additionally, the study highlighted differences that exist between 
male and female respondents. Males were more likely to report 
higher levels of depersonalization than females and more likely to 
report a sense of low personal accomplishment. Females were 
more likely to report burnout associated with dependent care, with 
evidence showing a direct correlation with increased number of 
children and incidence of burnout. Additionally, the number of 
patients in a practice, which was used as a surrogate for workload, 
was associated with depersonalization in females. Overall, the 
study showed that females were more likely to report emotional 
exhaustion while males were more likely to report depersonaliza-
tion and reduced personal accomplishment [17].

The data reporting on gender disparity for physician burnout is 
mixed, ranging from no difference [18] to more than double the 
rates for women physicians [19]. The variability in data likely 
relates to differences in specialties [20], measures used [6], cutoff 
scores [12], and whether burnout rates were adjusted for other 
mediating factors [21]. Overall, the burnout rates do appear to be 
significantly higher for women physicians compared to their male 
counterparts [22], potentially attributable to gender differences in 
roles and responsibilities, disparities in early career, work 
 satisfaction, and levels of depression, past-traumatic events, 
implicit bias, and harassment. One study shows that women phy-
sicians experience double the rate of burnout (30% vs. 15%) and 
emotional exhaustion (22% vs. 9%) as men [19].
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 Roles and Responsibilities

Female medical students and physicians traditionally carry more 
responsibility related to family life in addition to their careers. 
They often are expected to continue to fulfill traditional female 
roles in marriage, childbearing and childrearing, and family care-
giving while working to advance their careers [23]. The additional 
roles, responsibilities, and stressors added to the female physician 
place her at increased risk for continued development of maladap-
tive coping, like substance use. In a survey-based study of physi-
cian recipients of K08 or K23 awards through the National 
Institutes of Health, it was found that women were more likely 
than men to have a spouse or domestic partner (hereafter referred 
to as “partner”) who was employed full-time outside of the home 
(85.6% vs. 44.9%) and even after adjusting for work hours, part-
ner employment, and other factors including number and age of 
children, women worked 8.5 hours per week more than their men 
counterparts on domestic activities [24]. These studies underscore 
the importance of not only examining the well-being of female 
medical students and physicians across the life and career span, 
but in working to elucidate and understand the unique attributes, 
risk factors, and potential interventions most likely to be helpful 
at each stage.

 Learner and Early Career Physicians

A comprehensive survey of medical students, residents, and early 
career physicians conducted in 2011–2012 via the American 
Medical Association Physician Masterfile (the first national study 
of its kind) revealed alarming data about the prevalence of burn-
out, depression, suicidal ideation, and fatigue. Burnout prevalence 
will be discussed here, and sections later in the chapter will be 
dedicated to the remaining topics. In this survey, 51.4% of early 
career physicians, 60.3% of residents, and 55.9% of medical stu-
dents had scores on the MBI consistent with burnout. All groups 
studied were more likely to experience burnout than population 
control samples [2]. In this study, female respondents  demonstrated 
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statistically significant higher rates of high fatigue and positive 
screening for depression as compared to their male counterparts. 
However, the study did not demonstrate statistically significant 
gender differences for burnout or recent suicidal ideation [2]. 
Romani and Ashkar describe a concerning trend of burnout 
throughout the career span with 31–49.6% of medical students 
reporting burnout, 50–75% of residents, and 45.8% of practicing 
physicians [25], indicating that burnout remains a part of the med-
ical profession regardless of training or practicing level.

 Work Satisfaction

Physician burnout is not only a concern for the affected individ-
ual but also represents a concern for the healthcare system as a 
whole. With a large percentage of physicians reporting burnout, 
there is also a large percentage of physicians who feel dissatis-
faction in their jobs. In a survey of 181 female neurologists in the 
United States completed in a closed Facebook group for this 
population, 42.6% reported experiencing burnout using the 
Mini-Z survey, a self-report questionnaire created by Mark 
Linzer, which rates burnout on a five-point Likert scale [26]. And 
35.4% reported feeling neutral or dissatisfied toward their job. 
Here too, as in the previously mentioned Hungarian study, this 
study showed that for females with three or more children, less 
than one-third report that they would become a physician again. 
While most respondents were not considering a reduction of their 
clinical hours in the future, it is difficult to imagine that a health-
care system with nearly one-third of its female physicians feeling 
merely neutral or even dissatisfied with their jobs is functioning 
optimally. Undoubtedly, this is an area of concern and for future 
investigation for administrators, public health officials, regula-
tory bodies, the  government, and others, to ensure a healthy and 
robust healthcare system is functioning in the United States. The 
authors conclude “burnout among women neurologist is impor-
tant issue leading to personal dissatisfaction, suboptimal patient 
care, and threats to the future Neurology work force. There is an 
unmet need to address gender specific factors leading to burn-
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out…” [27]. A similar survey-based study completed by Shanafelt 
et  al. in June 2008 using surveys emailed to members of the 
American College of Surgeons with 61 broad-ranging questions 
and the participants blinded to study hypotheses was the most 
comprehensive and largest study of its kind—with nearly 8000 
surgeons responding. Respondents were thought to be generaliz-
able to the overall population of surgeons in the United States, 
with 13% of respondents being female, roughly correlated to the 
8% of female surgeons in the country. Alarmingly, 40% of 
respondents met criteria for burnout—an amount that the authors 
felt was similar to colleagues in other specialties. Higher-risk 
correlates were found relating to younger age, compensation 
based exclusively on productivity, working more hours per week, 
and more nights per week on call. Of the respondents, 30% 
screened positive for depression. Fortunately, 70% of respon-
dents reported that they would choose a career as a physician and 
surgeon again, although only 50% would recommend the career 
path to their children. The authors did not comment on gender-
related issues in the article [28].

 Epidemiology of Depression in Women 
Physicians

 Relationship of Burnout and Depression

The relationship between burnout and clinically diagnosable 
major depressive disorder cannot be denied—with some speculat-
ing that burnout is a form of depression. In the aforementioned 
study by Dyrbye et al., it was found that 40% of early career phy-
sicians, 50.8% of resident physicians, and 58.2% of medical stu-
dents screened positive for depression, rates very similar to the 
previously discussed rates of burnout reported in the same survey. 
As symptoms of depression—depressed mood, anhedonia, physi-
cal symptoms, guilt, hopelessness, appetite and sleep changes, 
and suicidal ideation—are related to the symptoms described on 
the common burnout scales—emotional exhaustion, depersonali-
zation, and lack of personal accomplishment, it is easy to see how 

E. L. Stageberg et al.



49

the two would be closely correlated. A study completed by 
Maslach et al. in 2001 found that patients with burnout symptoms 
demonstrated no statistical difference in depressive symptoms 
versus those with a diagnosed depressive disorder [29], demon-
strating that burnout and depression are indeed related.

Considerable scientific inquiry has been spent on this topic as 
well, indicating the desire by researchers to understand the rela-
tionship between burnout and depression. In a meta-analysis of 
some 92 studies examining the overlap of burnout and depression, 
Bianchi opens the article by simply stating, “The overlap of burn-
out and depression has been debated since the birth of the burnout 
construct in the 1970s.” [30]. One potential difference between 
burnout and depression is that burnout is job and situation specific 
whereas depression is thought to be more pervasive. In many of 
the early articles describing burnout, language similar to major 
depressive disorder was used, such as hopeless, helpless, and 
anhedonia. It is inevitable to see that burnout substantially over-
laps with depressive symptoms and that a history of depressive 
symptoms predisposes one to an increased risk of developing of 
burnout and vice versa. The authors note that based on review of 
the 92 studies considered, “the evidence for the singularity of the 
burnout phenomenon is inconsistent.” They rightfully point out 
that the difficulty in describing the relationship between burnout 
and clinical depression has created a major limitation in the cur-
rent knowledge and to barrier to any future conclusions about the 
possibility of the burnout-depression overlap. While no specific 
recommendation is given regarding the inclusion of burnout in the 
Diagnostic and Statistical Manual for psychiatrists, the authors do 
speculate that perhaps the lack of scientific rigor in the develop-
ment of the MBI, which is now used as the gold standard school 
in burnout research, may have confounded the problem of distin-
guishing burnout from depression. Additionally, they recommend 
that “systemic clinical observation” be used to determine if there 
is indeed a singularity in burnout and if another diagnostic cate-
gory is needed [30]. At the least, pairing any screening for burnout 
with existing, evidence-based screening tools for depression, anx-
iety, and substance use disorders could reduce confounding psy-
chiatric diagnoses and the present of burnout [31].
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 Rates of Physician Depression

The Consensus Statement on “Confronting Depression and 
Suicide in Physicians” published in 2003 by Center et al. stated 
“depression is as common in physicians as in the general popula-
tion,” citing evidence from Ford et al. that surveyed male gradu-
ates of a medical school and finding the prevalence to be 12.8%, 
which matches the 12% lifetime prevalence in the general popula-
tion found by Blazer et  al. For females, they cited the Women 
Physicians’ Health Study and found the lifetime prevalence of 
depression to be 19.5%, which again matched the lifetime preva-
lence in the nationally representative study published by Blazer 
et al. [32].

Contrary to the idea that the prevalence of depression is the 
same for physicians as the general population is information 
obtained from a survey study completed by Guille et al. in 2010. 
This study found that depression may be more prevalent in physi-
cians in training versus the general young adult population or 
graduate students, based on the use of a screening, but nondiag-
nostic, tool [5]. This survey was sent to 1394 interns across 19 
hospitals and completed by 740 (58%). In these responses, 42.5% 
screened positive for depression using the Patient Health 
Questionnaire (PHQ-9), with a cutoff score of ≥10. These num-
bers are similar to those found in a meta-analysis completed by 
Mata et al. based on 31 cross-sectional studies and 23 longitudinal 
studies from 1963 to 2015 examining prevalence estimates of 
depression or depressive symptoms in 17,560 resident physicians. 
The meta- analysis revealed a summary estimate of prevalence at 
28.8%, with a range from 20.9% to 43.3%, the authors noting that 
most of these studies used self-reported questionnaires with vary-
ing sensitivity and specificity estimates [33]. When examined 
over time, the 54 studies revealed an average increase of 0.5% per 
calendar year in the studied years of 1963–2015 in the prevalence 
of depression or depressive symptoms. Perhaps this indicates a 
true increase or perhaps it is indicating increased awareness of the 
problem, but regardless demonstrates the swift attention that 
needs to be given to this growing concern [33].

E. L. Stageberg et al.



51

 Epidemiology of Suicide in Women Physicians

 Physician Death via Suicide

In an article regarding physician suicide published by Iannelli and 
colleagues in 2014 in the journal General Hospital Psychiatry, the 
authors open their article by quoting Rupinder Legha, who pub-
lished “A History of Physician Suicide in America”: “The prob-
lem of physician suicide is not solely a matter of whether it takes 
place at a rate higher than the general public. That a professional 
caregiver can fall ill and not receive adequate care and support, 
despite being surrounded by other caregivers, begs for a thought-
ful assessment to determine why it happens at all.” At 300 reported 
deaths per year, approximately one physician per day dies via 
completed suicide [32].

It is with this lens that we will remember our physician col-
leagues who have died via suicide and take steps to prevent future 
deaths. This significant loss serves as the basis for seeking to 
improve our understanding of the epidemiology of burnout and its 
consequences in physicians, as described in this section of the 
chapter.

The increased risk for death via suicide in physician popula-
tions has been known and studied for some time, and it is well 
established that “the rate of suicide is higher among physicians 
than the general population” [34]. Here we will examine studies 
regarding the epidemiology of physician death via suicide begin-
ning from a historical perspective then focusing specifically on 
women physicians.

 Suicide Rates Among Physicians

Using data from the National Violent Death Reporting System 
from 2003 to 2008, Gold and colleagues examined 31,636 deaths 
via suicide, 203 of whom were identified as physicians. Physicians 
and residents were included, but medical students and physician 
assistants were excluded. Because of the information available in 
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the database, the officers were able to study a number of charac-
teristics of the sample population. Results of this study revealed 
that physicians who died via suicide were more likely to be older 
and more likely to be married than those in other occupations, but 
there was no significant difference in a current diagnosed mental 
health disorder or current depressed mood. It showed that physi-
cians were significantly less likely to have a substance use disor-
der, including alcohol use disorder. It was found that physicians 
were more likely to use lethal means such as antipsychotics, ben-
zodiazepines, or barbiturates in overdose than nonphysicians. 
Most strikingly, physicians were much less likely to have had a 
recent crisis or trigger leading to suicide, but rather much more 
likely to have occupational concerns contributing to the suicide, 
indicating that research regarding burnout and burnout preven-
tion is of utmost importance for the health of the profession as a 
whole. Alarmingly, based on therapeutic drug levels filed in 
blood samples, it was found that although physicians had a 
greater likelihood of having a known mental illness, there was 
not a greater likelihood of having antidepressant pharmacother-
apy in the blood samples, indicating that physicians receive lower 
rates of care than the general population, despite their seemingly 
greater access to medical settings. The authors conclude “the 
results of this study paint a picture of the typical physician sui-
cide victim that is substantially different from that of the non- 
physician suicide victim in several important ways.” Sadly, the 
authors also note in the study that it is speculated that the rate of 
physician suicide is actually higher than reported due to possible 
deliberate miscoding of cause of death on physician death cer-
tificates.

Lindeman et al. published a systematic review of 14 studies of 
physician suicide worldwide from 1963 to 1991 and found that 
there exists a statistically significant increase in relative risk for 
death via suicide in physicians versus the general population—
with males ranging from 1.1 to 3.4 and females, alarmingly, rang-
ing from 2.5 to 5.7 [35].

In 2000, Hawton and colleagues examined the risk of suicide 
in National Health Service physicians between 1979 and 1995. 
They found that the suicide rate among the study population was 
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19 per 100,000 person years of risk. Compared to females in the 
general population, there was an increased risk for death via sui-
cide for female physicians, but a significantly decreased risk for 
male physicians compared to males in the general population 
[36]. There was no significant difference in suicide risk based on 
age for either females or males. They did find a difference in 
suicide risk based on specialty—with community health, anes-
thesia, psychiatry, and general practice having an increased risk 
versus the other specialties. They concluded their study by stat-
ing “the excess risk of suicide in female doctors in the NHS 
workforce is an important pattern….especially so in light of 
increasing numbers of women coming into medicine. Further 
work is required…” [36].

 Suicide Rates Among Medical Trainees

Physician death via suicide also impacts trainees, who are at a 
challenging time in their personal and professional growth. A 
recent study examined the overall cause of death in resident phy-
sicians in the United States between 2000 and 2014 and found 
similarly concerning data. In this study, Yaghmour et  al. used 
information obtained from the National Death Index to determine 
the cause of death for deceased residents. From 2000 to 2014, 324 
residents were reported as having died out of the sample size of 
381,614 residents. The second leading cause of death among resi-
dents was suicide at 66 deaths, with neoplastic diseases being the 
leading cause at 80 deaths [37]. They were able to carry the study 
further to specifically identify that the periods of greatest risk for 
resident death via suicide were early in training: the first quarter 
of the academic year and after the winter holiday season. The 
findings from this study provide training programs and accredit-
ing bodies with information that could be used to produce tar-
geted interventions for when residents are most vulnerable. This 
study unfortunately demonstrates the continued concern for death 
via suicide in physician populations. Two positive notes from this 
study are that “resident death occurs significantly less frequently 
than in the age- and gender-matched general population” and that 
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suicide in medical trainees is a preventable cause of death, and the 
risk can be mitigated with a concerted focus of efforts to support 
the residents.

A study examining medical students and young doctors in their 
first postgraduate year of training in Norway revealed a preva-
lence of suicidal ideation of 14% during both the last year of med-
ical school and the first postgraduate year of training, an overall 
lifetime prevalence of suicidal ideation at 43%, exceedingly high 
when compared to an estimated rate of 4.8% for the general US 
population. Of those 43% with suicidal ideation, 8% advance to 
planning a suicide attempt, and 1.4% advance to making an 
attempt. Overall, the author notes that while suicidal ideation was 
rather high, actual attempt of suicide remained low. The authors 
note that there were differences in the predictors of suicidal ide-
ation between medical students and first-year trainee. Lack of 
control and personality traits were important factors during medi-
cal school, and job stress and working hours were independent 
predictors during the first year of postgraduate training. The 
authors identified interruptions during work and time pressure as 
the most significant factors of job stress related to suicidal ide-
ation, providing some evidence for the basis of interventions to 
help young doctors with burnout and suicidal ideation. The 
authors did not find a significant difference in risk for suicidal 
ideation, planning, or attempts based on gender [38].

In a study examining physicians who might be at higher risk for 
death via suicide, clinicians who were referred to the Vanderbilt 
Comprehensive Assessment Program for a fitness for duty assess-
ment (due to a variety of behavioral health concerns) from 2001 to 
2009 were sampled. The authors were able to describe a number of 
correlations to attempted or completed suicide. This study was based 
on a convenience sample of 141 physicians for whom follow-up data 
was available. Of these physicians, seven were known to have 
attempted suicide and five were known to have died by suicide. Two 
of these deaths via suicide occurred in the first month after the 
assessment of fitness for duty. The authors note that these deaths 
represent an “alarmingly high” suicide death rate among physicians 
who are undergoing fitness for duty assessment; at 3.5%, the rate is 
175 times higher than the general population of 0.02%. In terms of 
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past psychiatric history, 57% of the physicians with attempted or 
completed suicide reported a history of past mental health issues, 
while only 16% of the physicians without attempted or completed 
suicide reported the same. In terms of practice variables, 71% of the 
physicians with attempted or completed suicide were in solo prac-
tice versus 31% of the physicians without attempted or completed 
suicide. As part of the fitness for duty assessment, personality assess-
ments were given, including the Minnesota Multiphasic Personality 
Inventory and the Beck Depression Inventory, with no clinically or 
statistically significant differences between the two groups. Four of 
the five physicians who died via suicide had a substance use disor-
der, with four of these physicians having a benzodiazepine use dis-
order, three having alcohol use disorder, and two with a diagnosis of 
opioid use disorder. It was noted that three of the five physicians 
who died by suicide were under investigation by authorities or med-
ical boards for improper prescribing of controlled substances. Two 
had a diagnosis of bipolar disorder and one had a diagnosis of major 
depressive disorder. Six of the seven physicians who attempted sui-
cide were diagnosed with either traits of a personality disorder or 
met criteria for a personality disorder via personality assessment. 
Interestingly, the authors note that “every physician with subsequent 
suicidal behavior received recommendations for formal treatment 
following evaluation…compared to 66% in the remainder” [39]. 
Coupled with the alarmingly high rate of completed suicide in the 
physicians referred for fitness for duty evaluation, the fact that all 
physicians who went on to attempt or complete suicide were referred 
for formal treatment indicates that such an assessment should raise 
serious concerns about the health and safety of the physician under-
going the assessment. The authors state “we need better strategies to 
identify pre suicidal physicians and improved attention and treat-
ment and rehabilitation.”

 Suicide Rates Among Women Physicians

It has been challenging to define risk for female physicians and 
suicide based on limited number of female physicians in suicide 
studies. The risk for death via suicide does appear to vary signifi-
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cantly for male versus female physicians and is different for phy-
sicians based on gender than in the general population based on 
gender. In the general population, males have an estimated four-
fold greater suicide rate compared to females. However, a meta- 
analysis by Schernhammer and Colditz [40] identified a much 
higher risk of suicide among female physicians than among the 
general population. The suicide rate ratio was 2.27 (95% 
CI = 1.90–2.73). This compared to an overall suicide rate ratio of 
1.41 (95% CI = 1.21–1.65) for male physicians, consistent with a 
modestly higher risk of suicide in male physicians than in the gen-
eral population. The findings were based on 24 rate ratios for male 
physicians and 13 suicide rate ratios for female physicians. 
Interestingly, female physicians have a lower rate of attempted 
suicide, but a higher rate of completed suicide versus females in 
the general population [32].

 Epidemiology of Substance Use Disorders 
in Women Physicians

 Relationship of Burnout, to Substance Use 
and Suicide

Substance use disorders (SUD) appear to be a risk factor for the 
development of burnout, depression, suicidal ideation, and com-
pletion in physicians. Notably, the relationship between SUD and 
burnout appears to be bidirectional. A longitudinal cohort study 
completed with medical students in 1992 revealed that while 
social-relational deficits or narcissistic personality styles were 
predictors of risky alcohol use, so too were social support deficits 
and patient care-related stressors. In essence, it appears that 
although substance use disorders can increase one’s risk of burn-
out, burnout in turn can increase one’s risk of substance use disor-
ders [23]. SUDs are a common complicating factor to the 
development of not only burnout, but of psychiatric disorders and 
suicide in both the general population and in physicians. To date, 
there is an abundance of research of SUD in the general popula-
tion and a smaller amount related to gender-specific studies and to 
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physicians with SUD.  Unfortunately, there is little published 
about female physicians with SUD.  Examining the similarities 
and differences that female physicians have with the general 
female population and their male physician counterparts may help 
to explain some of the data that is available to date. With this in 
mind, we will first examine the epidemiology of SUD in women, 
then in physicians, and, finally, in women physicians. Because of 
the dearth of research available specifically regarding the female 
physician with SUD, much of what is discussed here will be qual-
itative or generally descriptive of this subpopulation.

SUD in women have been increasing across all classes of 
intoxicants since the 1960s, and a decreased age at the onset of 
use has also been observed [41, 42]. This increased use has served 
to shrink the gender gap traditionally seen in SUD. In the 1980s 
there was a 5:1 male-to-female ratio, which in the new millen-
nium has tightened to 3:1, with an estimated lifetime prevalence 
of SUD in North American women of 5–8% [42, 43]. A well- 
described phenomenon called “telescoping” highlights the 
gender- specific relationship that women have with SUD: women 
have repeatedly shown an accelerated progression from the initia-
tion of use to the onset of dependence compared with men [41–
44]. Telescoping can be clearly identified in multiple classes of 
substances and may contribute to a more severe pathological pre-
sentation (compared with men) when a woman initially seeks 
treatment. Women appear to be more likely to use substances of 
abuse to self-medicate physical or psychiatric ailments than men 
who more commonly use substances recreationally for pleasure. 
Additionally, relapses are more likely to be related to stress or 
negative emotions [41, 42]. In general, women are less likely to 
enter treatment. However, once engaged in treatment, gender is 
not a predictor of treatment retention, completion, or success [42].

There are measurable biological differences in men and women 
with SUD. As noted above, women have a higher propensity to 
return to use in the context of negative affect. This may be related 
to dysregulation of the hypothalamus-pituitary axis (HPA) result-
ing in greater emotional intensity at lower levels of HPA arousal 
[42]. Women are more likely to incur alcohol-related liver impair-
ments more quickly and with less consumption than men. They 
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are also more likely to develop cirrhosis [43, 44]. There are also 
documented gender-specific differences in response to medication- 
assisted treatment for opioid use disorder with women showing a 
greater response to buprenorphine as opposed to methadone when 
compared to men. This was demonstrated by significantly fewer 
positive urine drug screens and fewer occurrences of self-reported 
return to use [42].

Women with SUD are also significantly more likely than men 
to have psychiatric comorbidity and a substantially higher risk for 
suicide [9, 42]. Interestingly though, the prognosis for women 
with comorbid SUD and psychiatric illness is better than for 
women with SUD alone. Perhaps this is due to the fact that more 
women do use substances to self-medicate other problems, and 
when the primary pathology (an affective or anxiety disorder) is 
appropriately treated, the SUD is more likely to remit. Post- 
traumatic stress disorder (PTSD) is more common in all patients 
with SUD, but in women seeking treatment, reported rates of 
physical or sexual abuse have been shockingly high, ranging from 
55% to 99% [42]. Not only are women more likely to have a 
trauma history, but they are more likely to have relapses related to 
trauma symptoms [41].

In 1992, Hughes and colleagues conducted a mailed, anony-
mous, self-report survey of 9600 physicians of various specialties 
and career stages. This resulting study, Prevalence of Substance 
Use Among US Physicians (PSUS), is the first to examine the 
prevalence of substance use in this population. The questionnaire 
examined the self-reported use of 13 illicit substances including, 
but not limited to, alcohol, benzodiazepines, opioids, marijuana, 
cocaine, and heroin, assessing the use of respondents over a 
 lifetime, in the past year, and past month. It also asked if respon-
dents either had been given or felt they had diagnoses of sub-
stance use or dependence and if treatment was received.

PSUS provided a wealth of data about a distinctive pattern of 
substance use in physicians. As compared to the general popula-
tion, physicians are more likely to identify alcohol as their drug of 
choice and much less likely to use illicit street drugs. Misuse of 
prescription medications was more likely to be identified as “self- 
treatment” as opposed to recreational. Since the publication of 
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PSUS in 1992, this has been an area of increased interest and 
study, particularly in light of the strong association of SUD with 
burnout, depression, and suicidal ideation.

Several studies in the late 2000s described similar rates of sub-
stance use in physicians as in the general population [45–47]. 
However, a more recent study suggests that physician substance 
use has increased beyond that of the general population with a 
respective prevalence of 15.4 and 12.6 [48]. Some specialities 
appear to be at greater risk for development of SUD with anesthe-
sia, emergency medicine, and psychiatry topping the list [45]. 
There is some good news, though. Physicians who enter treatment 
experience rates of success that are significantly higher than that 
of the general population with some studies quoting as high as 
96% success rate [45–47]. Physicians have unparalleled access to 
intensive treatment and aftercare programs. This may contribute 
to the significantly lower relapse rate seen in physicians with SUD 
(19%): a third as much as the general population [49].

 Rates of Substance Use Disorders

Female physicians with SUD have some traits in common with 
females in the general population and other traits in common with 
their male physician colleagues. However, they represent a unique 
entity with many features related to their use—defying what is 
seen in the broader groups to which they belong.

As with all physicians, it is difficult to identify who may 
develop SUD even with some known risk factors. However, there 
does appear to be some risk factors that are gender-specific, like 
having a prior psychiatric illness or a childhood history of trauma. 
Of course, risk factors that are known to affect the general popula-
tion, such as a family history of SUD, also continue to have a 
bearing on this subpopulation. Like women in the general popula-
tion, female physicians with SUD are more likely than males to 
identify sedative/hypnotic medications as their drug of choice 
[50]. Unlike females in the general population, alcohol use disor-
der is more commonly observed in females physicians than in 
male physicians [49]. Female physicians come to clinical  attention 
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more often with a complaint related to physical illness or emo-
tional disturbance as opposed to seeking treatment for a primary 
SUD; they also remain less likely than their male counterparts to 
enter treatment. As with the general population, though, there are 
no gender differences between physicians in treatment comple-
tion following enrollment. However, female physicians have been 
shown to have a quicker time to relapse than males.

The area of SUD in female physicians is in desperate need of 
continued study. It is unclear if female physicians are best treated 
in a setting geared toward healthcare professionals (which have 
largely been designed around the needs of men) or in a women’s 
only treatment center (which may not identify and address some 
of the psychosocial issues related to their profession). However, it 
is known that female physicians are at a higher risk than either of 
the broader populations to which they belong for suicidal behav-
iors. Female physicians are twice as likely as male physicians to 
endorse past or current suicidal ideation, nine times as likely to 
endorse a past suicide attempt, and more than four times as likely 
to report having made an attempt while intoxicated [50]. Female 
physicians with SUD should be regarded as a high-risk population 
and should be carefully assessed for any psychiatric comorbidity 
and suicidality.

 Barriers to Care

Efforts have been underway for many years to minimize physi-
cian suicide. In 2002, the American Foundation for Suicide 
Prevention planning group met in Philadelphia, Pennsylvania, to 
examine physician depression, suicide, and barriers to treat-
ment. Their work was published by Center et al. in “Confronting 
Depression and Suicide in Physicians: A Consensus Statement,” 
by the American Medical Association in 2003. Unfortunately, 
they reported that there exists little to no data regarding physi-
cian use of mental health services. They did note that for medi-
cal students with depression, only 22% sought and utilized 
services and for medical students with suicidal ideation, only 
42% received treatment [32].
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In the aforementioned study completed by Guille et  al. of 
intern physicians who screened positive for depression using the 
PHQ-9, only 22.7% reported receiving some type of treatment, 
either pharmacotherapy or psychotherapy, during their intern year 
[5]. In this survey, barriers to care identified included lack of time, 
preference to manage the problem on their own, lack of conve-
nient access, and confidentiality concerns. The authors reported 
that compared to interns who did receive mental health treatment, 
those who did not were significantly less likely to believe that 
mental health treatment would work [5].

In a study examining the perceptions of medical students rea-
sons for not seeking care often mirrored barriers for the general 
population: lack of time (48%), lack of confidentiality (37%), 
stigma (30%), and cost (28%). Notably, medical students identi-
fied an additional barrier of fear of documentation in the medical 
record (24%) [51].

In one positive example of physician-specific care, DuPont and 
others examined the role of state physician health programs 
(PHPs) for the treatment of physicians with substance use disor-
ders. They noted that while PHPs do not directly provide sub-
stance abuse treatment, they do provide a number of services that 
is quite different than what is available to the general public. 
These services include early detection, assessment, evaluation, 
and referral to residential treatment for 60–90  days. Following 
treatment, there is close follow-up with random urine monitoring 
and status reports for employers and licensing boards for approxi-
mately 5 years. They note that this is “an intensity, duration, and 
quality of care that is rarely available in most standard addiction 
treatments.” The outcomes from these intensive services are quite 
positive with less than 25% of physicians providing a positive 
urine drug screen during the 5-year monitoring period and 71% of 
physicians still practicing medicine at 5 years. The authors note 
that even individuals who participate in court-mandated treat-
ments do not experience the intensity or duration of support nor 
the positive outcomes that are achieved through the PHP.  The 
authors further note that less than one-third of physicians were 
formally mandated to participate in the PHP by their state licens-
ing board, while the remainder of physicians participated 
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 voluntarily, likely due to safe harbor provided by the PHP from 
legal, employment, and licensure consequences of substance use 
disorder. This exemplifies the benefits to physicians (and their 
patients) of minimizing barriers to care [52].

Barriers to care related to medical licensure are complex, vary 
by state and situation, and are ever-evolving. While some state 
licensing boards are removing questions about diagnosis and 
treatment, and instead choosing to focus on current impairment 
that affects one’s ability to care for patients [53], the majority are 
not. A national study of almost all (94.1%) medical licensure 
board applications conducted in 2016 revealed that only one-third 
of states were asking questions on the initial and renewal applica-
tions that were consistent with American Medical Association 
(AMA), American Psychiatric Association (APA), and Federation 
of State Medical Boards policies and recommendations [54]. 
Some states inquire about impairment in the past few years, while 
others ask about any historical impairment. Furthermore, states 
vary widely in their use of that information [2]. Several lawsuits 
have cited the Americans with Disabilities Act (ADA) to claim 
that use of this information by medical boards is discriminatory, 
while other lawsuits have held that the ADA does not apply to 
state licensing boards [32]. In addition to licensing boards, physi-
cians often need to disclose information about their health history 
to hospitals, credentialing bodies, and malpractice carriers [32].

In the Policy on Physician Impairment, the Federation of State 
Medical Boards (FSMB) has stated “the diagnosis of an illness 
does not equate with impairment” and has proposed that physi-
cians have voluntary options for physician health programs and 
protected confidentiality. They note that encouraging physicians 
to seek treatment early in the illness would be a more favorable 
path than waiting until impairment (and potential harm to patients) 
has occurred [53]. The FSMB quotes the Federation of State 
Physician Health Programs in their policy, writing “physician ill-
ness and impairment exist on a continuum with illness typically 
predating impairment, often by many years. This is a critically 
important distinction. Illness is the existence of a disease. 
Impairment is a functional classification and implies the inability 
of the person affected by disease to perform specific activities” 
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[55]. Minimizing barriers to care, including the real or perceived 
threat of harm to one’s medical license and career, would encour-
age more physicians to seek treatment, thus minimizing the poten-
tial that these physicians would eventually become impaired.

To minimize barriers to care, some might suggest that we also 
address prevention of depression in physicians. In 2010, Beekman 
et al. published a literature review of existing information about 
prevention strategies for depression. They noted that there are 
accepted prevention methods for other illnesses, such as metabolic 
diseases or cardiovascular disease, and we should impart the same 
preventive care to those at risk for developing mental illnesses. 
They included examples such as a brief psychological intervention 
for people recently diagnosed with cancer, the routine prescription 
of escitalopram or problem-solving therapy to those with recent 
stroke, the use of problem-solving therapy in those with macular 
degeneration, and the use of a nurse-led intervention in those with 
diabetes or rheumatic disease. In each of these studies except for 
the psychological intervention for people diagnosed with cancer, 
the interventions showed reduction in the incidence of depression 
in the study populations versus control [56]. In a meta-analysis 
completed by Cuijpers et al. in 2008, it was found that psycho-
logical interventions such as cognitive behavioral therapy have 
been shown to reduce the incidence of depression by 22%, with a 
number needed to treat of only 22. The authors state succinctly, 
“prevention may become an important way, in addition to treat-
ment, to reduce the enormous public health burden of depression 
in the coming years” [57]. One can easily see how a targeted psy-
chological intervention could be applied to medical students, resi-
dent physicians, and career  physicians, yielding a meaningful 
impact on the reduction of depression.
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and Career Advancement

Neha P. Raukar and Hannah M. Mishkin

 An Exploration of the Influence of Gender 
and Domestic Responsibilities on the Trajectory 
of One’s Career

The family unit has historically been based on the male breadwin-
ner model. In this model, the male partner is responsible for the 
financial well-being of the family by performing paid work out-
side the home. To complement this, the female partner is respon-
sible for the domestic responsibilities performing unpaid domestic 
work in the home [1–3]. This model was based, in part, on the fact 
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that historically, men often had greater opportunities for 
 educational advancement and therefore greater opportunities to 
earn higher incomes. As our society has evolved, more educa-
tional and career opportunities have become available to women, 
including careers that require a significant educational committ-
ment as well as a considerable time commitment. Medicine has 
been no exception. There has been a substantial increase in the 
number of women entering the field of medicine with women now 
making up approximately half of medical school classes  in the 
United States [4, 5].

 In addition to the increase in career responsibilities, women con-
tinue to take on the majority of traditional domestic responsibilities 
[6]. The expected equilibration between professional and domestic 
responsibility has not occurred, leaving women disproportionately 
responsible for a large amount of unpaid work in the home [3]. The 
unpaid work includes both household domestic tasks as well as par-
enting and  the management of extended family obligations. 
“Domestic tasks” include activities such as cooking, cleaning, laun-
dry, home maintenance, yard work, shopping for necessities, errands, 
and finances. “Parenting” includes meeting physical needs (such as 
feeding or bathing), as well as meeting psychosocial needs (such as 
talking or playing with children, driving them to activities, and 
attending their recitals or sporting events) [3]. Extended family 
responsibilities that require management  include care of elderly 
family members, organizing family events, and remembering family 
birthdays as well as holiday coordination.

As more women choose medicine as a career, they are faced 
with unforeseeable hurdles, likely multifactorial, as they try to 
advance in academic medicine. A lack of female senior leaders to 
serve as role models, limited sponsorship from either sex, active 
gender discrimination, social and family issues, as well as a lack of 
same-sex mentorship may be contributing factors [1, 7]. The bur-
den of domestic responsibilities is hypothesized to also affect a 
woman’s ability to achieve in academic medicine. All of these fac-
tors may play a role in women’s choice of medical specialty, creat-
ing an uneven distribution within certain specialities [5, 8].

When investigating the reasons for an uneven distribution in 
the specialties, three dominant themes were identified: lifestyle 
and career choices, family planning and career trajectory, and the 
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goal of seeking balance. It was found that the timing of maternity 
leave was a very big challenge as women struggle to plan families 
and balance a career trajectory [4]. This is due to the inopportune 
overlaping timing of starting a career in medicine  and being bio-
logically suited to have children.

 The research shows that women do not have the same success 
in academic medicine as men, especially early in their careers [3]. 
Using obtaining a K grant as a marker of academic success [3], 
married men were more likely to be awarded a grant, and of those, 
men who had a partner were four times more likely to have a part-
ner who was not working full time (part time or not at all), while 
the women were more likely to have a full-time working partner. 
Of the single awardees, women obtained more K awards than 
their male counterparts. Among those partnered K awardees with 
children, men spent 12 hours less on parenting or domestic tasks 
per week than women, and in the subgroup where both partners 
worked full time outside the home, men still spent 9 hours less on 
parenting or domestic tasks. Interestingly, those awardees who 
were married or in a domestic partnership without children had 
more similar patterns of time allocation both at work and at home, 
suggesting that the differences relate specifically to gender differ-
ences in the performance of child care rather than other household 
tasks [3].

Another marker of academic success is tenured track status. 
Since the mid-1980s the number of traditional tenured track 
positions has decreased with the introduction of the clinical 
track. For medical schools that have a traditional tenured track, 
80% had a higher proportion of men than women. The opposite 
holds true for institutions with a clinical tenured track where 
women make up the greater proportion of faculty (77%) 
[9].   When adjusting for years in practice for attending physi-
cians, women were more likely to be on a clinical track rather 
than a tenured track, despite having the same adjusted number of 
publications [1]. 

The pattern of disproportionate domestic responsibility is 
found in both attending and trainee female physicians [1]. A sur-
vey of surgical trainees and faculty found that female surgeons 
were more likely to be married to a professional who works full 
time [1, 10]  with 31%  of male surgeons’ domestic partners 
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 compared to 100% of female surgeons’ domestic partners work-
ing full time [1]. For those clinicians with children, women were 
five times more likely to have to rely on a nanny for child care. 
When caring for a child who was sick or had to be out of 
school, women relied on their spouse 25% of the time whereas 
men relied on their spouse 70% of the time [10]. When it came to 
other responsibilities, women were more likely to manage plan-
ning child care, meals, vacations, and grocery shopping, with 
financial organizing shared between the sexes [1].

These facts can explain why students and trainees intentionally 
delay childbearing. Female surgical trainees were found to 
be  more than 2.5 times more likely to delay childbearing until 
after medical school and more than three times as likely to delay 
until after residency when compared to  their male cohorts [1]. 
Dyrbye and colleagues found that women were 3x more likely than 
their male counterparts to report that having a family slowed their 
careers (57.3% vs. 20.2%; P = 0.001) [10].

Women who are partnered have unique additional stressors at 
work that are not shared by their male counterparts [10]. When 
attending to family or domestic responsibilities, they  are per-
ceived as lacking commitment to their career. For example, a 
woman leaving at 5 pm to tend to her family is perceived differ-
ently, and negatively, when compared to  a man leaving at 
5 pm. Women, even when supported, fear that they project a ste-
reotype that they are less committed [11].

The disparate work-life conflicts of women compared to men 
negatively influences the career trajectory of young women and 
subsequently contributes to burnout. The increase in domestic 
responsibilities as they progress along their early career path is a 
significant contributor to the risk of depression in female train-
ees. A survey of medical students in their fourth year of medical 
school and then 6 months later (when the students were interns in 
various specialties) found that work-family conflict increased 
almost 20% from pre-intern year to intern year. As medical stu-
dents, there was no significant difference between the sexes, but 
over time, the work-family conflict increased and disproportion-
ately affected women more than men [2]. Furthermore, symp-
toms of depression increased in both sexes from pre-intern year 
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to intern year, but increased more for women. Additionally, 
numerous other studies have demonstrated that female residents 
in a surgical program are more likely to experience work-home 
conflict, which also factors into burnout and depression [1, 10, 5, 
12]. Overall, when compared to men, female trainees had slightly 
higher rates of burnout and had lower quality of life scores than 
men [10].

 Why the Gender Disparity?

In an article entitled “Why Do Women Do the Lion’s Share of 
Housework,” various factors were found to influence   this deci-
sion. In 1965, women performed 30 hours of unpaid labor versus 
4.9 hours for men. In 1995, those numbers changed to 17.5 hours 
for women and 10 hours for men. Since then, there has continued 
to be a decline in the number of women’s hours spent on unpaid 
labor, but no concomitant increase in the number of hours men 
spend doing unpaid labor.

There are different theories that help explain  this disparity. 
The gender resource model refers to the fact that women his-
torically have had less opportunities than men and therefore had 
less bargaining power in the household. With increasing educa-
tion, women are able to negotiate less domestic responsibility, 
but this does not completely address the fact that they still do 
relatively more. The time availability model is similar in that 
women historically had more time, however, as women have 
spent more time out of the house working on a career, many edu-
cated women still take on the “second shift” of housework and 
childcare responsibilities  when they get home from work. 
Finally, the influence of gender ideology, where there is an 
inverse relationship between traditional gender roles and egali-
tarianism, cannot be discounted. While we are acculturated into 
relatively fixed male and female roles, there appears to be a 
trend toward more egalitarian gender roles with each successive 
generation. The result of these egalitarian attitudes does not nec-
essarily increase the male workload, but rather, decreases the 
women’s.
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Traditionally, certain domestic responsibilities were deemed 
feminine or masculine, and the extent to which one performs 
 certain chores to preserve femininity or masculinity remains a 
question. However, when men and women have relatively equal 
professional standing and men continue to perform less domestic 
labor, other explanations have been entertained. Scholars have 
described gendered performance as an explanation. In this model, 
men attempt to preserve some presentation of themselves as mas-
culine, and because domestic labor is culturally defined as femi-
nine, not doing it is culturally considered masculine [3, 13].

Finally, there are also structural and cultural norms that influ-
ence the way we organize our households with differences noted 
between liberal and more traditional societies. National level gen-
der inequality tends to dampen individual efforts. For example, a 
couple may have very egalitarian ideas, but if they are located in a 
traditional society they are less likely to share domestic responsi-
bilities, suggesting that our surroundings have a significant influ-
ence on our behaviors.

 Future Direction

A modifiable factor that contributes to depression and burnout is 
work-family conflict. There are institutions that are attempting to 
mitigate this in order to alleviate these stressors. A task force at 
Stanford discovered that their faculty were not using the “flexibil-
ity policies in fear of being perceived as less committed” and con-
cluded that a culture change must occur. Stanford established a 
pilot program entitled Academic Biomedical Career Customization 
[11]. The primary goal was to alleviate work-life and work- work 
conflicts while promoting career development. In this program, 
voluntary participants identified career and personal goals and 
were given a customized plan for achieving those goals along 
with resources. Participants completed a self-reflective guide, met 
with a coach to summarize those goals, and, finally, were assisted 
in developing a plan for using a combination of available institu-
tional flexibility policies and resources to achieve the combina-
tion of professional and personal goals. In this way, the group 
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established a culture change that expected faculty to utilize the 
flexible policies, rather than feel stigmatized by using them. 
Incorporated in the model was a “time-banking” system that 
allowed concrete tracking of “favors” that faculty did for each 
other and attributed credits to these favors. The value of the favors 
was designated by the individual groups to identify which activity 
had the most team value. The credits each faculty member 
accrued were logged and could be exchanged for personal or pro-
fessional assistance, such as cleaning services, or help with grant 
writing or coaching. The results were promising with an increase 
in job satisfaction in the area of wellness, understanding of pro-
fessional development opportunities, and institutional support.

To help mitigate burnout and improve retention, creative and 
flexible strategies and policies need to be implemented, directed 
at a number of different stressors [1]. Home-life directed inter-
ventions (such as on-site daycare, backup childcare, in-house 
nanny recruitment/referral services) may alleviate these stressors 
and result in decreased burnout and improved retention and 
should be considered by academic institutions and hospital 
healthcare systems [1]. Furthermore, interventions, such as ramp 
on/off to support a trainee or attending level physicians as they 
prepare for, and return from, maternity leave, can help alleviate 
burnout. Home- life directed interventions/resources available to 
trainees may equalize the gender differences at the training level 
and can help increase the numbers of female physicians in aca-
demic medicine. For a further look at solutions for issues related 
to domestic responsibilities and burnout among women physi-
cians, see Chap. 7 (Work -Life Conflicts). 
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Gender Stereotypes

Amber Hertz-Tang and Molly Carnes

 Bias at the Table: Trapped Between a Sticky Floor 
and a Glass Ceiling

Dr. Gadhi is considering applying for the open division head of 
cardiology position at her institution. She reads the job description:

The ideal candidate for our position is a strong leader with an 
innovative approach to challenges. This individual should be able 
to take strategic risks and be confident thriving in a competitive, 
world-class environment.

While Dr. Gadhi launched an independent research career 
15 years ago, published many high-quality papers, and chaired 
multiple professional committees, she decides to wait to apply. 
She feels she does not currently meet the qualifications for the 
position. Perhaps if she undergoes more formal leadership 
 training or gets the prestigious grant she is applying for, she will 
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be ready to apply for division head. She volunteers to serve on the 
search committee instead and is surprised to see that the candi-
date eventually selected is a man who has less leadership experi-
ence and fewer accomplishments than she has. She also discovers 
that his current salary is substantially higher than hers. Seven 
years later, Dr. Gadhi decides to retire early, feeling that her 
career has plateaued and finding her work no longer fulfilling.

The United States of America ranks 49th among all nations in 
gender parity, mainly due to limited female participation in politi-
cal and leadership roles according to the 2017 Global Gender Gap 
Report [1]. While for the past 12 years women have comprised 
approximately 50% of matriculating medical students, only 24% 
[2] of full professors, 14% of chairs, and 16% of deans are women 
[3]. This could be written off as an expected lag in leadership 
achievement since women only reached equal representations as 
physicians a decade ago. However, specialties such as obstetrics 
and gynecology and pediatrics that reached gender parity in resi-
dency in the mid-1980s and are now predominantly female still 
lag significantly behind, with women comprising only 30% of 
major leadership positions while comprising 70–80% of residents 
[4, 5]. Clearly, there are other forces at work preventing women 
from attaining leadership positions. Inability to fulfill career aspi-
rations is associated with burnout and physician turnover while 
attaining meaning in work is protective [6–8].

Women are just as likely as men to have aspirations for leader-
ship positions and to self-assess as having leadership ability [9, 
10]. Women and men are also equally effective as leaders and may 
be more likely than men to demonstrate transformational rather 
than transactional leadership [11]. There is robust evidence in the 
business realm that increasing the number of women in leadership 
positions can improve operational performance, advance innova-
tion, promote group performance, and increase recruiting ability 
[12–14]. So, if it isn’t time lag, decreased interest, or lesser ability 
to take on leadership, why are women in medicine not attaining 
leadership roles? Women face subtle and overt biases based on 
gender stereotypes that delay or impede their ability to achieve 
professional goals such as a desired leadership position [15, 16]. 
Failure to attain a desired leadership position or achieve other 
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career aspirations can contribute to burnout and premature attri-
tion from academic medicine or from medical practice completely 
[6, 17]. In a study from Japan, an organizational climate that 
scored highly in terms of gender equity had no difference in burn-
out scores between male and female physicians; however, organi-
zational climates that scored at or below the mean on gender 
equity had significantly higher rates of burnout in female than 
male physicians [18]. In a longitudinal study of faculty from a 
large public university in the United States, a positive department 
climate was associated with greater academic productivity over 
time for male and female faculty [19].

Women are less likely than men to be asked to take on a lead-
ership role regardless of their rank [9]. This may stem from an 
ongoing “think manager-think male phenomenon” first described 
by Virginia Schein in 1970 [20, 21]. Beliefs about traits and 
behaviors of men and women are widely shared and derive from 
long-term exposure to social messages that reinforce gender ste-
reotypes. Simply knowing these stereotypes  – even when 
 disavowed − creates implicit (and sometimes explicit) expecta-
tions about how men and women should and should not behave. 
When men or women behave in ways that violate these expecta-
tions, they may experience “backlash” or social disincentives 
and negative reactions [22]. Women are ascribed communal 
attributes – helpful, kind, gentle, and nurturing. Men are ascribed 
agentic attributes – strong, independent, self-confident, decisive, 
and ambitious. However, many of the qualities we use to describe 
leaders are also traits attributed to men [23, 24]. If women 
adhere to female gender expectations and behave communally, 
they risk being seen as lacking the skills expected of a leader. 
Conversely, if a woman leads with the agentic behaviors 
expected of a leader, she may experience backlash from both 
men and women for acting in competition with expected gender 
norms [25]. Fortunately, a transformational leadership style 
combines both agentic and communal behaviors and is the most 
effective type of leadership [11].

In the scenario above, Dr. Gadhi is considering applying for a 
leadership position. Upon reading the job description, she 
 encounters language ascribing the position with agentic traits. She 
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doesn’t identify as a “risk-taker” despite having developed an 
independent area of research. She doesn’t identify as a “strong” 
leader despite having served as chair on multiple professional 
committees. It is worth emphasizing that even had Dr. Gadhi 
applied for the position, the men and women serving on the com-
mittee are also influenced by the gendered wording which can 
unintentionally prime male gender stereotypes and activate their 
own implicit biases. Filtered through stereotyped assumptions 
they may be less likely to choose her for the position than a male 
applicant for similar reasons [26, 27]. The job description could 
have been worded without agentic terms such as the following:

Candidates for our position must have demonstrated leader-
ship experience; for example, served in leadership roles in profes-
sional and national organizations; collaboratively built research, 
education, and/or clinical program; and supported the career 
development of a diverse cadre of people including women and 
ethnic/racial minorities.

This job description removes unnecessary and abstract descrip-
tors such as “world-class” and gendered terms such as “strong”, 
“risk,” and “competitive” [28, 29]. It is also more specific in how 
one could demonstrate leadership. Using more communal terms 
such as “serve”, “collaborate,” and “supported” is more likely to 
draw female candidates [30] and hopefully those that practice 
transformational leadership. Using research by Gaucher, Friesen, 
and Kay on gendered terms and job applications [27] online tools 
have been developed to help those writing job descriptions to 
review the language they use for gendered terms. One example is 
the website “gender-decoder.katmatfield.com.” Pasting the first 
job description above yields a “strongly masculine-coded” job ad 
whereas the revised job description yields a “neutral” job ad. 
Tools like this have not yet to our knowledge been validated to 
lead to increased gender diversity in leadership or decrease burn-
out rates among female physicians but they may be used by both 
sides of the hiring table to reflect on how implicit bias may be 
impacting their decisions.

The wording of a job description with male gendered descrip-
tors for high-status or leadership positions is really only an 
 external manifestation of implicit gender bias, and selection of 
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gender neutral and less abstract descriptors is certainly not the 
final solution to gender equality in leadership. Research shows 
that evaluators require greater proof of competence in terms of 
more scholarly work and awards from women than they do from 
men [15]. Sadly this applies to more than just the hiring process 
but also in promotion, career mentorship, and grant approval 
and renewal [31, 32]. However, it is possible to reduce and even 
overcome implicit bias in evaluation in addition to removing 
abstract agentic descriptors. Women are evaluated lower (and 
more stereotypically female) when they make up less than 25% 
of the applicant pool than when they make up 33% of the appli-
cant pool so ensuring that at least 33% of candidates for a posi-
tion are female may help reduce gender bias in evaluation [33]. 
Informing evaluators of research showing that women are 
equally competent leaders can be effective as can asking evalu-
ators to acknowledge and reflect on their susceptibility to bias 
[33, 34]. Finally, institutional leaders need to reflect on the cur-
rent structure of leadership in medicine, especially academic 
medicine. If women continue to feel marginalized, isolated, and 
invisible [35], academic medicine will miss out on their vital 
contributions. The academic hierarchy itself impairs upward 
mobility of potentially transformational leaders, especially 
women with women of color being most disadvantaged [36–38]. 
Valuing a collaborative and transparent approach to leadership 
may help increase the number of effective, transformational 
leaders throughout academic medicine, enable more women to 
achieve leadership positions, and simultaneously help address 
systemic burnout [39, 40].

This section has discussed how gender biases based on 
 stereotypes conspire to prevent women from obtaining leader-
ship positions, securing resources, and having a voice to effect 
change. The result can be unfulfilled career aspirations, burnout, 
and a disproportionate loss of women from the workforce. Since 
women may be more likely than men to practice collaborative 
and transformational leadership, achieving gender parity in 
leadership positions benefits more than individual women [41, 
42] and may be vital to the innovation and success of our health 
organizations.
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 Bias at the Bedside: “Lady Doctors” Face 
Gendered Expectations with Staff and Patients

Dr. Padilla is running late again. Her last encounter went over by 
20  min, as her young female patient needed cervical cancer 
screening and disclosed a history of remote sexual assault. Her 
next patient, Mr. Brown, is an elderly man with many comorbidi-
ties including severe depression and anxiety; he has frequently 
told her he prefers “lady doctors” because he finds they listen 
better and don’t rush him out. Dr. Padilla does her best to be 
empathetic and listen to her patients’ concerns, but this is causing 
her to spend many hours after clinic working on clinic notes and 
managing her electronic in-basket to the point she is not spending 
as much time with her family as she would like. She is struggling 
to find joy in her work and is strongly considering cutting back 
her clinic time, knowing this will mean shuffling some of her more 
complex patients who prefer to see a female physician to her male 
colleagues.

 Panel Composition

Dr. Padilla is experiencing a situation not uncommon to many 
female primary care providers. Female physicians, especially 
those in primary care, are more likely to see patients with mental 
health diagnoses and complex psychosocial problems [43]. A 
review of 26 studies conducted in mostly primary care settings 
concluded that both male and female patients talk more often and 
are more likely to bring up psychosocial issues during visits with 
female physicians [44]. This added complexity increased the 
encounter duration by 10% compared to encounters with male 
physicians. The resulting increased time pressure and emotional 
burden for female physicians may impact female physician satis-
faction and increase risk for burnout [45]. Some practices have 
begun altering compensation practices to account for this varia-
tion so that panel size and compensation is adjusted based on 
patient gender as well as age [46].
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 Gender Bias and Satisfaction Surveys

Medical schools are dedicating more time to instructing students 
on patient-centered techniques of communication, both verbal 
and nonverbal. Students learn to ask open-ended questions, to 
make eye contact, and to use appropriate and empathetic touch. 
What is not taught is how gender affects a patient’s expectations 
in their interactions with physicians.

Female physicians are more likely than male physicians to 
engage in patient-centered communication techniques such as: 
partnership building with patients, positive nonverbal communi-
cation, and open-ended questions [44]. In one large observational 
study, female physicians conducted more preventive screening 
and had better patient outcomes in terms of hospital mortality and 
readmission rates [47]. Despite this, most studies report no differ-
ence in patient satisfaction scores between male and female phy-
sicians [48]. This may be because patients attribute the 
patient-centered behaviors of their female physicians to their gen-
der rather than to their professional competence, in line with ste-
reotyped assumptions that women are warmer and more 
relationship -oriented than men. One study found that while both 
male and female medical students who behaved in a patient- 
centered manner were perceived as more compassionate, patient- 
centeredness was perceived as an aspect of competence only for 
male students [49]. Patients may interpret good communication 
skills differently in female and male physicians due to different 
expectations created by gender stereotypes. Good communication 
skills may be expected in female physicians simply because they 
are women, while in male physicians, good communication skills 
are equated with a competence that must be learned. In this study 
with medical students, the gender difference was moderated by 
informing patients that patient-centeredness is a dimension of 
physician competence [49].

Gender bias in patient satisfaction surveys has been demon-
strated among practicing physicians and is most apparent when a 
female patient is seen by a female doctor [48, 50]. Extrapolating 
from the study in medical students, it is possible that this gender 
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bias may be overcome by educating patients both during the clinic 
visit and on patient satisfaction surveys that patient-centeredness 
is a dimension of physician competence. Because gender is a dif-
fuse status cue whereby men are imbued with higher status than 
women, [51] women benefit far more than men from external con-
ferral of status. Thus, posting pictures with information about the 
training and accomplishments of the female physicians in a clinic 
might enhance patients’ perception of their competence [25]. The 
Affordable Care Act of 2010 includes patient satisfaction as a fac-
tor in payments to healthcare organizations. If those organizations 
tie physician reimbursement to patient satisfaction, it is important 
to understand how female physicians can get “credit” for their 
patient-centeredness. Data on patient satisfaction and physician 
reimbursement should also be closely examined because linking 
salary to a process that is systematically biased against women in 
institutions that receive federal funding could be in violation of 
Title VII and VI of the Civil Rights Act of 1964 [52].

As described previously, because the gender stereotype of 
women includes communal behaviors like “nurturing” and “com-
passionate,” patients expect these gender congruent behaviors 
from their female physicians. If female physicians do not exhibit 
these behaviors, they may be more harshly penalized in patient 
satisfactions scores than similarly behaving male physicians. For 
example, in an experimental study female patients were more 
likely to be satisfied with their visit if their female physician was 
“caring” and were less satisfied if the female physician was not 
“caring” whereas patient satisfaction was not affected by whether 
a male physician was “caring” [53]. Patients were also more 
likely to describe a female physician as “dominating” for model-
ing the same behaviors as a male physician such as speaking 
more often, asking questions, speaking loudly, or frowning [54]. 
Additionally, patients were more likely to describe a female phy-
sician as “dominating” for behaviors such as multitasking or 
looking at the electronic medical record during the patient 
encounter than they were for male physicians doing the same 
behaviors [54]. This is supported by Ridgeway who discusses 
that since there is a cultural conception that female gender is 
associated with lower status and decreased competence in male-
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typed work, women who assert authority in traditionally male-
dominated contexts violate expectations about their presumed 
status and encounter social backlash impairing their likability 
and potentially their influence [55]. However, women can miti-
gate this backlash by combining assertive behaviors with positive 
social “softeners” such as smiling and leaning forward [55, 56]. 
Many health organizations are attempting to intervene on burn-
out by implementing electronic health record efficiency training 
to help physicians use their time during clinic visits more effi-
ciently and to finish documentation during the clinic visit rather 
than during “pajama time” in the evenings. This research sug-
gests that female physicians who attempt to use their time effi-
ciently during the encounter by multitasking or looking at the 
electronic medical record may be more likely to be penalized in 
patient satisfaction scores than male physicians for exhibiting 
assertive behaviors that violate their status expectations.

This is an excellent example of how interventions aimed at 
improving physician burnout must take gender expectations into 
account to ensure they do not heighten burnout or widen compen-
sation disparities.

 Gender Bias, Occupational Segregation, 
and Stereotype Threat

Historically, nurses were expected to defer to the authority of the 
physician. Recognizing the significant patient safety implications 
in this approach, the nursing and physician professions have 
worked to flatten this medical hierarchy with a goal of improving 
care [57]. Positive and effective communication practices are 
associated with higher-quality care and research is being per-
formed to understand how gender may play a role in communica-
tion practices between nurses and physicians [58].

Until Title IX in 1972 allowed women access to medical edu-
cation, both fields were inversely gender segregated with consid-
erable power differential. The relationship between physician 
and nurse was historically structured as a continuation of social 
male- female gender roles where female nurses provided the 
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emotional and nurturing care to the patient while following 
orders provided by the predominantly male physicians [59]. 
While the number of female physicians has increased over the 
past few decades to nearly 50%, the percentage of female nurses 
has remained relatively unchanged at 90% [60]. It is notable that 
the movement for interprofessional practice and efforts to flatten 
the medical hierarchy have occurred in parallel to the increasing 
numbers of female physicians entering the workforce [59, 61]; 
however, issues of gender and status within nurse-physician 
interactions are complex.

While we do not know of studies at this time that look specifi-
cally at the impact on burnout, multiple studies have looked at 
how this gender segregation may impact work satisfaction and 
interpersonal work relationships, which are drivers of burnout 
[62]. For example, a study of female nurses’ perceptions in nurse- 
physician interactions found that compared to male physicians 
there was a higher expectation for female physicians to carry out 
tasks, decreased likelihood to help female physicians, and 
increased likelihood to resent female physicians for behaviors 
(such as failure to dispose of sharps). However, this study also 
showed that female nurses felt more comfortable approaching 
female physicians regarding safety concerns for patients [63].

Another qualitative study of female nurses and physicians in 
the United States reiterated that nurses felt female physicians 
were less likely to ask for assistance and more likely to do tasks 
on their own. Nurses frequently reported resenting when female 
residents displayed authority or felt dismissed by the resident. 
However, most nurses reported that their relationships with 
female physicians were more positive than their relationships 
with male physicians [64]. In a study of internal medicine resi-
dents, both male and female residents noted that female residents 
needed to pay more attention to the “tone” in which they com-
municated with nurses and 30% of female residents and no male 
resident ranked gender as the number one barrier to effecting 
patient care [65].

Survey and interview-based studies in the United States and 
Norway of female physicians interacting with nursing staff reveal 
that female physicians describe feeling more pressure than their 
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male colleagues to be friendly and egalitarian and to make social 
overtures when communicating with nursing staff [59, 66]. 
Additionally, female physicians feel less supported than their 
male colleagues and more likely to have their medical decision-
making questioned [59, 66].

These studies suggest that nurses are more comfortable com-
municating with female physicians and potentially more hostile 
when female physicians display authority [59, 64]. This is sup-
ported in experimental studies showing that women are less liked 
and judged less suitable as an employer if they are successful in 
male sex-typed jobs, however they can overcome these negative 
perceptions by emphasizing their communal traits such as valuing 
employee concerns, relationship-building, or even just disclosing 
that they have children [67].

Occupational segregation may be contributing to burnout in 
women in more ways than through decreased support or strained 
work relationships between physicians and staff, however. 
Occupational segregation may also feed into gendered beliefs 
about performance. Stereotype threat is the concept that repeated 
encounters with a negative stereotype can erode confidence, 
impair performance, and lead to disengagement.

Many aspects of the health care environment would be pre-
dicted to cause stereotype threat in female physicians including: 
the existence of sexism and harassment, social backlash in voic-
ing opinions or disagreeing, and occupational segregation [68]. In 
a study where raters were asked to describe attributes that would 
be necessary for success in a particular occupation, raters were 
more likely to cite communal traits including nurturing, gentle-
ness, and kindness if the occupation had more than 75% women 
but if the occupation had more than 75% men, raters were more 
likely to cite agentic traits including aggression, dominance, and 
competitiveness [69]. This suggests that women working in a pri-
marily male field may be exposed to, and possess within them-
selves, predetermined beliefs that they may lack what is necessary 
for success. Occupational segregation is rampant in healthcare. 
Nurses, social workers, physical therapists, and occupational ther-
apists are all much more likely to be female than male. This rein-
forces the concept that women are expected to be in subordinate 
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positions while men are expected to be leaders. Anecdotally, most 
female physicians have at least one story where a patient or staff 
member has mistaken them for the nurse and the male medical 
student for the attending physician.

However, it may be possible to counteract the effects of ste-
reotype threat with strategies including: promoting awareness 
about stereotype threat, clearly differentiating roles (e.g., I have 
noted great reduction in identity mistakes since our institution 
introduced ID badges that clearly display “Physician” in large 
font), targeting at least 50% of invited speakers to be female, 
displaying pictures and publicly recognizing successful female 
physicians, prioritizing building leadership efficacy in female 
physicians, and striving to increase women in leadership posi-
tions [68].

One could argue that occupational segregation and stereotype 
threat should be transient problems in medicine as more women 
continue to enter the field such that they are no longer minorities 
in their institution. However, the increasing number of female 
physicians appears to be more concentrated in a few discrete 
fields and gender segregation is still very evident within medical 
specialties. As an example, the percentage of women entering 
specialties such as pediatrics and obstetrics and gynecology (63% 
and 57% in 2017, respectively) has increased more rapidly than in 
specialties such as urology or orthopedics (8.7% and 6.6% in 
2017, respectively) [70]. Over 40% of female physicians are in 
primary care specialties including family medicine, pediatrics, 
and internal medicine while only 20% of male physicians are in 
these specialties; the remaining 80% of men are more evenly 
divided among all the various specialties [70]. While the rate of 
burnout is very high across all medical specialties, specialty 
choice has been identified as a risk factor for burnout [71]. 
Specialties with more direct patient care, such as family medicine, 
internal medicine, and emergency medicine, are associated with 
higher risk of burnout [71].

There are many possible reasons as to why and how occupa-
tional segregation is occurring within medicine specialties. 
Women are more likely to identify time for family, long-term 
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patient relationships, and a desire to provide a needed service as 
reasons to choose a specialty and are less likely to choose a 
 specialty based on financial considerations than men [72]. Perhaps 
some women choose to enter specialties more associated with 
these values. It is often suggested that women may avoid special-
ties associated with unpredictable schedules or that are heavily 
procedural; however, obstetrics and gynecology is a surgical spe-
cialty infamous for its unpredictable schedule and it is second 
only to pediatrics in terms of highest percentage of women. 
Conversely, diagnostic radiology is associated with a more pre-
dictable lifestyle; however, women only made up 25.6% of diag-
nostic radiologists in 2017 [70].

Another possibility is that women are subtly being directed 
into specific specialties that implicitly align with gender expec-
tations. Heilman has demonstrated that just the knowledge that 
a women is successful at male sex-typed work increased nega-
tive perceptions of her compared to her male colleagues and 
made her less desirable as a boss. Interestingly, if the women 
was successful at female or gender neutral sex-typed work, 
there was not an increase in negative perceptions [73]. So per-
haps, female medical students are choosing specialties that 
align with stereotyped assumptions that they will be communal 
and relational and where they would suffer less social backlash 
than by choosing and succeeding in more male-dominated 
higher -salaried technical specialties. Additionally, by entering 
specialties with a higher female presence, women would be 
decreasing their exposure to stereotype threat. These would be 
interesting areas of future research.

Some specialties, such as endocrinology, are seeing the com-
position of male to female change not as much attributable to an 
increase in female physicians as due to a decrease in the number 
of men entering that specialty [74]. Pelley et al. point out that as 
an occupation becomes female predominant, salary decreases 
across the occupation for all genders. This jeopardizes the entire 
field as it becomes less desirable for both male and female physi-
cians as well as decreasing career satisfaction, which is a risk fac-
tor for burnout [75].
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Dispelling gendered stereotypes such as men are more associ-
ated with procedures or “intensive” specialties while women are 
associated with more nurturing specialties such as primary care or 
obstetrics has to begin early in medical school. Female medical 
students are more likely to take on leadership roles in small groups 
after a statement describing the importance of these roles under 
“safe” conditions [68]. Potentially increasing female medical stu-
dents’ exposure to procedures in a safe environment such as a 
simulation center may also have an effect.

In summary, patients and staff may have different expectations 
and perceptions in their interactions with female physicians as 
compared to male physicians. These gender biases may be 
reflected in workload, patient relationships as measured by patient 
satisfaction scores, and support at work all of which may drive 
burnout in female physicians. Additionally, occupational gender 
segregation and stereotype threat may impact female physicians 
in terms of salary, career satisfaction, and specialty choice. 
Educating patients and staff about gender bias by including infor-
mational statements on patient satisfaction surveys, training mod-
ules, and wall postings may be a step in mitigating its effect, but 
definitive research in this area is lacking. Interventions that 
improve transparency and accountability in salary calculations 
have been successful in achieving gender pay equity in other 
fields, but may not be applicable across medical specialties or 
subspecialties [76]. Stereotype threat for female physicians, 
which may be triggered when performing in male-stereotyped 
domains such as leadership or highly technical fields, can be 
decreased by increasing awareness of this phenomenon. This 
needs to be in conjunction with ubiquitous affirmations that 
research confirms gender (or race) has no influence on the ability 
to perform any relevant role within science or medicine. Other 
actions might include exposure throughout medical training and 
practice to multiple diverse physicians across the gender spectrum 
in the belief that “if you see it, you can be it,” leadership programs 
that include research on gender stereotypes and how to mitigate 
their influence, training faculty to avoid giving feedback that rein-
forces gender stereotypes, and addressing hiring and promotional 
practices as discussed in the first section “Bias at the Table.”
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 Bias at Home: Parental Leave Is Leaving Both 
Men and Women Behind

Dr. Liu and his wife had twin girls 1 year ago. Unfortunately, due 
to complications during pregnancy, his daughters had required 
extensive medical care and frequent doctor’s appointments. While 
his institution had only offered 1 week of paid paternity leave, he 
had been able to extend his time with accrued sick leave and vaca-
tion. The head of his division was initially supportive and even 
shared her struggles balancing family with work. When he had 
requested more unpaid time off through the Family Medical Leave 
Act (FMLA) to provide support for his daughters’ ongoing health-
care needs, his division head agreed; however, she also suggested 
he consider looking for a more flexible position given the change 
in his life circumstances. Two of Dr. Liu’s female colleagues had 
taken extended time for maternity leave and one had used it to 
care for her elderly father. Rather than Dr. Liu taking time off as 
originally intended, his wife, who was a pediatrician in private 
practice in the community, decided to switch to part time and Dr. 
Liu continued full time as a physician-scientist in his department.

In 1993, the United States passed the Family Medical Leave 
Act with the intent of helping employees balance the demands of 
the workplace with the needs of their family while minimizing 
discrimination on basis of gender and promoting equality for 
men and women. FMLA allows 12 weeks of unpaid job protec-
tion, making it one of the least generous policies among industri-
alized nations [77]. The United States is also one of the only 
countries that does not allocate maternity or parental leave 
through a national policy [77]. As an example, in Australia 
women receive 12 months of paid leave while fathers and part-
ners receive 2  weeks. Switzerland does not have any statutory 
paternity leave while mothers can receive 14 weeks of paid leave. 
While these policies are well-intended to promote breastfeeding 
and to provide financial support to women after childbearing, 
they also reinforce traditional gender roles of women as primary 
caregivers and stigmatize women as inadequate mothers if they 
choose to return to work sooner. Multiple studies have demon-
strated the  importance of including partners in parental leave 
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policies both for the benefit of families and to promote gender 
parity in the workforce including higher female employment and 
less gender stereotyping at work [78–80]. Additionally, studies 
have shown paid parental leave leads to better outcomes for chil-
dren which has led the American Academy of Pediatrics to sup-
port policies for paid parental leave [81–83]. Interestingly, while 
physician organizations have come out in favor of policies for 
paid parental leave, many hospitals and academic institutions do 
not offer these policies to their faculty and residents. A study that 
reviewed leave policies among 12 US medical schools found 
schools offered a mean of 8.6 weeks of paid support with a range 
of 6–16 weeks. Additionally some schools extended this benefit 
only to “primary caregivers” or failed to include fathers or part-
ners in their policy [78].

Even when leave policies include fathers and partners, the fre-
quency at which fathers and partners actually take leave world-
wide can be as low as 2% [80, 84]. In Japan, men and partners are 
given 30 weeks of paid paternity leave, one of the most generous 
policies in the world; however, only 3% of men request leave [85]. 
Men are just as likely as women to report family-work conflict 
and to report increased personal satisfaction with family-friendly 
policies such as avoiding late-night meetings [86]. So it seems 
unlikely that men are not using leave policies purely out of per-
sonal preference. An experimental study in Japan demonstrated 
that while men reported a strong desire to use paternity leave, they 
overestimated the strength of negative attitudes of others toward 
the use of paternity leave and so were less willing to use paternity 
for fear of social backlash and professional repercussions [85]. 
Another experimental study in the United States demonstrated 
that men who asked for family leave were perceived as poor work-
ers and were less likely to receive recommendations for leader-
ship roles, promotions, or high-profile projects. They were also 
more likely to be perceived as weak, emotional, and insecure and 
were more likely to be penalized with salary reductions and 
decreased responsibilities or to be encouraged to go work for a 
different organization. This study also showed that black male 
workers were more penalized than white male workers and that 
female employers were more likely to perceive male workers who 
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asked for leave as poor workers than did male employers [86]. 
One conclusion from this study is that while women are more 
likely to use FMLA policies, they may be more likely to judge 
men negatively for doing so. When women participate in the stig-
matization against men using family leave, the burden of care 
needs ironically may fall more heavily on women and further 
reinforces the stereotype of women as caregivers. This then 
increases work-life conflict and decreases partner support, both of 
which are risk factors for burnout [71, 87]. A survey of female 
physicians in Massachusetts found that women who worked full-
time reported better career satisfaction than those that worked 
part- time and there was no difference in satisfaction with family 
life between the two groups. More importantly however, this 
study showed that women who worked their preferred number of 
hours, be it part time or full time, reported better job role quality, 
schedule fit, life satisfaction, marital role quality, and lower rates 
of burnout. Therefore, imposing part-time work on women who 
do not want may also be harmful [88].

While part-time employment may be detrimental to female 
physicians’ academic career advancement [88], the negative per-
ceptions associated with men asking for family leave do not 
appear to extend to women. Another experimental study con-
firmed that men who took family leave received lower perfor-
mance evaluations compared to those who did not, but found no 
difference in performance evaluations of women who asked for 
family leave compared to women who did not. This implicit bias 
occurred despite all participants explicitly endorsing egalitarian 
role attitudes [89].

Paid parental leave policies that offer benefits based on a ratio 
of the individual’s earnings rather than a flat allowance may also 
increase utilization of leave by men [77]. Policies that pay at least 
50% of previous earnings have higher utilization by men than 
policies that pay a lower percentage or a flat allowance [77]. This 
may be due to the persistent gender gap in earnings seen world-
wide. Men often earn more than their partners, resulting in a 
greater loss of income if men use family leave than if women do 
[90]. California’s enactment of a paid parental leave policy that 
offered a 55% wage replacement rate increased the utilization of 
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leave by fathers 46% while only increasing leave take by mothers 
by 13% [79]. Several countries have enacted maternity time max-
imums and paternity time minimums or “use it or lose it” policies 
[90]. This has increased the utilization of paternity leave in sev-
eral countries. Germany implemented a 2-month paternity mini-
mum where if it was not used it could not be transferred to the 
mother and saw an increase in fathers using parental leave from 
4% to 34% subsequently [80].

In this section, we have discussed how gender stereotypes 
associating men with the role of “breadwinner” and women with 
the role of “caregiver” may be discouraging men from participat-
ing in caregiving roles by decreasing their utilization of family 
leave policies for fear of negative professional and social conse-
quences. Perceived as contrary to male gender stereotypes, men 
who take leave may be perceived as weak, “unmanly,” and poor 
workers. As in the case of Dr. Liu, this stigma prevents men from 
being more involved in caregiving and forces women to take on 
the majority of caregiving responsibilities to the detriment of their 
career advancement [80, 91, 92]. These practices exacerbate gen-
der pay gaps and reinforce a male leadership bias by affirming 
that high-status members of the organization do not take family 
leave. This situation illustrates how social norms transcend poli-
cies even when the policies are well intended or appear to be equi-
table. It is imperative for the benefit of all workers and their 
families to reduce the stigma against men taking advantage of 
flexible leave policies. To do this, male and female leaders must 
encourage all individuals on their team – but particularly men − to 
access leave policies when appropriate, vocally support any man 
who chooses to do so, and ensure that this action incurs no profes-
sional penalties. Normalize male paternity leave with such actions 
as openly displaying pictures of male physicians on leave with 
their kids; stating in positive terms in meetings who is on, plan-
ning to take, or returning from paternity leave; and using some of 
the strategies to combat microaggressions in response to state-
ments that question the commitment, “manhood,” or competence 
of men who access flexible leave policies [93]. Improve financial 
benefits so that families can afford to use leave policies and ensure 
leave policies do not differentiate based on gender, recognizing 
that families should have the choice regarding caregiving roles.
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 Bias and Burnout: Putting It Together

This chapter has discussed how gender stereotypes lead to perva-
sive biases that disadvantage female (and sometimes male) physi-
cians throughout their careers and contribute to multiple drivers of 
burnout. Because the stereotypes that give rise to gender bias are 
deeply embedded in the culture of medicine, only a systems 
approach will be successful in attaining goals of well-being, pro-
fessional fulfillment, and equitable access to resources for female 
physicians. Interventions at individual and institutional levels are 
required for cultural change. For individual physicians, patients, 
and administrators, training must go beyond increasing awareness 
of how gender stereotypes influence evaluation of oneself and 
others, decision-making, and interpersonal interactions. These 
limited approaches can backfire and increase bias [94, 95]. 
Effective interventions arm motivated individuals with evidence-
based strategies that can be practiced [96]. Since gendered expec-
tations can have unintended and unwanted consequences, 
interventions aimed at addressing burnout may risk increasing 
burnout of female physicians. The effects of any intervention 
must be evaluated on both male and female physicians separately. 
Finally, all members of the medical community need to recognize 
that gender bias imposes constraints on individuals across the 
gender spectrum and that when physicians are able to achieve 
their full potential every member of a healthcare organization 
benefits, including patients.
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 Introduction

I was eager, young and inexperienced as a new intern in August 
2005. It was my second month of psychiatry residency training 
and the first time I recall a patient making a sexually inappropriate 
remark to me. I was rounding on one of the two locked inpatient 
psychiatry units at Rush University Medical Center, where 
patients with psychiatric issues and substance use disorders were 
admitted for a few days to weeks at a time. As locked units, this 
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meant that patients could not leave without a physician releasing 
them. It was a lot of power to hold as a newly graduated physician 
and 26-year-old woman. Each morning before we rounded with 
our attending psychiatrist, who supervised our cases, we would go 
in to see the patients on our own to check on how their night had 
gone. This patient, who I’ll call Mr. J, was admitted for cocaine 
use and suicidal ideation, with severely depressed mood being a 
common symptom when withdrawing from cocaine. I knocked on 
the patient’s room, said good morning, and asked him how his 
night was. Mr. J was lying in bed, sleeping, opened his eyes, 
looked at me, and said he was tired and didn’t want to talk. I 
explained to him that I needed to see how he was doing so that we 
could plan his care for the day. Mr. J, becoming visibly irritated, 
said to me, “Baby girl, just come back later and we can talk then.” 
Surprised, and not sure how to respond, I said, “Uh, okay, that’s 
fine,” and quickly left. I did not share the incident with my attend-
ing supervisor, though I did later tell my co-intern; we laughed 
about it and to this day she will still jokingly call me “baby girl.”

A second incident occurred a few months later as I rotated 
through the emergency room, seeing patients with everything 
from heart attacks to broken bones to skin infections. One night, 
at maybe 2 or 3 in the morning, I was asked to see a man who was 
reporting abdominal pain. I announced myself and paused a 
moment before I walked into his room and found him lying in 
bed, openly masturbating. He looked up at me and, despite seeing 
me standing there, did not stop. I walked out and told my super-
vising physician. Her response? “You should be used to patients 
like this, you’re going into psychiatry.” The message was resound-
ingly clear: this was a normalcy in medicine, and I should stop 
complaining.

While these incidents may on the surface appear minor and 
seemingly insignificant, both stand out in my mind 14 years later, 
and I still regret not responding in some way to them. In retro-
spect, the first patient was likely trying to disturb the doctor- 
patient power dynamic (and he succeeded). The second patient 
may have been affected by psychosis, but his behavior was inap-
propriate and should still have been addressed and stopped, both 

C. Girgis



107

for his sake and mine. At the time I also did not have a name for 
what had occurred: sexual harassment. This lack of recognition is 
not uncommon among women in academia, especially when the 
harassment is gender based [1]. What I have learned over the 
years is that these occurrences are highly familiar and to a great 
degree expected among women physicians. In this chapter, we 
will examine the following: the frequency at which sexual harass-
ment toward women physicians occurs, what happens when the 
harasser is the patient, sexual harassment as it relates to trainees, 
how women physicians respond to and are affected by sexual 
harassment (including the effects on burnout), and, finally, what 
we can do as women physicians to address this ever-prevalent 
problem.

 How Common Is Sexual Harassment Toward 
Women Physicians?

If you speak to any woman physician, ask her whether she has ever 
been sexually harassed at work. If you are expecting to hear a “no,” 
then think again. This is unfortunately, and sadly, all too common-
place. In one survey that was sent out in 2013 to medical students 
and residents at an academic institution in the Midwest, 81% of the 
women respondents had experienced at least one incident of sexual 
harassment by a patient in the past year [2]. This is consistent with 
other research findings and notably the 2018 National Academies 
of Sciences, Engineering and Medicine (NASEM) study that found 
rates of sexual harassment in science, technology, engineering, and 
medicine (STEM) fields are high, but the highest rates prevail in 
medicine. Nearly half (49.6%) of women medical students have 
experienced sexual harassment (especially gender harassment) 
versus only 40.8% of other women graduate students and 30.6% of 
women undergraduate students [3]. One landmark study per-
formed in 1993 found that 77% of the 422 women physician 
respondents had been sexually harassed at least once in their career 
[4]. Perpetrators of the harassment included patients and col-
leagues and were primarily men. Since then, circumstances have 
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not improved: a more recent 2018 study indicated that 76% of 
women physicians have experienced sexual harassment at work 
[5], with the perpetrators most commonly being colleagues and 
supervisors, the vast majority of whom were men.

One attending physician shares (All quotes in this chapter were 
obtained from women physicians in closed online groups and are 
published with permission.):

I had the medical director ask me what I was doing in the hospital 
at 10:00  PM and why I wasn’t home getting pregnant…And 
frankly, it was embarrassing to have the medical director alluding 
to my sex life, no matter how well intentioned his remarks were. I 
imagined he was trying to tell me I should go home and meant to 
be kind.

Interestingly, while the incident was clearly inappropriate, she 
rationalizes her medical director’s behavior as simply misguided. 
Another physician tells her story:

A former ICU director (now fired because of sexual harassment) 
once made a completely inappropriate joke in front of a patient and 
male resident. I was seeing a patient on the floor (the director was 
not at all a part of the patient’s care). He was walking by the room 
and heard me speaking. He came in the room with the male resident 
who was following him. He tapped my shoulder and said “Excuse 
me nurse, nurse. I need some help,” then chuckled to himself. He 
then followed this up while patting me on the back by saying to the 
patient “just kidding, she’s a good doctor.” He then walked out. 
Kindly enough the patient followed up with “Who was that jerk?”

So, do we need more research to validate that sexual harass-
ment in medicine exists? Though it may be helpful to further 
study specific populations such as patients harassing women phy-
sicians [6], according to a recent perspective in the New England 
Journal of Medicine, the resounding answer is “No!” The data 
now speaks for itself and has spawned movements such as 
#TimesUp Healthcare,” whose leaders state “We must hold pro-
fessional organizations, research entities and academic institu-
tions accountable for implementing systemic changes that support 
women and combat harassment [6].”
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 When Patients Sexually Harass Their Physician

One unique circumstance for women who work as physicians is 
that not only are they susceptible to sexual harassment from their 
supervisors and peers, but they are  also subject to harassment 
from patients and their families. The data on this topic is limited, 
but several studies validate that women physicians get sexually 
harassed by their patients. One of the first, and largest, studies to 
find data supporting this notion dates back over 25  years and 
demonstrated that over 75% of women physicians had experi-
enced sexual harassment by their patients sometime during their 
career [4]. While the most common location this occurred in was 
a private office, in other settings such as emergency rooms and 
clinics, unknown patients presented a proportionately higher 
risk. The most frequently reported behaviors included sexual 
remarks (59%), suggestive looks (53%), and suggestive exposure 
of body parts (31%) [4]. Despite the doctor-patient power dif-
ferential for women physicians, this aspect of the relationship 
seems to be less of a factor than the gender differences. Gender 
appears to be a stronger contributory factor: one study found that 
81% of women medical students versus 37% of male medical 
students reported at least one incident of inappropriate sexual 
behavior committed by a patient [2]. Other studies have shown 
that women students experience sexual harassment by patients at 
rates three to four times higher than that of male medical students 
[8, 9]. After training, women physicians continue to experience 
higher rates of sexual harassment by patients than male physi-
cians; one study found that 33% of women physicians reported 
sexual harassment from patients versus 25% of men [5]. The 
higher than usual rate of sexual harassment in this study toward 
men may be accounted for by cultural differences (the study was 
conducted in Europe) and the way the question was worded [6].

Most recommendations in the medical literature, when address-
ing the doctor-patient relationship (even placing the term “doctor” 
before “patient”) and the power dynamics, are patient-centric and 
focus on the power that the physician holds, encouraging patients 
to take charge of their healthcare [9]. However the fact that there 
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is an additional population of potential harassers may be one of 
the reasons why rates of sexual harassment are higher in the field 
of medicine than they are in science, engineering, and technology. 
Women physicians are no different from other victims and are 
prone to blame themselves for sexual harassment and abuse [10]. 
Furthermore, it may be difficult to place blame on an ill patient 
who needs care. According to an attending physician:

An elderly patient actually grabbed my breast one day while I was 
examining him at the VA but I think he was delirious and actually 
he died the next day.

Another story from a woman physician:

A patient who was post-stroke and aphasic I was following for 
aspiration pneumonia issues. He seemed harmless and always 
wanted a hug after visits. I thought it was fine, until one day when 
the hug lasted too long, and he pulled me in and licked my ear. I ran 
out of the room and had one of my partner’s take over his care. It 
really affected how I am with my patients from then on...I’m Med/
Peds trained so hugging is normal for me in patient encounters, but 
this man ruined that for me.

These anecdotes highlight both the difficulty in identifying a 
patient as a sexual harasser and the effects that this harassment 
can have on a physician. While both of the examples above note 
that the patients have neurologic conditions that may have affected 
their behavior, it is notable that being harassed by an unwell 
patient still had a negative impact on the physicians. Sexual 
harassment from patients can lead to significant consequences 
that impact not only the person receiving the harassment but can 
also negatively influence patient care. One survey found that of 
medical students and residents who reported sexual harassment 
by a patient, 15% felt this negatively affected their ability to per-
form their duties, and 14% felt this negatively affected their atti-
tude toward patients [2].

Further, there are numerous stories of patients without psy-
chiatric or neurologic disorders who have sexually harassed 
their physician: either by asking them out on dates, commenting 
on their appearance, calling them pet names or other inappropri-
ate behavior:
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• “I was examining patient; patient tried touching my breasts. 
Patient had history of altered mental status, but I believe he 
was faking it. Since then I keep my distance and I am more 
careful with patients while examining.”

• “A patient in a crowded elevator was groaning and rubbing his 
inner thigh while facing me and standing very close.”

• “Patient looking at my chest throughout much of the session.”
• “Patient made multiple uninvited attempts at requesting my 

telephone number and complimenting my appearance in an 
uncomfortable manner.”

• “Patient came to appointment wearing white shorts, no under-
wear with testicles showing for part of the appointment. 
Behavior changed after I confronted him about this. He found 
my house on google maps. Never stalked me, but it made me 
uncomfortable.”

• “Someone tried to kiss me (in front of his wife).”
• “I have been asked out by patients and other comments.”

Regardless of whether patients carry a diagnosis that in part 
explains their behavior, sexual harassment can still have a nega-
tive impact: in one survey, increased experiences of harassment 
were independently associated with lower mental health, job sat-
isfaction and sense of safety at work, as well as increased turnover 
intentions [11]. More research is needed to understand both the 
prevalence of sexual harassment by patients and the most effec-
tive solutions.

 Sexual Harassment as It Relates to Trainees

In writing about this topic, I have come across many stories of 
women physicians who have experienced sexual harassment 
while working as a doctor. Above all, the most difficult stories to 
hear are the ones that occur to training residents and medical stu-
dents, who particularly feel worried and uncomfortable speaking 
up from the bottom of the medical hierarchy. This bears out in the 
literature, with one study finding that only 15% of women resi-
dents who experienced harassment including sexual harassment 
reported the incident, most commonly (42%) giving the reason 
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that they felt reporting would not be worthwhile [12]. One quali-
tative study looking at sexual harassment experienced by medical 
students found that they often stayed silent due to fear of retalia-
tion, negative evaluations, feeling powerless and helpless, experi-
encing embarrassment and confusion, not wanting to offend 
patients and hearing their preceptors laugh along with the patient 
[13]. Another study found that 69% of women medical students 
experienced sexual harassment, with 40% experiencing this as 
distressing [14].

One resident physician tells her story:

I think I have suppressed a lot of the memories because thinking 
about it too much makes me very angry. I was an intern on a con-
sult rotation in another specialty and was the only woman on a 
team of men. One day my senior resident told me Indian girls are 
sluts because his girlfriend used to “do everything” to him and 
began to laugh. Later he asked me if I named my “beaver” and if I 
pet it. This occurred in front of a group of male residents. Another 
day, our conversation turned to sexual harassment (an attending 
had gotten fired or reprimanded because of it) and he laughed and 
looked at me and said, “I sexually harass you every day.” At this 
point in the rotation, I had stopped talking to or reacting to him, 
especially when he would ask, “Hey, when this is over, are we 
hanging out?” as I had never given any indication we would. The 
comment about how he sexually harassed me happened on the last 
day of my rotation and I remember this rage going through me. He 
apologized but to this day, I think I should have gone further and 
reported him. I sometimes fantasize about finding and telling his 
ex-girlfriend just how racist he was (and probably still is).

There are multiple layers in this story that have a bearing on 
the situation, including both her race and that she was a resident 
physician rotating in a different specialty. But ultimately this 
woman physician, an intern, felt unable to speak up due to the 
hierarchy that exists in medicine and felt powerless as the only 
woman on the team. Medical students have similarly reported 
feeling unable to speak up due to multiple barriers including a 
lack of trust of those in positions of authority, the risk of poor 
evaluations, and being labeled weak [13]. This resident also felt a 
lack of support from her team members when they stood by and 
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said nothing to assist her, which is an example of the well-known 
bystander response that has been documented in the medical lit-
erature [10].

The effects of sexual harassment on medical students and 
trainees can be significant and can have harmful consequences. 
One study showed that women who experienced sexual harass-
ment prior to entering medical school were more vulnerable than 
other women or men to subsequent sexual harassment in medical 
school, leading to revictimization [9]. Another showed a different 
effect of sexual harassment in medical school—almost a quarter 
of the women who had been exposed to gender bias or sexual 
harassment reported this to be an influential factor in their choice 
of specialty [15]. Another large survey of medical students showed 
that when asked about sexual harassment, particularly discrimina-
tion, several themes emerged, including a fear of discrimination 
during medical school and in the future in residency, particularly 
in some specialties [16].

While all specialties in medicine are affected by sexual harass-
ment and gender discrimination, some specialties are dispropor-
tionately affected and have historically reported higher rates. One 
study in cardiothoracic surgery revealed that 90% of women train-
ees had experienced sexual harassment [17]. Of women in general 
surgery training programs, 71% reported experiencing sexual 
harassment [18]. Another study in vascular surgery showed that 
52% of women trainees had experienced sexual harassment, with 
the surgeon in the operating room most commonly being the per-
petrator [12]. Notably this study also reported that 14% of respon-
dents had witnessed sexual harassment (ambient sexual 
harassment), but did not separate this out by gender or classify 
this as sexual harassment (see next section for definition of “ambi-
ent sexual harassment”). In addition to surgery and surgical sub-
specialties, there has also been recent recognition of the problem 
of sexual harassment in other specialties, including otolaryngol-
ogy [19], radiology [20], emergency medicine [21], dermatology 
[22] and obstetrics and gynecology [23].

Notably, perception of harassment (including sexual harass-
ment and gender discrimination) has been found to decrease over 
time with training, as medical students have a higher perception 
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than residents and fellows of the same behaviors [24]. This 
 indicates that either trainees learn to normalize harassment as part 
of the culture of medicine, or they develop a sense of learned 
helplessness in order to make it through the grueling years of res-
idency. We explore this further in the next section.

 How Do Women Physicians Respond to Sexual 
Harassment?

After repeatedly experiencing sexual harassment in the work-
place, to the point that it creates a hostile working environment, 
physicians—women in particular—most often do nothing. 
Previous data has shown that women physicians and medical stu-
dents are typically very tolerant of sexualized comments and 
behaviors from male patients, often minimizing or denying any 
subsequent emotional impact [25]. Of surgery trainees that expe-
rienced sexual harassment, 93% did not report it, with 62% ratio-
nalizing that the harassment was harmless, 48% noting that 
reporting would be a waste of time, 38% being too busy and 32% 
feeling uncertain whether the behavior “counted.”

One woman, a medical student, notes:

I blew it off because of people joking about patients doing this kind 
of thing. I didn’t really think of it as inappropriate or abnormal at 
the time.

Women physicians may also confide in colleagues who urge 
them not to say anything. As previously noted, sexual harassment 
by patients may be excused by attributing the behavior to a neuro-
logic or psychiatric diagnosis. Furthermore, there may be a lack 
of awareness of ambient sexual harassment, most commonly 
defined as “the general or ambient level of sexual harassment in a 
work group as measured by the frequency of sexually harassing 
behaviors experienced by others in a woman’s work group.” [26] 
Women physicians may not know that, while not necessarily 
directed at them per se, this type of sexual harassment is in fact 
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still illegal and harmful [3] and therefore important to consider. 
Other reasons for doing nothing can be fear of retribution for 
reporting behavior that has historically been accepted within the 
culture of many institutions, feeling embarrassed or fear of being 
labeled as too sensitive or a troublemaker [13]. This is particularly 
an issue in medicine when supervisors and program directors are 
responsible for writing recommendation letters for future jobs. 
Unfortunately, the concern about reporting due to the power dif-
ferential is valid. While one physician eventually won a lawsuit, 
she never returned to a career in medicine after being dismissed 
from her residency program in 2009 in Indiana for reporting sex-
ual harassment by her program director [27]. This can be just as 
difficult for bystanders; in 2011 a male emergency medicine phy-
sician in Illinois was fired after he reported a colleague for sexu-
ally harassing residents and medical students. He was eventually 
awarded $1 million as compensation [28].

Another reason for not reporting is that victims may lack con-
fidence that they would receive help [8] or believe the claims will 
not be taken seriously or even worse will be viewed as the cause 
of the problem. I have seen this time and time again in medicine. 
To illustrate the point of victim blaming, a physician states:

I reported it to my male supervisor and he just gave me advice to 
stop wearing skirts on days I was working with this person.

Such comments reinforce the message that it is not the harass-
er's responsibility to deal with  his own inappropriate behavior. 
Women physicians and medical students also report concerns 
about “covert retaliation,” particularly for those that wish to pur-
sue careers in academia. Covert retaliation is defined as vindictive 
comments made by a person accused of sexual harassment about 
his or her accuser in a confidential setting, such as a grant review, 
award selection or search committee [29]. More subtle than overt 
retaliation, covert retaliation is understated and therefore more 
difficult to identify, however, can be equally damaging to one’s 
reputation or career.
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In those instances where sexual harassment is reported, the 
response can be inadequate. One study of medical students 
showed that those who reported sexual harassment to their pre-
ceptors felt that they ignored, condoned or dismissed their com-
plaint; as a result, the students suffered feelings of shame, 
self-blame, confusion, humiliation, disrespect, fear or self-doubt 
[13]. Resident physicians who have experienced sexual harass-
ment have also reported higher rates of ethical or moral distress, 
and lower levels of vitality, or being energized by work [30]. A 
different study surveying academic medical faculty showed that 
of women who reported severe forms of sexual harassment, 59% 
perceived a negative effect on confidence in themselves as profes-
sionals [31].

 How Does Sexual Harassment Affect Women 
Physicians?

In considering how sexual harassment affects women physicians 
we must consider both the psychological impact and how it influ-
ences their future behavior:

When I think about it, if I had been around that forever I would 
have lost my way in medicine. As trainees, we are lucky rotations 
come to an end. As an attending working in a rural region and now 
having experiences with racism and occasional sexism, I am 
already planning to leave as soon as my student loans are paid off 
which is a persistent thought that gets me through difficult days.

One study surveying medical students and residents showed that 
those who experienced sexual harassment also reported negative 
effects on feelings of safety and comfort at work, attitudes toward 
patients, ability to perform duties and general mental health [2]. 
As recently as 2019, another study showed that in response to 
sexual harassment, medical students described feeling vulnerable 
as learners, being concerned about receiving poor evaluations and 
generally feeling powerless [13].
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Another physician notes her feelings of bewilderment and 
humiliation, as well as the disappointment in not having anyone 
stand up for her:

I was at work today in the physician work room when a random 
doctor made a reference to me being an expert on human sex traf-
ficking because I must have been a sex trafficking victim myself. I 
was in a room filled with other physicians and in the middle of 
staffing a patient. I was mortified and had no idea why he said this. 
I barely know him.

There have been multiple studies showing associations of sexual 
harassment with burnout. A study which  surveyed surgeons 
showed that those experiencing sexual harassment had higher 
rates of burnout, as well as increased likelihood of declining or 
leaving a job [17]. Another study found an association between 
women physicians experiencing sexual harassment and lower job 
satisfaction [32]. Similarly there has been an association linking 
burnout to a decrease in job satisfaction and reduction in profes-
sional effort and the number of hours worked [32]. As early as 
medical school, mistreatment including sexual harassment of 
students has been linked to higher rates of burnout, particularly 
when the mistreatment is recurrent [33]. Furthermore, another 
study showed that while medical students are able to cope with 
trauma related to patients, when it comes to their own mistreat-
ment they have higher rates of depression and stress and lower 
rates of resilience [34]. Recently new data has emerged showing 
that indirect harassment experiences increase burnout in women 
faculty and that social support does not mitigate burnout in 
women the way it does with men [35]. In one survey of women 
radiation oncology residents from 2019, 27% reported experi-
encing some type of sexual harassment, and 95% of the residents 
reported experiencing varying degrees of burnout [36]. Even 
more concerning is data showing that work stresses including 
harassment may increase the risk for suicide in women physi-
cians, [37] particularly when we know that physicians are already 
at higher risk for suicide than the general population and that 
they are less likely to seek care for mental health issues [38]. It is 
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clear that the issue of burnout in women physicians is complex 
and that we need thoughtful and effective strategies to address it.

In one survey looking at discrimination perceived by physi-
cian mothers, maternal discrimination (specific to pregnancy, 
 maternity leave and breastfeeding) was associated with higher 
self- reported burnout (45.9% burnout in those with maternal 
discrimination vs 33.9% burnout in those without) [39]. 
Additionally the prevalence of attrition has been noted to be 
higher among women resident physicians than men in some 
specialties; in general surgery programs, for example, 25% of 
women compared to 15% of men leave residency, most com-
monly due to uncontrollable lifestyle changes [40]. Other fac-
tors accounting for this difference include lack of role models 
for women residents, perceptions of sex discrimination, nega-
tive attitudes toward women in surgery and sexual harassment; 
residents most often switch to specialties that are characterized 
as offering a better lifestyle [40].

While there have been studies looking at physical health out-
comes of women in the general population who experience sexual 
harassment, comparable research looking at women physicians is 
limited. Although not specific to physicians, recent data has 
shown that a history of sexual harassment in women is associated 
with worse health outcomes later in life, including higher rates of 
depression, anxiety, insomnia, and hypertension [41]. Some of 
this also holds true for physicians. Internal medicine residents 
who have experienced all types of bullying, including sexual 
harassment, have reported feeling burned out (57%), worsened 
performance as a resident (39%), depression (27%), change in 
weight (15%) and coping with illicit drugs or alcohol (7%) [42].

We must also consider groups within medicine that face addi-
tional disparities, including those who identify as transgender and 
nonbinary (TGNB) or lesbian, gay, bisexual, transgender, and 
queer (LGBTQ). In one small study (the first of its kind), 69% of 
TGNB medical students and physicians reported experiencing 
sexual harassment, specifically gender discrimination [43]. 
Another study showed that women residents who identified as 
LGBTQ reported rates of sexual harassment at three times higher 
rates than those who did not (19% versus 6%) [44]. While there is 
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limited data focusing specifically on sexual harassment of women 
physicians of color and physicians in the TGNB and LBGT com-
munities, we would expect that any disparities and negative con-
sequences would be amplified in these more vulnerable 
populations. Further research in these areas is needed.

 Legal Aspects of Sexual Harassment in Medicine

Taking legal action is generally considered to be the last resort for 
addressing sexual harassment in the workplace and is typically 
pursued only if other measures, such as speaking to the perpetrator 
or internally reporting the situation, have failed. In 1964, the 
United States passed Title VII of the Civil Rights Act which makes 
it illegal to discriminate based on race, color, religion, sex, and 
national origin in the workplace, and later passed Title IX of the 
Education Amendments of 1972  in reference to institutions of 
higher learning [45]. Because there are two laws that may apply to 
trainees and physicians at academic institutions, there has been a 
lack of clarity as to which law takes precedence [46]. According to 
the U.S.  Equal Employment Opportunity Commission, sexual 
harassment is illegal and can take place in two forms: “quid pro 
quo” (requiring a sexual favor in exchange for a work condition) or 
creating a hostile work environment [45]. While individual com-
ments or isolated incidents in the workplace may not qualify as 
harassment, they can when they are frequent or severe enough to 
lead to a hostile working environment [45]. Retaliation against a 
person bringing to light such behavior is also illegal [45]. Despite 
these laws having been in existence now for decades, discrimina-
tion based on sex as well as sexual harassment continues to persist 
in medicine. Further, the NASEM study notes that academic insti-
tutions have focused on creating policies that comply with these 
regulations in order to primarily avoid liability, rather than prevent 
sexual harassment [3]. The study concludes that institutions must 
take greater responsibility and become proactive in addressing 
reports of sexual harassment [3]. The culture in medicine as it 
relates to women physicians must also be transformed, with efforts 
required from academic institutions including medical schools, as 
well as professional societies and organizational bodies [47, 48].
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 Solutions to Sexual Harassment in Medicine

In order to prevent and address sexual harassment of women phy-
sicians, and potentially drive lower burnout rates, I propose a mul-
tipronged approach. Strategies should be directed at individuals, 
academic institutions and healthcare organizations, professional 
societies and accrediting bodies, and, lastly, society. At the indi-
vidual level, prevention strategies must be communicated to both 
men and women physicians and trainees. Information regarding 
reporting channels must be readily available [48]. Education strat-
egies should include awareness of sexual harassment, whether for 
oneself or ambient sexual harassment (when witnessing the sex-
ual harassment of another person) [36, 48]. It is also imperative 
that the topic of sexual harassment, including by patients, be given 
more attention in training [2, 4, 6, 8]. There have been some rec-
ommendations in the literature as to how physicians should 
respond to sexual harassment perpetrated by patients, including 
ensuring the safety of physicians and trainees, addressing the 
behavior or if feeling unsafe then leaving quickly [49]. To date, 
these have not yet been widely implemented in training. Were it to 
become a requirement for accreditation, this type of education 
would become commonplace in medical training. I propose the 
training and implementation of a memorable pneumonic and have 
developed the following illustrated below:

Notice if a patient is sexually harassing you or someone else.
Identify any possible safety concerns in the room.
Compose yourself in order to determine next steps.
Exit when feeling unsafe; express yourself if feeling comfortable.
Talk about the behavior and not the person.
Repeat and redirect as needed during the discussion.
You have a right to a safe and comfortable work environment.

Secondly, academic institutions and other healthcare organiza-
tions must contribute to preventing and addressing sexual harass-
ment. Support must be offered to women to navigate their careers 
successfully, given that women are highly underrepresented in 
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leadership positions [47, 48]. Conversely, support must be pro-
vided to women physicians, including physician mothers, in all 
aspects of their work and lives, in order to target burnout [39]. At 
most, institutions tend to address the individual but rarely the 
hierarchal system that contributed to the harassment [13]. 
Education for employees must include specific examples of what 
constitutes harassment, including ambient sexual harassment. In 
addition to educating physicians and other staff, academic institu-
tions and other healthcare organizations must also foster a culture 
that allows for reporting without fear of retaliation, including 
anonymously, and their policies should reflect this [7, 48]. While 
all hospitals have a sexual harassment policy for employees, there 
are no guarantees that reporting will be effective or result in a 
positive outcome. Legally, all academic institutions must investi-
gate formal complaints of sexual harassment, but they can addi-
tionally develop procedures to assist those who may be afraid to 
file a complaint, including interim measures such as separating 
the parties [48]. Institutions should also address recurrent patterns 
of behavior by specific individuals over time even without formal 
complaints [48]. Other strategies to prevent harassment and retal-
iation include medical schools and healthcare organizations 
declaring that there is zero tolerance for harassment and to require 
sexual harassment training.

Thirdly, professional societies and accrediting bodies have a 
duty to set standards tackling the issues around sexual harass-
ment. While some professional societies have begun to address 
harassment within their own councils and annual meetings, many 
others have not yet followed suit [48]. The culture in medicine as 
it relates to women physicians must also be transformed, with 
efforts required from these same institutions. For example, the 
National Institutes of Health recently updated its sexual harass-
ment policies, which is a step in the right direction [50].

Although there have been calls for action in the way that sexual 
harassment is reported in the medical setting [2, 3, 7], little policy 
or guidelines have been implemented by governing bodies for our 
most vulnerable population, resident physicians and medical stu-
dents, despite that much attention has been paid to other issues 
impacting their well-being. One stark example is that the accredit-
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ing body for residency programs, the Accreditation Council for 
Graduate Medical Education (ACGME), has  extensive and spe-
cific guidelines for sponsoring institutions for fatigue manage-
ment  for resident physicians [51]. These requirements include 
complying with duty hour limitations, monitoring duty hours 
closely, adjusting work schedules for fatigued residents, main-
taining a working environment that facilitates fatigue mitigation 
providing adequate sleep facilities and safe transportation options 
for fatigued residents. There is a requirement that faculty and 
residents both demonstrate an understanding of their role in the 
recognition of impairment including from fatigue. ACGME has a 
provision stating that residents may be excused from their duties 
due to fatigue “without fear of negative consequences for the res-
ident who is unable to provide the clinical work.” Programs are 
required to educate both faculty and residents about recognition 
and mitigation of fatigue, and this education must come in the 
form of an annual educational program [51]. In addition to these 
specific and detailed policies, the Clinical Learning Environment 
Review (CLER, which is a part of ACGME)  has published a 
12-page issue brief in 2017 on the topic of fatigue management, 
mitigation and duty hours [52].

In contrast, the ACGME has one simple requirement about 
sexual harassment during residency training: that sponsoring 
institutions must have a policy, not necessarily GME-specific, that 
applies to all types of harassment and allows trainees to raise and 
resolve complaints as per applicable laws [51]. Similarly, the 
Liaison Committee on Medical Education (LCME), which 
accredits medical education programs leading to the M.D. degree, 
maintains within its standards a general antidiscrimination policy 
and a requirement that medical schools have policies against stu-
dent mistreatment; however LCME standards do not contain any 
language specific to sexual harassment [53].

Likewise, the Joint Commission on Accreditation of Healthcare 
Organizations (JCAHO), the accrediting body for healthcare 
organizations, has extensive regulations for sexual abuse and 
harassment of patients, but does not have a specific workplace 
violence policy for healthcare workers [54].
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Finally, change must occur at a societal level. The recent 
#MeTooMedicine and #TimesUpHealthCare social media cam-
paigns have brought attention to the ever-prevalent issue of sexual 
harassment that women physician and trainee experience, as well 
as efforts at organized change [55]. This has included raising 
money for a legal fund to assist with costs for specific cases of 
sexual harassment or related retaliation in the healthcare work-
place [56]. While nearly 50 healthcare organizations and academic 
institutions have signed on as allies to the movement, it is unclear 
as of now what this will tangibly translate to in the future [57]. 
States can and should also require training; for example, as of 
January 1, 2020, all professionals including physicians who wish 
to renew their license in Illinois will be required to complete sex-
ual harassment training first [58]. Other states should do the same.

In 2019 the NIH director himself publicly called for an end to 
“manels,” otherwise known as all-male panels [59]. Women in 
medicine need more men in leadership positions to take similar 
positive stances and set an example for others.

Men also need to be educated and supported. An unintended 
consequence of the #MeToo movement has been that some men 
now have a fear of being falsely accused and therefore have 
backed away from mentoring women [60]. It is important, how-
ever, to note that relatively few claims of sexual assault are found 
to be false and ranges from 2% to 10% of all claims [61]. One 
academic center that summarized its own responses to sexual 
harassment complaints discovered only one unfounded claim in 
10 years [62]. Men must also be trained in management of sexual 
harassment, including the bystander effect, in which if they see 
something, they say something.  They must be made to feel 
empowered and obligated to intervene without a fear of punish-
ment when they inevitably witness sexual harassment. 

Sexual harassment has significantly negative effects on women 
medical trainees and physicians, as well as the system around 
them. There has been a recent upsurge in the literature examining 
sexual harassment in medicine and offering solutions. What is 
clear is that no one is exempt from responsibility in confronting 
this pervasive problem, and we will all lose if we allow it to 
 continue.
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Work-Life Conflicts

Eva Elisabeth Weinlander

 Introduction

Your father is on the other end of the speaker phone, from a 
1000 miles away, raising his voice in poorly disguised panic: “your 
mom is not doing well”. Your teenager’s car, which you are driving 
(as yours is in the shop), smells like weed, or is that sweaty cleats? 
Your middle schooler had just texted you (and you peeked): “Mom 
I really really want you to drive me and my friend for the arbore-
tum class trip- you never do”. Your cell phone is simultaneously 
getting other texts, one from the lab “orders were accidentally 
released, pls reorder, patient is waiting,” and the caretaker of an 
elderly patient (you only give your cell phone out to a select few 
over 85 …) writes in all caps: “THE ITCHING IS GETTING 
WORSE AND NOTHING IS HELPING!”

As the number of women physicians grows, so does the imper-
ative to improve work-life integration within the practice of med-
icine. Since 2017 the number of women entering US medical 
schools has exceeded the number of men, most recently 52.4%, 
and 2019 marks the first year that the majority of all US medical 
students are women, at 50.5%. More than ever, these young 
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women have indicated that having a work-life balance, rather than 
a “stable, secure future” or the “ability to pay off debt,” was an 
“essential consideration” in their career path considerations after 
medical school [1]. “Work-life balance” refers to the balance that 
an individual needs between time allocated for work and other 
aspects of life, for example, personal interests, family, and social 
or leisure activities. However, creating hard boundaries between 
work and the rest of life is nearly impossible and injecting a bit of 
life into work and vice versa can increase overall fulfillment. For 
example, although the mobility of the electronic health record 
(EHR) has its down sides by encroaching on homelife, it also 
allows parents to get home for dinner and bedtime and resume 
work thereafter, rather than having to stay or return to clinic or 
hospital. Similarly, other technologies allow us to address home 
issues during downtime with a quick text or FaceTime break. 
Therefore, for the purpose of this chapter, I will instead use the 
terms “work-life integration” to refer to a synergy and satisfaction 
with both work and life and “work-life conflict” to refer to the 
barriers of achieving that synergy and satisfaction, that is, simul-
taneous expectations from work and home life that cannot both be 
accommodated in a manner considered to be satisfactory to both. 
Professional fulfillment throughout one’s career requires recogni-
tion of work-life conflicts, strategies to navigate the conflicts 
(both individually and organizationally), and a supportive culture. 
While a concern for both men and women physicians, work-life 
conflicts remain a larger source of distress among women physi-
cians than their male counterparts [31, 112]. Thus, with women 
on the verge of representing half the physician workforce, it is 
critical we find solutions to these conflicts and make work-life 
integration easier to attain.

Work-life integration and conflict will vary and evolve over the 
life span of the physician and will depend on specialty choice, 
type of practice (academic/private/government/safety net, etc.), 
setting (urban/rural), responsibilities (clinical/education/
research), full-time vs part-time status, personal characteristics, 
family unit composition and support, country of residence, and 
many other factors. For example, for US surgeons, number of 
hours worked weekly, having children, being female, and practice 
setting (Veterans Administration and academic center) were 
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 independently associated with an increased risk for conflict 
between work and home life responsibilities [28]. Work-life inte-
gration, that is, balancing and harmonizing a meaningful medical 
career with a joyful and thriving home life, means integrating 
responsibilities across multiple domains, and many of these are 
unique to women physicians [31, 75, 109, 112]. It is imperative 
that work-life conflicts are addressed as they are an especially 
important driver of burnout as women face the monumental chal-
lenge of responding to the often-competing demands of work and 
home.

Work-home conflicts are strongly associated with higher burn-
out, lower mental and physical (e.g., fatigue) quality of life, 
symptoms of depression with positive depression screens, and 
difficulties in relationships (lower satisfaction with their partner 
and more likelihood to be contemplating separation or divorce) 
[31]. In fact, physicians, both women and men, with a recent 
work-life conflict, if able to revisit their decision, reported they 
would be less likely to choose to become a physician again (63.0 
vs 77.2%) and were less likely to choose the same specialty (65.7 
vs 76.0) [30].

 Specialty Characteristics/Hours and Income

 Specialty Choice/Income

I loved all my rotations, and what I loved best was how the family 
medicine docs had such meaningful long-term relationships with 
their patients. Some of them had 4 generations in their practice! So 
cool! But they were so busy, and some of them look a bit burned 
out. The hours were crazy and that was just at work: I know they 
were spending hours in the evenings and on weekends in front of 
the computer, because that’s when they would send me their feed-
back. And they don’t make a lot of money; a lot of them have part-
ners who bring in the real dough. I don’t think I want to live that 
life, but I am so torn. I love that continuity of care...

The characteristics of work-home conflicts differ among the spe-
cialties. Specialty choices influence income and hours worked and 
all three have an important effect on work-life integration. Women 
have historically been attracted to specialties that involve 
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 longitudinal care. The draw to deliver continuity of care starts early, 
with female medical students gravitating toward residencies and 
specialties that involve long-term patient relationships. In the USA, 
in 2018, 65% of all applicants to Pediatrics were women, in Family 
Medicine they made up 50.5%, and in OB/Gyn 77% [3]. Women in 
these fields have reported greater satisfaction with their choice of 
specialty and relationships with patient and colleagues than their 
male counterparts [82]. Wages vary substantially across physician 
specialties, however, and are lowest for primary care specialties 
[67]. Shanafelt and colleagues found significant variation in burn-
out among specialties and highest among those at the front line of 
access, that is, primary care (Family Medicine and General Internal 
Medicine) and Emergency Medicine [104]. In older studies, spe-
cialties such as Pediatrics, Child and Adolescent Psychiatry, 
Obstetrics and Gynecology, and Internal Medicine tended to have a 
relatively lower physician job satisfaction [82] and also tended to 
have longer hours. Women in these fields reported they were less 
likely to be satisfied with salary and resources, workplace control, 
and relationships with the community.

While women physicians tend to see the same number of 
complex patients as their male counterparts, they additionally 
care for proportionally more female patients with multifaceted 
psychosocial problems who on average seek help more often 
than male patients. They are rarely compensated for the extra 
time they take to care for this complicated patient population. In 
fact, women physicians express the need for 36% more time 
allotted, compared to men at 21% [82]. Not only do they tend to 
take more time with patients during in-person visits, the advent 
of the EHR patient portal has further increased time spent with 
work tasks, especially in ambulatory care [102], and thus dispro-
portionally for women. Women tend to respond back to EHR 
notes with lengthier messages. The EHR, in its current state, has 
increased time away from home and even enters and directly 
competes for time within the home, with “pajama time” and 
“date night” hours [102]. Many women physicians still believe 
that significantly more time is needed than allotted for these 
activities and they often use their own time to complete their 
work [25], adding to work-life conflicts and contributing to 
burnout [105].
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Shanafelt and colleagues found that satisfaction with work-life 
balance was not always correlated with burnout, however. 
Physicians in the specialties of Dermatology, Physical and Rehab 
Medicine, and Emergency Medicine, while expressing higher 
work-life satisfaction, also had higher burnout. Neurosurgeons, 
General Surgeons, and Pediatric subspecialists registered lower 
on both work-life satisfaction and burnout [104]; however, a fol-
low-up, 2017 survey of US physicians found that Emergency 
Medicine, general surgery subspecialties, neurosurgery, and pedi-
atric subspecialties were independently associated with higher 
rates of burnout [106]. Emergency Medicine has also been associ-
ated with a high burnout rate compared to many other specialties 
elsewhere. In a study of Emergency Medicine residents in Qatar 
citing “stressful work,” social reasons, and a desire for “better 
work and life balance in primary health care,” graduating female 
residents reported significantly higher burnout compared to their 
male counterpart (22.6% vs 2.3%) although the same proportion 
of women vs men left the specialty [7].

 Work Hours/Income

“Something has to give. I haven’t had a break for months. I get 
home at 6:30, cranky, starving and angry. And after a quick micro-
wave dinner I am back at my charts. Weekends aren’t much better 
lately, and I haven’t exercised for weeks. But we really need the 
money. Amari’s private school costs as much as college and I have 
to be fulltime to get that university tuition break for Arjana. I never 
thought it would be this hard! You look great; that part-time prac-
tice seems to be doing wonders for you–I am so tempted!”

Satisfaction in work-life integration for both men and women phy-
sicians decreased significantly between 2011 and 2017 (42.7% vs 
48.5%) despite a stable median number of hours worked per week 
[106]. As noted above, women have tended to gravitate toward 
specialties involving longitudinal care. Because of the workload 
involved in maintaining continuity of care, however, many of these 
specialties also impose long work hours. Longer work hours have 
been shown to be a driver of burnout and especially in specialties 
focused on longitudinal care [104].

7 Work-Life Conflicts



134

In a study of US physicians in primary and specialty nonsurgi-
cal care, women had 1.6 times the odds of reporting burnout 
compared to men and this increased by 12–50% for every addi-
tional 5 hours worked over the 40-hour work week. Importantly, 
this could be mitigated, and burnout decreased by 40%, when 
supportive colleagues and partners helped integrate home and 
work life [82].

The choice of specialties that involve long hours among 
female trainees is not unique to the USA. In the United Kingdom, 
female medical students choose General Practice almost twice as 
often as men (32% vs 18%). This is despite the fact that three 
quarters of these women weighed hours and working condition 
as well as domestic circumstance as being crucial to honor work-
life integration and did significantly more so than their male 
counterparts. Thirty-two percent of women who chose Psychiatry 
also did so for “domestic circumstances” [45]. Among a small 
group of English residents (n = 96) across six specialties (General 
Practice, Medicine, Ob/Gyn, Psychiatry, Radiology, and 
Surgery), focus groups and interviews revealed that existing 
work-life conflicts significantly challenged learning and training. 
Many traveled great distances, separating them from their sup-
port groups, leading to low morale and harm to well-being, which 
made coping with personal pressure even more challenging. 
Many reported feeling dehumanized. Work-life conflict espe-
cially affected women with children, those working full-time, 
and those exposed to gender discriminatory attitudes. While 
women residents more often felt compelled to choose a specialty 
such as General Practice in an attempt to mitigate these conflicts 
[100], they may have been surprised that this did not materialize 
as they hoped. For example, over three quarters of female physi-
cians who chose General Practice were compelled to do so for 
“hours/working conditions,” and over half rated “domestic cir-
cumstances” as paramount to their choice, compared to 34% and 
19%, respectively, of those intending to be hospital doctors [65]. 
Similarly, in Belgium, primary care specialties (Family Medicine 
and General Internal Medicine) were also more likely to be 
sought out by women compared to men. And again, there was a 
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notably higher rate of dissatisfaction with work-life conflicts 
attributed to a lack of adequate time for family and private life 
compared to other specialties [23]. In Scandinavia, where pro-
portionally more women practice medicine than in the United 
States (47% of physicians are women, compared to the US’s 
35%) [101], trends in specialty choice were similar. Despite envi-
able work-life policies, such as Norway’s sponsored day care 
centers, paid parental, and sick child leave, there were fewer 
women in the field such as Surgery and Internal Medicine, and in 
fact both men and women increasingly engaged in part-time 
work. For women, persistent challenges combining family 
responsibility with specialties involving night duties and heavier 
workloads, inflexible work hours, gender discrimination, and a 
lack of female role models partially explained these trends [44].

It may be that an increasing awareness of these challenges is 
behind the more recent shift in women not pursuing specialties 
offering continuity of care with long hours as often as they tradi-
tionally have (AAMC 3- Table C-1 [2]/Excel link; [66]). Whereas 
previously, among American women residents, work-life integra-
tion has been cited as the single most common reason for not 
choosing specialties such as Emergency Medicine, Hospitalist, 
Pediatrics, OB/Gyn, and Surgery (e.g., choosing the latter 12% of 
the time compared to men at 32%) [65], the ability to work fixed 
shifts and work fewer hours overall specific to specialties such as 
Emergency Medicine and Hospitalist Medicine [68]  is increas-
ingly considered by women, for example [1]. 

According to a 2005 national survey of physicians, well over 
double the number of female physicians in academic medicine 
worked part-time compared to their male counterparts (20% vs 
7%). These part-time physicians had higher job satisfaction, 
higher productivity, and equal performance [82]. When part- time 
tenure track faculty at the University of Illinois College of 
Medicine were queried, women and men had different underly-
ing reasons for choosing to work part-time: women did so to 
allow for family responsibilities whereas male physicians did so 
because of competing demands from another job [41]. In addi-
tion to many Emergency Medicine and Hospitalist practices, 
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Family Practice provides some choice in number of hours 
worked. It is near the middle of the hours ranking but unfortu-
nately is associated with some of the lowest wages [67]. Many 
female physicians feel compelled or choose to work fewer hours 
to maintain a positive home environment and have lower incomes 
for this reason. In a survey of academic family physicians, 
Shrager and colleagues found that half of the women worked 
full-time compared to 87% of their male colleagues [107]. In her 
essay, a response and rebuttal to a provocative exhortation in The 
New York Times Op Ed that physicians not be allowed to work 
part-time because of the resources invested in them, 
Dr.  Shrager  concludes: “Working part time will enable me to 
continue working happily for many years to come” [108].

Surgical and procedural specialties, those that involve crisis 
management and caring for patients under extreme circum-
stances  and more often chosen by men, are paid significantly 
more than cognitive specialties. Neurosurgery, for example, 
receives the highest wage although it was not among the highest 
in total hours worked. Dermatology is the only specialty in the top 
10 most highly paid specialties where women outnumber men at 
64.4%. It also ranks among specialties with the lowest hours 
worked [68]. It is important to keep in mind, however, that hours 
worked and career satisfaction are not always inversely related: 
neonatologists and perinatologists, for example, despite having 
high average hours, also had high career satisfaction [104].

Choices and factors that affect work hours have significant 
downstream implications for women physicians well into their 
career. Although women physicians in the middle stages of their 
careers work fewer hours overall, they were more likely to expe-
rience a work-life conflict that was resolved in favor of work. 
Resolving a work-life conflict in favor of work leads to high lev-
els of emotional exhaustion and professional and career choice 
dissatisfaction and occurred more frequently than for male mid- 
career physicians. These mid-career women physicians are more 
likely to be burned out than their early or late career colleagues. 
Although they are at a phase in their career when physicians are 

E. E. Weinlander



137

the most productive clinically, middle career physicians are more 
likely to plan on leaving their current practice to pursue a career 
that did not include seeing patients or to leave medicine alto-
gether [30].

Given that higher incomes might mitigate some of a woman 
physician’s work-life conflicts, it is important to understand the 
additional reasons that women may not choose some of those 
higher-paid specialties. In Denmark, for example, lack of self- 
confidence and competitive work environments were cited for why 
women tended to shy away from the more lucrative technical spe-
cialties versus person-oriented specialties [92]. In an older study 
among Swedish medical students, more women than men reported 
degrading experiences and harassment in the surgical fields, 
fewer opportunities to perform minor surgery and examine 
patients, and mistreatment by nurses and staff, leading them to 
shy away from some of these more highly paid specialties [101].

And just as it is important to note that hours worked and career 
satisfaction are not always inversely related [104], for women phy-
sicians, hours worked are not necessarily correlated with income 
levels, for example, in Dermatology. Several recent reports revealed 
that women received considerably lower incomes after accounting 
for hours worked ([68, 91]; Doximity Physician Compensation 
Report). In a study of internists and family physicians, part-time 
physicians were more satisfied, with less burnout and more work 
control than full-time physicians [83]. The gender wage discrepan-
cies among female and male physicians that persist even after 
accounting for age, experience, specialty, faculty rank, and clinical 
and research productivity are explored further in Chap. 11 (Mind 
the Gap: Career and Financial Success for Women in Medicine).

 Home and Childcare Responsibilities

In our current medical work environments, having children and 
raising them may limit opportunities and advancement for women 
physicians and introduce significant work-life conflicts, particu-
larly during training and early and middle career.
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 Childcare Planning and Paternal Leave Among 
Trainees

Jack just had his second kid, and his wife never bothers him about 
anything. They even come by the hospital and bring Jack warm 
lunches. She’s at home doing crafts with the kids and making cup-
cakes for the resident room! Chris and I wanted kids by now but 
there is no way; I would be training forever, and it would take years 
to get to sit my boards.

Trainees have indicated that having work-life balance was more 
important to them than a “stable, secure future” or the “ability to 
pay off debt” [1]. Women in general tend to value “life goals” 
and find power “less desirable” than family and lifestyle [43, 
120].

Women who choose to start a family may very well be preg-
nant or raising children during the lengthy medical training, plac-
ing an additional responsibility on them. Medical school, 
residency, and fellowship training, especially in some subspecial-
ties, can span some of the most fertile years of a woman’s life; 
delaying childbirth to minimize the disruption of advancement 
and promotion or to spare colleagues because of lack of support 
for those left covering, increases the risk of fertility problems for 
women; their male counterparts often do not have to grapple with 
this scenario [8, 113].

Attitudes among administrators and policies surrounding 
parental leave and accommodations around childbirth and 
child- rearing vary significantly among residency training pro-
grams. When surveyed, residents have found these policies 
range from supportive to hostile. Many have shared direct nega-
tive career consequences, loss or delay of fellowship positions, 
and even adverse pregnancy outcomes because of inadequate 
understanding of maternal health needs. Even after finishing 
residencies and fellowships, practicing physicians continue to 
experience work- life conflicts and inadequate support, citing 
lack of access to paid leave, physical difficulties with pregnancy 
and breastfeeding (many organizations have no policies reduc-
ing workload for lactation and have no specific place to privately 
and hygienically pump), career opportunity loss, and workplace 
discrimination [47].
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The head of the American Academy of Pediatrics has publicly 
endorsed a minimum of six months of paid family leave (a recom-
mendation based on the child’s medical and developmental 
needs). The mean length of paid leave offered at the top US med-
ical schools however is only about 8 weeks.

Two research letters published late in 2018 examined child-
bearing and family leave policies at 15 programs associated with 
the 12 top US graduate medical education sponsoring institutions. 
Although all 12 schools provided paid childbearing or family 
leave for faculty physicians, only 8 of the 15 programs did so for 
residents. Among those that did provide benefits to trainees, resi-
dents received on average 6.6 weeks paid leave compared to the 
8.6 weeks provided to faculty [77, 115]. More recently however 
12 weeks of paid parental leave has been offered to both residents 
and faculty in at least one institution known to this author 
(Christiana Care Health System).

The Family and Medical Leave Act, last updated in 1993, 
requires that employees be allowed 12 weeks of unpaid leave per 
year. Despite the benefits of paid childbearing leave for parents and 
infants, no federal law requires US employers to provide paid child-
bearing leave and it is up to the discretion of the employer. Medical 
students are not in control of exactly where they match for resi-
dency and may end up in spots with very little family or community 
support, often in urban areas with high cost of living. This is a sig-
nificant impediment to many female residents in terms of setting up 
their families and possibly also affecting which programs they 
choose to apply to and rank highly. Although it is important that 
medical students make themselves aware of family leave benefits at 
the institutions they apply to for their residencies, they would often 
be doing so at a time when they may likely feel vulnerable bringing 
these issues up during the competitive interview season.

Of course, residents must comply with their certifying board 
on the amount of time off allowed per year and thus may not even 
be able to take advantage of generous policies. Each board has 
their own rules and training time may additionally need to be 
extended to sit for board exam and certification.

The marital and family profile of female and male residents dif-
fers and the specialty they train in also affects that profile. Among 
surgical residents, in a pattern similar to those in later career 
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stages, female surgical residents are just as likely as their male 
counterparts to be married (68% vs 64%); however, they were 
twice as likely to be married to a professional (82% vs 41%), twice 
as likely to be married to a physician (43% vs 18%), and more 
likely to have a spouse employed full-time (93 vs 54%) [8]. There 
are implications this profile has on division of household and par-
enting duties, especially if children are part of that union. Women 
in surgical residencies were thus more likely to have delayed the 
birth of their first child until after medical school (100% vs 46%), 
and many delayed having children until they were through their 
surgical residency (77% vs 19%). In fact, female trainees were 
more likely to not have children at all compared to male residents 
(82% vs 33%). Those that did have children were more likely to be 
responsible for childcare planning. They nonetheless reported sim-
ilar satisfaction regarding personal life and in overall work-life 
integration. However, they reported lower satisfaction with their 
working life, which has implications for burnout and professional 
fulfillment and for programs that aim to entice, support, and pro-
mote women surgeons [8].

 Home Care Responsibilities Among Trainees

Among American general surgery residents who had at least one 
child during their residency, professional dissatisfaction, thoughts 
about changing career trajectories, and/or recommendation to 
medical students to avoid a surgical specialty was associated with 
three work-life conflicts: having to alter fellowship training plans 
because of difficulty balancing childbearing with the original 
choice of subspecialty, lack of formal maternity leave policies, 
and perception of stigma associated with pregnancy [98]. These 
findings represent an obvious opportunity for organizations and 
institutions to step up to the plate and put in place policies and 
resources to promote diversity by helping woman remain in their 
chosen field.

In a study of 190 Radiation Oncology residents, half were par-
ents and 44.2% reported a pregnancy during residency. Compared 
to their female counterpart, males had more children, were in a 
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higher level of training, were older (median age of 32 vs age 30), 
had more PhDs, were more often married (99% vs 43%), and sig-
nificantly more often had a partner who did not work outside the 
home (24.7% vs 1.9%). Although childcare was considered a 
shared duty, female residents were frequently responsible for 
more childcare duties than males. Despite this they had similar 
career aspirations and research productivity. Of those with chil-
dren, the number of manuscripts published was similar between 
women and men, as was the number of residents who stated their 
intention to pursue an academic career [54]. The determination 
and stamina that women physicians often possess means they are 
frequently juggling significantly more tasks than their male coun-
terparts.

Among female Dermatology residents in the USA, the need to 
extend their training if they had a child during training was the 
most concerning impediment to childbearing. This work-life 
conflict makes them significantly less likely to have a child dur-
ing residency than their male counterparts. About a third made a 
deliberate choice of career success over starting a family, 
although about a third were committed to having children later in 
life. As they moved on from training, having children also played 
into job choice. While 10% of women without children felt they 
sacrificed an ideal job because of their spouse’s career choices, 
twice that many who did have children reported doing so. Of 
those without children, over a third responded positively to the 
question “Did you choose success in your career rather than a 
family?” [80]. Of those women with children, 40% responded 
yes to the question “Did you feel you missed out on your 
child(ren)’s milestones?”. Again, the determination and stamina 
of women physicians, coupled with societal norms, can under-
mine successful work-life integration.

 Beyond Training

Early investigations reported that women physicians placed a 
higher value on the quality of their personal and work lives than 
their male counterparts and ranked these higher than institutional 
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stature and or earning potential [16]. Many women who left 
careers in academic medicine did so because they felt that their 
expectations and their personal views of success were at odds 
with their institution or that they would not be able to achieve the 
success they desired without compromising their own values and 
priorities [69]. Although many organizations and institutions have 
worked hard to develop policies to promote flexibility in academic 
medicine, these are often stereotypically stigmatized and are not 
used to their full advantage [109]. This is important for institu-
tions to recognize and work against when attempting to hire and 
maintain a diverse faculty.

Given the challenges inherent in trying to juggle a medical 
career and personal life, women physicians will often choose to 
delay entering into committed relationships, and a lack of a sup-
portive relationship at home may further fuel work-life conflicts. 
In a study of deferred personal life decisions, which was reported 
by 64% of the female physician respondents, 22% reported wait-
ing to get married and 86% reported waiting to have children. 
Interestingly, while 71% of those who deferred either decision 
indicated that they would choose medicine again as a career, more 
women who did not defer (85%) would choose medicine again, 
highlighting that perhaps deferring marriage and children may 
have in fact decreased professional fulfillment [11]. In her explo-
ration of the meaning of success and creating a life of well-being, 
Arianna Huffington reflects that having children was the best pos-
sible antidote for her workaholic “always on” tendencies, provid-
ing her with perspective, an effective detachment from the 
stressors of work, and helping her prioritize in a healthier manner 
[55]. This may explain the greater professional fulfillment in 
those women physicians who did not defer entering committed 
relationships or starting families.

I could tell my chief was holding his breath, and he certainly 
looked at me sideways and turned a deeper shade of purple when I 
said I wanted to take the 12 weeks maternity leave. I already felt so 
bad thinking about my colleagues being stuck with all my patients 
and in-basket; I don’t understand why they won’t cover me with a 
locum! And my poor husband, he only gets two weeks and with our 
last one that was spent in the NICU- he barely knows his son.
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As noted previously, the latest Family and Medical Leave Act 
(1993) provides certain employees up to 12 weeks of unpaid job- 
protected leave and requires that group health benefits be main-
tained during the leave. A few states require employers to offer 
family leave with partial pay, for example, New York, and some 
teaching hospitals provide paid leave to care for a child. The 
Family Act (S 337), introduced in Feb 2017 [38], recommends 
60 days of paid family leave. Leave allowances are available to 
compare online, and among 12 of the top medical schools, leave 
and salary support varies significantly between institutions. 
Average leave with full salary support during childbearing leave 
was 8.6 weeks but ranged from 6 through 16 [56]. Of concern was 
that many had policies that included the constricting verbiage “at 
the discretion of the department” or “practice leadership.” This 
may allow supervisors to “encourage” women to cut short their 
leave or lead them to do so their own to appear as better workers, 
both equally harmful to work-life integration [78]. Some policies 
did not include partners, which further disadvantages the primary 
caregiver, usually women, by not allowing for shared responsibil-
ity at home and parenting in a cooperative manner [56]. This can 
be most challenging for women given that almost half the time 
they are in dual-physician partnerships, and their partner may 
often be at the same institution [78].

Family composition notably affects work-life integration. 
Dyrbye and her colleagues found that even though male and female 
physicians in the early stages of their career worked comparably 
fewer hours and took less call duty than those in later stages, they 
were more likely to experience significant work-home conflicts. 
This could well be because they, and their children, were likely to 
be younger and hence the added challenge of equitably navigating 
both home and work. Unfortunately, these early career physicians 
were the least likely to report being able to resolve the conflict in a 
manner that allowed both home and work responsibilities to be 
met to some satisfactory degree [30]. Whether this was due to per-
sonal characteristics, a lack of experience, or lack of autonomy or 
flexibility remained unclear to the authors. In the UK, early career 
female physicians with children felt less supported and mentored 
than their male counterparts. Although they were more satisfied 
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with their income and leisure activities/friendships than their male 
counterparts, they were plagued with greater work-life conflicts 
and were significantly more likely to curtail work hours, avoid aca-
demia or larger hospitals, less likely fill senior positions, and avoid 
what might be considered prestigious surgical fields [19]. Given 
that work-home conflicts and how they are ultimately resolved are 
known to affect career satisfaction, burnout, and impactful career 
decisions, this finding is of great importance and may represent a 
true opportunity.

Among early career physicians in Ontario, Canada, many 
women having children felt guilty taking the fully legislated preg-
nancy leave allowed and often curtailed that leave [88]. Similarly, 
in a large American medical school, although most felt that their 
family leave policies were fairly implemented, almost half the 
women faculty were concerned about the reaction of their col-
leagues if they took time to attend their family [10]. In addition to 
other lifestyle considerations, this worry may impact the decision 
to have children: in one-physician couples, the average number of 
children was higher when the male was a physician (1.86) versus 
when the female was a physician (1.40) [75]. Thus, in addition to 
their stamina, resilience, poor self-care skills, a tendency to self- 
sacrifice, and persistent societal norms, underdeveloped and/or 
underutilized institutional policies can interfere with successful 
work-life integration.

In her essay “Promoting Sensible Parenting Policies: Leading 
by Example” [27], Diamond references a report evaluating paren-
tal leave policies of 141 countries, which demonstrated that 
increasing maternity leave by 10 weeks was associated not only 
with a 10% reduction in neonatal infant mortality but also a 
decreased mortality of children younger than 5  years (by 9%) 
[51]. Furthermore, access to paid family leave correlated with 
decreased parental stress and a longer interval of breastfeeding. A 
retrospective study of 14,000 families demonstrated that less than 
12 weeks of maternity leave or 8 weeks of paid leave was associ-
ated with an increase in postpartum depression in mothers; fewer 
than 8 weeks of paid leave was also associated with a reduction in 
overall maternal health [26].
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Increasing paternity leave, modeled after Swedish policy, sig-
nificantly reduces the risk of postpartum mothers experiencing 
adverse physical health complications and improves her mental 
health. A study from Stanford’s Institute for Economic Policy 
Research [94] suggests career costs of family formation second-
ary to lack of workplace flexibility are exacerbated by a father’s 
inability to respond to domestic and newborn needs, further exac-
erbating the maternal health costs of childbearing.

“I walk in the door and start picking up toys so I don’t kill myself. 
I am always putting everybody’s things away. You all leave the 
dishes in the sink; don’t you know what this dishwasher is for? I 
have cooked dinner 5 days this week and while I appreciate you 
grilling the burgers, it would really help if you helped out with a 
few more chores.”

Results from the American Time Use Survey between 2003 and 
2016 confirmed that among physicians who were married, sex dif-
ferences exist in time spent on household activities (e.g., cleaning 
and cooking) and childcare (e.g., bathing and homework). Female 
physicians, even after adjusting for work hours out of the home, 
spent significantly more time per day on household activities and 
childcare than their male counterparts, specifically 100.2 minutes 
more [75]. Across most western countries where the proportion of 
women physicians is reaching 40%, women remained responsible 
for most domestic tasks and responsibilities and thus over 90% of 
US women physicians reported poor work-life integration [112]. 
Similarly, among physicians in Newfoundland and Labrador, 
female physicians reported spending significantly more time on 
childcare activities and domestic activities than their male counter-
parts. They bore most of the responsibility for day-to-day function-
ing of the family unit, whereas male physicians were more readily 
able to rely on their female partner to carry out these responsibili-
ties. Women physicians faced with these work-life conflicts addi-
tionally reported feeling more guilt over their performance as 
mothers [91]. A 2016 survey of French women  physicians revealed 
similar work-life conflicts, with 41% reporting their careers sig-
nificantly impacting their child-rearing plans [37].
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For those choosing an academic medical career, long hours 
are the norm, compounding work-life conflicts. Patient care, call, 
high expectations for research with increasing competition for 
funding, teaching assignments, committee work, as well as pro-
fessional society and organizational commitments to demon-
strate local regional and national recognition are all required for 
academic advancement. Female doctors entering academia, in 
comparison to their male counterparts, additionally spent more 
hours on childcare and domestic chores and reported higher level 
of conflict between their work obligations and family life [59]. 
Academic productivity of early career faculty was adversely and 
differentially affected by child-rearing responsibilities. In Jolly 
and colleague’s exploration, these faculty members overwhelm-
ingly believed that their career progress productivity was slowed 
by having children. Some career development grants are limited 
to physicians who finished training within the last 10 years, limit-
ing women physician’s flexibility to take time off to raise their 
children or to work part-time [78]. It is not surprising then that 
academic women physician-researchers do not achieve career 
success at the same rate as their male counterparts. Jolly and col-
leagues suggest differences in nonprofessional responsibilities 
may partially explain this gap. In their study of gender differ-
ences in time spent on parenting and domestic responsibilities of 
nearly 1500 high-achieving academic physicians with K grants 
between 2006 and 2009, women physicians were more likely 
than their male counterparts to have partners who worked full-
time themselves (86% versus 49%) and they spent an average of 
8.5 more hours per week working around the home. Among those 
who had children, women worked more hours in total, but 7 
fewer (paid) hours than men, particularly research hours, and 
spent 12 hours more on parenting or domestic tasks per week. 
These married or partnered women researchers with children did 
43.8% (vs men at 25.2%) of the total parenting or domestic tasks 
time themselves. Spouses or partners of male physicians dedi-
cated a greater number of hours on these tasks than spouses of 
women physicians (60.2% vs 32.4%). In the physician faculty 
with children and with spouses employed full-time, women spent 
46.3% of the total time on parenting or domestic tasks them-
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selves, whereas men only spent 31.1%. Women were signifi-
cantly more likely to report using day care (38.8% vs 30.6%), 
nanny, or babysitter services (44.3% vs 32.3%) and were less 
likely to rely on their spouses or domestic partners (29.5% vs 
54.9%). Men and women who were married/partnered but did 
not have children spent similar hours at work and home, which 
suggests that gender issues surrounding childcare were the major 
differentiator: women with children were spending substantially 
more time on parenting or domestic activities than their male 
peers. Time spent on home responsibilities was found to compete 
primarily with flexible research hours [59].

Similarly, in narratives of physician-researchers and their 
mentors, significantly more women than men physicians identi-
fied the burden of work-life conflicts they face as factors in being 
less likely to pursue the academic milestones needed for promo-
tion. Although both male and female academic physicians priori-
tize personal and home life, gendered societal expectations of the 
woman’s role were still considered to significantly and negatively 
impact female physicians’ academic achievements. Women’s nar-
ratives additionally exposed the guilt surrounding having to com-
promise time spent with family while at the same time feeling 
they were neglecting their research careers. Deeply rooted chal-
lenges to work-life integration exist within the professional cul-
ture of academic medicine, including the stigma attached to taking 
advantage of, in some cases generous, work flexibility policies 
[109]. Strong and colleagues cite research in management and 
psychology that confirms that both women and men are perceived 
as less committed to their career if they become a parent or use the 
existing leave policies; thus their fear is not unfounded  [109]. 
Actively promoting and destigmatizing use of these policies is 
essential to attracting and retaining a diverse faculty.

There has been a slow but steady rise in the number of women 
entering the surgical fields. This parallels a rise in dual-physician 
partnerships, which introduces its own set of work-life challenges 
(and not just among surgeons). In an exploration by Baptiste and 
colleagues of early career surgeons, the home life profile of men 
and women differed significantly but was not all that different 
from surgical trainees. Women were more likely than men to be 
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married and married to a professional (90% vs 37%), and that 
partner was more often working full-time (74% vs 18% of men’s 
partners). Women were more likely than men to report having 
delayed childbearing until after medical school (100% vs 60%) or 
residency (81% vs 50%), and overall, they had fewer children and 
their children tended to be younger. Similar to the trainees, early 
career women surgeons were more likely to be primarily respon-
sible for childcare planning, meal planning, grocery shopping, 
and vacation planning. The policy of clock stopping was imple-
mented to support women faculty; delaying promotion following 
an already long and arduous training, however, was seen by some 
as being punitive. Nevertheless, women faculty had significantly 
lower satisfaction in personal life but, surprisingly, in their study 
there was no difference in overall work-life balance satisfaction 
between genders or among the different career stages [8].

Satisfaction with one’s career plays into how one shows up at 
work. Engagement and “citizenship” can affect one’s ability to 
effectively contribute to a supportive and productive work envi-
ronment for the whole team, significantly impacting workplace 
culture [57, 76]. Given that a workplace culture of wellness (along 
with personal resilience and efficiency of practice) is one of the 
three reciprocal domains fundamental to improving and sustain-
ing professional fulfillment [14], the importance of supporting all 
physicians with household responsibilities is an additional oppor-
tunity to enhance overall wellness and work performance and 
reduce burnout. Many day care facilities often have year-long 
wait periods (my own had the option of entering “estimated date 
of confinement,” expecting couples to sign up even before the 
child was born!), which needs to be addressed.

 Maternal Discrimination and Microaggression

“I am not sure about your order Marcie (AKA Dr. Marcia Rise). Dr. 
Yung (AKA known as Dr. Mark Yung) mentioned this morning that 
we should stop the heparin, not continue it. You look so tired, poor 
thing. That little bun in the oven is sure taking a toll on you; my 
memory went to pieces too when I was pregnant!”
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In addition to work-life conflict, microaggressions and workplace 
hostility contribute to work stress and have also been shown to 
play a role in the struggle of women to attain the rank of full pro-
fessor  [13].  Women physicians are more often targeted with 
microaggressions, such as having their medical orders questioned 
and challenged more frequently and being addressed more casu-
ally and less respectfully than male peers [40].

Interested in exploring perceived discrimination regarding 
motherhood, an online survey of the Physician Moms Group was 
launched. Of 5782 respondents, over a third reported gender and 
maternal discrimination, most commonly disrespectful treatment 
by nurses or support staff (based on pregnancy or maternity leave 
(89%) and breastfeeding (48%)), being excluded from adminis-
trative decision-making, as well as receiving lower pay and ben-
efits than their male counterparts. Importantly, burnout was 
reported in 45.9% in those women physicians who experienced 
maternal discrimination vs 33% of those who did not [6]. 
Addressing microaggression and maternal discrimination begins 
with recognizing that it exists. Advocating for education and poli-
cies to eradicate microaggressions and implicit bias should con-
siderably improve the experience of women in medicine.

 Domestic Responsibilities and Work-Life Conflict 
Among Middle Career Physicians

It is established that women physicians are at high risk of work- 
family conflict just from the dual role of being a physician and a 
mother. In the same 60,000 participants of the online Physician 
Moms Group referenced previously, in addition to frequently 
bearing the greater load of domestic duties and child-rearing, phy-
sician mothers’ roles as caretakers often means they are addition-
ally caring for spouses, parents, friends, and others with a serious 
health problem, long-term illness, or disability. Not surprisingly 
this subset of physician mothers (16.4%) with additional  work- life 
conflict had higher self-reported mood and anxiety disorders 
(aRR 1.21) as well as burnout (aRR, 1.25) [122].
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In a study of middle career women surgeons, personal life sat-
isfaction was on par with trainees and early-stage surgeons, but 
less than late-stage surgeons. Additionally, these mid-career 
women surgeons reported lower satisfaction scores in work-life 
than surgeons in all stages, that is, residents and early and late 
career surgeons. Within these practices, women surgeons were 
more likely to be on the clinical track. They tended to have 
younger children and were more likely to have experienced a 
recent work-home conflict, the latter known to factor into burnout 
and depression [8]. 

In contrast to other physicians, work hours among male and 
female surgeons are relatively similar. In a study of almost 8000 
American surgeons by Dyrbye and colleagues, men and women 
both worked about 60 hours a week and had similar numbers of 
nights per week taking call (2–3) [28]. Women, however, spent less 
time in the operating room per week and held lower academic rank-
ings. Far fewer women surgeons compared to men felt their work 
schedules allowed them time enough for personal and family life 
(29.8% versus 37.4% of men). Most of the male surgeons had a life 
partner (90%), and half of those did not work outside the home. 
These surgeons were much more satisfied with their career than 
those with spouses who did work outside the home. Women were 
twice as likely to have a working spouse (83.1% vs 47.8%). Sixteen 
percent of surgeons overall were married to other physicians. 
Similar to surgical residents and early career surgeons, a much 
greater percentage of women surgeons were married to physicians 
(43%); and in 27% of cases they were married to other surgeons. In 
comparison, male surgeons were married to physicians only 28% of 
the time and in only 5% of these cases these were surgeons. Career 
conflicts between spouses of dual- physician household were more 
commonly reported in women. The conflict was resolved in favor of 
the surgeon if he were male 87% of the time but only 59% of the 
time if the surgeon was a woman. Surgeons married to physicians 
tended to delay having children. There was a significant difference 
in the perceived effect having children had on career advancement, 
with more than half (57.3%) of the women surgeons reporting that 
raising children slowed the advancement of their career compared 
to 20.2% of men. Compared to their male counterparts, they were 
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less likely to rely on their partner to take care of a sick child or a 
child out of school. They were five times more likely to use a nanny. 
Thus, it is understandable that women surgeons were significantly 
more likely than their male counterparts to have had a recent work-
life conflict (62 vs 48%). These conflicts were rarely resolved in 
favor of personal responsibilities; rather, overwhelmingly they 
resolved either in favor of work or in a manner that met both respon-
sibilities, although perhaps suboptimally. Women surgeons 
endorsed slightly more depressive symptoms, were more likely to 
feel burned out (43 vs 39%), and had a lower mental quality of life, 
but these differences disappeared when controlling for age, having 
children, and hours worked. Similar to Internal Medicine physi-
cians [29], after controlling for personal and professional character-
istics  among surgeons, three themes emerged that were all 
independently associated with burnout: each additional hour 
worked per week, a work-home conflict within the last 3 weeks, 
and resolving that conflict in favor of work [28].

The work-life conflicts described above were even more exag-
gerated in women surgeons married to other surgeons. Households 
where both partners were surgeons tended to be younger and 
newer to their practice. Latent gender discrimination was endorsed 
by 41% of women surgeons in a dual surgeon US cohort, who felt 
that the most recent career conflict was resolved in favor of their 
spouse/partner—more than three times that reported when query-
ing males [28]. These findings suggest that traditionally held soci-
etal beliefs about women’s role in the home and workforce remain 
true today for a large segment of the US women surgeon popula-
tion. In an older study, and in stark contrast, among practicing 
women surgeons in Canada, a much lower percentage, 10%, 
thought that their spouse/partner expected his career advancement 
to take priority over their own career [86].

Among gynecology subspecialists, once again more woman 
than men felt that their careers more significantly impacted deci-
sions made on parenting: they often felt that their academic and 
clinical work was negatively impacted by having children [52].

In a sample of almost 50,000 American physicians, not differ-
entiated by specialty (31,000 men and 18,000 women) surveyed 
2000–2015, significant differences between female and male doc-
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tors were noted in levels of home support. Only 8.8% of women 
physicians had partners who did not work outside the home, com-
pared to 46% of male physicians. Whereas 31% of the women 
physicians were married to other physicians, only 17% of the 
male physicians were, meaning significantly less support at home 
for female physicians [74]. As the number of paid work hours of 
spouses of female physicians increased, professional adjustments 
were made, with more hours spent taking care of household 
responsibilities and fewer paid hours. In an older study, 82% of 
the male physicians’ spouses performed most or all of the duties 
at home compared with 5% of the female physicians’ spouses 
[118]. In dual-physician families there can be significantly more 
challenge integrating work and home life for women physicians 
than for the male physicians, and in general women physicians in 
dual-physician marriages end up working fewer paid hours than 
their male counterparts because of greater pressure to allocate 
more time to household and childcare responsibilities [74].

There are more similarities than differences in the work-life 
conflicts felt by women physicians in other countries across the 
globe. An extensive 2014 examination of women physicians’ 
experiences in Japan, Scandinavia, Russia and Eastern Europe 
highlighted significant gender-based concerns that contributed to 
work-life conflicts  [80, 97]. In Russia, where medicine had 
become one of the lowest paid professional careers under Soviet 
rule, women have comprised about 70% of that work force since 
the 1950s [50, 80, 101]. Wages are poor to begin with, and medi-
cal careers likened to blue-collar jobs. Differences in primary 
household and childcare responsibilities for women resulted in a 
10-hour difference in hours worked per week and women physi-
cians’ salaries were found to be 65% of male physicians, who 
were often found in academic and tertiary care careers [101]. In 
Hungary, 52% of physicians in 2012 were female and were 
expected to prioritize family life. At the same time, they reported 
lack of social support and female mentorship, lower job satisfac-
tion, and higher levels of work-family conflict resulting in lower 
incomes and higher levels of burnout than their male counterparts 
[4, 5]. Similarly, in Serbia, where women comprise 64% of the 
physician workforce, and only 1% of the workforce works part-
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time, childcare is primarily the responsibility of women, and 
work-family conflict and burnout are thus significantly higher in 
women physicians (OECD 2012 Health Data/[95]).

In Japan, where only 20% of physicians are women, they 
reported discrimination regarding choice of career, discrimination 
and sexual harassment in the workplace, a paucity of both spousal 
and institutional support surrounding pregnancy and childcare, 
and high levels of work-family conflict [121]. Japanese female 
surgeons noted a lack of family support as their most significant 
challenge [63]. Only half of Japanese women OB/GYNs were 
able to secure any maternity leave [110] and only half of hospitals 
had on-site childcare centers [121]. Thus, Japanese female OB/
GYNs frequently gave up surgery and deliveries, worked signifi-
cantly fewer hours and fewer nights, and made significantly less 
money [110]. Female physician employment at 9 years after grad-
uation decreased by 75%, [121] with a marked decline in their late 
20s and 30s; workforce participation of male physicians, in con-
trast, remained high until the age of 65 [60]. Cultural expectations 
and the challenges of meaningful work-life integration result in 
the workforce participation of Japanese female physicians resem-
bling the M-shaped curve: “starting low but rapidly increasing as 
women first enter the workforce; declining as women temporarily 
withdraw from the labor market to have and raise children; 
increasing again when those children grow a little older and 
women reenter the workforce; and then declining again as all 
workers, men and women, reach retirement age” [60]. Finnish 
women were less likely to need to sacrifice their work-life for 
childcare responsibilities because of their country’s robust social 
resources [101].

Work-life conflicts are more burdensome for female physi-
cians for many of the reasons elucidated above. Although, in gen-
eral, physician marriages tend to be longer lasting and the overall 
divorce rate lower than nonphysician marriages, it may not be 
surprising then that female physicians are significantly more likely 
to be divorced than male physicians. Lack of shared responsibility 
and cooperative parenting further impedes harmonious work-life 
integration. The divorce rate in female physicians is positively 
correlated with the number of hours worked per week, suggesting 
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that there is a differential response to working longer hours, both 
paid and unpaid, and which may have a significant impact on the 
primary relationship [73].

 Late Career

“I miss the kids like crazy, but I have to say, I am loving having the 
time to do some writing, and you know, I really like it! And “call” 
used to throw me for a loop, but it doesn’t seem to bother me now. 
I have finally come to a place where I don’t feel I need to play to 
the crowd; I am comfortable with my values and priorities and that 
feels wonderful!”

Late career physicians of both genders appear to be doing much 
better. They report greater professional fulfillment and are more 
satisfied with their career choices. Although they hold fewer 
leadership positions than men overall, women physician’s publi-
cation rates increase and actually exceed those of men in the 
latter stages of careers [99]. They worked fewer hours, took less 
night call, and had fewer instances of work-life conflict. Their 
most recent conflict was considerably more likely to have been 
resolved in favor of both work and personal life (e.g., utilizing 
the workplace benefit of in-home or center-based replacement 
care for one’s child or elderly parent: https://stanford.app.box.
com/s/0a16dfy52pu3s8wtf0sexdiaw2heb4u5). They exhibit less 
emotional exhaustion and depersonalization than their younger 
colleagues and are overall less burned out [30]. While demands 
at home may be less, given children who are more independent 
or out of the house, perhaps the years of experience additionally 
allows them to more successfully navigate work and home life 
conflicts and develop the ability to resolve issues more equita-
bly.

Intermittent focus on career advancement because of childcare 
and responsibility to the family is a thread oft woven throughout a 
woman’s medical career. As emphasized by Huffington, home life 
can also be an effective antidote to the stressors of a career, pro-
viding healthy perspective and clearer means to prioritize. 
Austrian women physician leaders recognized and appreciated 
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the power of positive effects and energy that is derived from a rich 
family life. Harmony, happiness, well-being, and health had a 
constructive spillover into work and helped enhance the work-life 
relationship (which they termed “work-family enrichment”) 
[103]. Along a similar vein, in an opinion piece by pediatrician 
Dr. Mayte Figueroa, she celebrates the changing work-life inte-
gration that occurs through various career stages as contributing 
to the daily and overall sense of achievement and enjoyment [39]. 
The Austrian cohort also felt however that early recognition and 
management of stress, boredom, personal overload, and family- 
work conflict was important for continued engagement and 
 fulfillment [103]. 

“To achieve a measure of inner peace with our roles, sacri-
fices, and decisions, women should realize that our bodies are 
different from those of men physically, hormonally, and men-
tally; learn to embrace these differences; cherish our roles; set 
realistic expectations; and take pride in our individuality. It 
eventually comes together in unexpected ways, with unforeseen 
twists and turns. That’s the beauty of life. Motherhood is an 
important role for those who take that road, but it’s best savored 
in stages” [85].

 Academic Advancement and Mentorship

Challenges to successfully integrate work and home life for women 
in academic medicine appear to be deeply embedded in today’s 
professional culture and include the stigma attached to taking 
advantage of work flexibility (timing and work location) that has 
been made available and the lack of adequate mentorship [109].
My husband is in the academic tenure track line, with all its 
research and publication timeline requirements, but I couldn’t 
imagine I was going to be happy there. First of all, there were no 
women in the tenure track in my division, so it must be impossible. 
And so here I am, 10 years later, and still an assistant professor in 
the clinical educator line. I am so busy in clinic and teaching, I 
don’t have any time to even think about writing up my research, 
and they sure aren’t giving me anyone to help. I feel so guilty about 
having to ration my time between work and the kids. I feel I have 
been left behind! No one is really looking out for me. I think I am 
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going to leave academia and go into private practice; for all the 
time I am putting in I would certainly make more money…

Many medical schools offer work flexibility and for a variety of 
reasons, women often end up in tracks that may make academic 
advancement more challenging. Of 83 medical schools that offer 
a clinician educator track (CET), which includes primarily inpa-
tient and outpatient care and medical education rather than the 
expectation of publishing high-quality data in peer-reviewed 
medical and scientific journals, 77% of them reported that signifi-
cantly more women than men pursued this option. Of the 102 
medical schools offering the traditional tenure track, 80% have a 
higher proportion of males engaged. Although many institutions 
claim to value their CET faculty, tenure track professors are twice 
as likely to be promoted. Not surprisingly, faculty in the CET, 
mostly women, were more likely to leave academia and seek 
employment elsewhere [119]. 

A survey to explore barriers to advancement, sent to 1456 
clinical and research faculty at or above the rank of assistant pro-
fessor faculty at a large Midwestern academic Institution, identi-
fied work overload and lack of self-advocacy skills as significant 
challenges. Forty-two percent responded to the survey and women 
faculty, especially clinicians, reported that the demands of their 
current positions prevented them from adopting additional roles, 
despite how desirable they might be or important they were to 
advancement. These women also reported that acknowledgment 
of their work and support from leadership required considerable 
efforts in self-promotion [35], a skill that may remain societally 
underdeveloped in woman in general and female faculty specifi-
cally. A lack of leaning into promotions and leadership roles 
because of work-life concerns, work roles, work overload, and 
organizational factors appears to be more of a factor for female 
clinical faculty rather than female research faculty [34]. 

The additional time spent by academic women physicians on 
household duties and childcare was found to compete primarily 
with flexible research hours [59]. Given that research, grant acqui-
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sition, and publications are so critical to advancement in the aca-
demic arena, this may significantly curtail the academic success 
of talented, competent, and motivated women. Furthermore, due 
to the poor appreciation of work-home conflicts by their male col-
leagues and superiors, policy changes that would allow women to 
integrate and thrive in both realms are often not even considered 
at some institutions [59]. A decrease in faculty applying for aca-
demic promotion overall, and the underrepresentation of women 
compared to men in senior leadership, independent of policy 
awareness, may challenge that assumption and underscore that 
these supposed family-friendly policies are simply not meeting 
the needs of women physicians. There is, however, evidence of a 
shift toward recognizing the importance of work-life flexibility 
and increasing awareness of the need to address gender differ-
ences in life-work conflict. For example, attempts to identify and 
remedy gender-biased descriptors in letter of recommendation 
have resulted in a noted equalization of hiring at the assistant pro-
fessor level at some institutions [116]. 

While many academic medical schools have valuable stop-
the- clock programs and other supports in place to help support 
woman in their academic goals and improve work-home integra-
tion, women are often reluctant to utilize them for fear of per-
petuating stereotypes that unfairly stigmatize women. There is a 
perception, for example, that men who leave work to attend a 
soccer game are viewed differently from women who do the 
same [109]. In a study of faculty at a large American medical 
school by Becket and colleagues, balancing career and family 
obligations posed significant challenges for both women and 
men. Interestingly, in their study, they found no differences in 
satisfaction across gender or faculty rank in clinical and non-
clinical faculty [10]. Nevertheless, women physicians were 
more likely to report that conflicts between work and family 
might contribute to a decision to leave academic medicine than 
men (32% versus 18%). It is important to note that for women, 
reaching the associate professor rank was associated with greater 
career satisfaction than it was for men. But despite women 
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entering careers in academic medicine in greater numbers than 
men, they are more likely to leave academic medicine before 
achieving the rank of associate or full professor [90]. Likewise, 
a study of biomedical PhDs highlighted that women who had a 
child within 5  years of taking a tenure track faculty position 
were significantly less likely to make tenure than their male 
counterparts [79]. More than 10  years later, a recent study 
showed that women in medicine are still more likely to leave 
academic medicine before achieving the rank of associate full 
professor than men [56]. Over the years, many medical schools 
developed flexible policies attempting to reducework-life con-
flicts. As of 10 years ago almost half of schools offered proba-
tionary periods beyond 8  years for clinical or basic science 
faculty as well as the ability to stop the tenure clock for child-
care, medical disability, or care of an ill or elderly family mem-
ber. However, part-time employment options are offered less 
frequently to tenure tract faculty, with only a third offering this 
opportunity [20]. Recently even more flexible career policies 
have been offered by several top medical schools; however, low 
utilization of these policies has been noted, indicating they do 
not meet the true needs of faculty. Reasons for not taking advan-
tage of these options include financial barriers, perceptions 
regarding commitment, and concerns about colleagues left with 
a greater burden. At UC Davis, for example, despite the school’s 
efforts to broadly communicate the many family-friendly poli-
cies that exist, there is still considerable underuse. Although the 
number of women in the biomedical sciences taking the maxi-
mum 12-week maternity leave tripled, the percentage of women 
who took less than 4 weeks remained the same, again raising 
concern that awareness may not be widespread or women are 
concerned they may be stigmatized and face repercussions 
[116]. Increased support, encouragement, and normalization of 
using flexible policies may be essential to support the academic 
advancement of women physicians.

In an older study, less than 20% of highly productive aca-
demic pediatricians were women. Among over 4000 pediatric 
faculty at 126 academic pediatric departments, women reported 
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having less protected time and working fewer hours (60 vs 
64  hours) weekly than males. Among instructors and assistant 
professors, women spent significantly more time teaching and in 
direct patient care (40 hours vs 35 hours weekly) and less time in 
research (15 hours vs 20 hours per week). This was perceived to 
be a consequence of receiving less protected time and decreased 
access to research space provided by their leaders [61]. A more 
recently published study of over 1200 faculty at 24 US medical 
schools over 17  years attempted to identify factors predicting 
academic promotion, retention, and attainment of senior leader-
ship positions. Gender differences still remain with women less 
likely to reach senior levels compared to men, even adjusting for 
numbers of publications [24]. Examining overall career produc-
tivity in academic physicians, women publish about a third fewer 
articles than men and their h-index remains lower throughout 
their work-life. In their later years however, their productivity 
increased and was equal or greater than their male counterparts. 
It appears that whereas women may have been deterred from aca-
demic advancement because of greater family responsibilities 
and additional factors explored previously, they were often able 
to make up for that later in their careers if they remained in 
 academia [36, 99].

In their study of Viennese women physicians, the dearth of 
women in  senior leadership positions led to significant under-
representation of their individual and collective voices and opin-
ions in policy and decision-making. The lack of networking or 
encouraging role models and same-sex mentoring for younger 
women may decrease their motivation to aim for top careers in 
medicine. Conversely, implementation of these opportunities 
was considered crucial to academic advancement. Effective fac-
ulty mentoring and fellowship activities promoting networks of 
similarly academically productive colleagues having frequent 
discussions about projects and grants were considered essential 
for academic achievement. For women, more so than men, this 
was challenging to develop and engage in and took time from 
their highly valued family life; thus, their networking was less 
efficient. An early anticipation and planning for academic 
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advancement and consideration of flexible timelines was also 
deemed important for the advancement of women [103]. Given 
that gender preferences and practices regarding work-life inte-
gration affect time dedicated to clinical, educational, and research 
efforts, and very likely  contribute to the variances in retention 
and academic advancement, it is important to be aware of family 
leave policies where one works. This was previously explored in 
the section on family responsibilities.

“Tricia, (AKA Dr. Patricia Rose) would you like to be a mentor for 
Dr. Kirby?” “Who me? I never had a mentor; can’t I have one??”

In the latest data currently tabulated by the AAMC, 2015, only 
15.9% of department chairs in academic medicine were women 
[2]. As such there are few effective role models for women phy-
sicians who may enter medicine aspiring to advanced leadership 
roles but who also place value on creating and participating in a 
fulfilling family life. It is not surprising then that although 
women may enter medicine with goals of academic advance-
ment, they are not as successful as their male colleagues and 
there is significant attrition along the way. In addition to fewer 
female role models and mentors, the generational values and the 
quality of mentorship from male role models and mentors are 
important. Several years ago, women at one academic institution 
cited a lack of role modeling on how to combine career and 
home life and deal with the research frustrations and an institu-
tional culture that appeared to favor men  [69]. Although cur-
rently there is an appreciation of the emotional and psychological 
support women often receive from male mentors, in Strong’s 
2013 examination of narratives of physician-researchers and 
mentors, the lack of real life strategies and advice about how “to 
do it,” that is, specifically and successfully manage to integrate 
work and home life, was notable lacking “as they never had to 
deal with it” [109].

Valentine and Sandborg from Stanford highlighted early on 
that the lack of women physician role models in leadership posi-
tions relays a clear message that women must choose between 
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academic advancement and their personal life. “Even more perni-
cious is that this message creates a vicious cycle of inequity and 
transforms our robust pipeline into a funnel” [114]. 

Seventy-five percent of medical schools offer mentoring for 
their female students, but even at this level of training the qual-
ity of mentoring has been highlighted as a concern, with 
women medical students reporting less satisfaction (42% vs 
53%) than their male counterparts. This dichotomy represents 
a significant challenge as both job satisfaction and career 
advancement rely heavily on effective mentorship; in fact, the 
presence of a good mentor has been shown to double a physi-
cian’s chance of promotion [9]. In general, mentors who are 
cognizant and skilled in adapting to the gender-related needs 
of mentees will contribute to the retention and development of 
women in academic medicine, expanding leadership diversity 
and capacity [12].

Given these findings, a mentoring program, which began with 
a robust Mentee Needs Assessment Form, was created specifically 
for junior women faculty at Wake Forest School of Medicine. 
Mentorship included discussion on career development, research, 
promotion seeking, available administrative resources/services, 
and well-being. Not surprisingly, significant benefits included 
promotions, grant applications/awards, articles, presentations, 
and professional memberships [117].

At the Mayo Clinic, where there were not enough senior 
women physicians to mentor junior women, a facilitated peer 
mentorship pilot was developed. Senior women physicians with 
significant experience acted as facilitators for a group of junior 
women, who then served as their own peer mentors. Participants 
in the pilot program benefited from more published papers, skills 
acquisition, and promotion in academic rank [81].

Role modeling and exposure are critical to academic advance-
ment. Departmental and divisional leaders, mentors, and spon-
sors are increasingly trying to combat a much tweeted about 
occurrence, conference “manels,” or male-dominated panels. 
Not unique to medicine, this refers to the persistent and pervasive 
gender bias in those invited to present or sit on expert panels at 
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conferences and other events. For example, between 2010 and 
2015 every annual critical care conference was male dominated, 
and other specialties report a similar pattern [84]. Women, espe-
cially those in early training, need to see other women in these 
positions in order to envision themselves in similar situations. 
Many conference organizers are making efforts to invite and 
include women to take part and increasingly male academicians 
are refusing to participate unless women are present. Although 
some may  consider it patronizing being the token women given 
these efforts, the effect on members of the female audience is 
nonetheless important and essential in normalizing the diversity 
and eliminating bias.

“Hey Maria, you going to cocktail hour?” “No, Mario, my daughter 
has afterschool ballet and my son has soccer, so I am going to pick 
them up, and get dinner going, but say hi to the chief for me.”

Social capital is an important factor in professional advance-
ment in many realms. Women physicians in particular, because 
of the already long hours, tend to engage less in the informal 
networking that frequently takes place in after-hours meetings 
and gatherings as it often interferes with homelife and child-
care [103]. This is where garnering important relationships and 
sponsorships takes place, however. Strong and supportive men-
torship relationships with well-placed individuals, as well as 
connections with powerful networks, help propel women by 
allowing her efforts to build social capital to proceed far more 
efficiently [33]. Informal networks often connect physicians 
with legitimate sponsors in positions of power who are able to 
advocate for one’s career advancement and promotion in various 
ways, including provision of protected time and workload [53]. 
In the corporate world, having sponsors significantly increased 
advancement of women into upper levels of leadership [111]. In 
medicine, it appears that men are more likely to have these 
resources than women. Social capital is important for profes-
sional advancement and promotion, and men are more likely 
than women to invest in and use these informal but powerful 
networks.
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 Self-Advocacy, Setting Limits, and Self-Care

“I don’t understand why I didn’t get asked to apply for that posi-
tion. I didn’t even know they were looking for someone. Here I am 
killing myself at work. I am on two committees, I’m precepting 
(now I have PA students in addition to the med student), I am 
teaching a class (with no support I might add), I just finished up a 
chapter, and a journal article, and presented at a national confer-
ence. I just don’t get it.” “Ya, but did they know all that??”

Women are socialized to introduce their suggestions as questions, 
in an effort to promote consensus and avoid appearing forward or 
abrasive [58]. Whereas exercising power and volubility in meetings 
can be very effective for men, studies show that women can be 
penalized for such behaviors [15]. As such, self-perpetuating cycles 
ultimately develop as these socialized behaviors are adopted: as 
women physicians soften their edges, they may appear less compe-
tent and promotable. This can lead to women doubting their own 
capabilities and contributing or deepening their sense of imposter 
syndrome. Imposter syndrome is characterized by self- doubt and 
fear of being found out as an intellectual fraud. Women in medicine 
are plagued by imposter syndrome more often than their male coun-
terparts  [89]. It can lead to hypervigilance and overwork and 
decreased time for self-care, and understandably it is highly associ-
ated with psychological stress and burnout. Ariana Huffington, in 
her book, Thrive, describes how imposter syndrome can drive 
women to overcompensate by working harder and longer. Woman 
too often feel they do not “belong” in what traditionally has been a 
boys’ club atmosphere and their overwork may help them feel that 
they fit in and allow them to gain a measure of security. This may 
be tantamount to a Pyrrhic victory, however, as overextending 
themselves at work negatively impacts their health (e.g., through 
lack of sleep), which then negatively affects their performance [55].

Although women who become physicians are often highly 
driven, ambitious, and resilient, characteristics that align with suc-
cess in their profession, they may also be less skilled at and less 
likely to self-advocate. The “unnaturalness” and effort required to 
self-promote often leads to lack of notice or acknowledgment of 
their work [35]. Putting oneself up for opportunities, having estab-
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lished name recognition, and knowing people can lead to collabo-
ration and career advancement opportunities are often lacking in 
women. In mixed gender environments, in order to maintain or 
promote relationship prospects, women tend to minimize ambi-
tions and salary expectations [21]. Viennese academic women 
leaders, in an attempt to understand the general lack of women in 
leadership, additionally described a tendency to poor self-assess-
ment and understatement, with inadequate presentation of skills, 
personality, and successes, as potential barriers to medical career 
advancement. Women physicians tended to underplay the softer 
“female” skills of empathy, grit, and resilience, as well as their 
ability to function well within teams, and encouraged a greater 
appreciation and valuing of these skills, which are increasingly 
recognized as valuable leadership qualities [103]. 

Lucky for us...(unspoken)… “you don’t have kids, is it ok if I put 
you on call over the holidays? Jack and Tom were planning on tak-
ing their families skiing.”

Women physicians often struggle with setting limits. For exam-
ple, despite committing more time to domestic and child-rearing 
duties, a Swedish study of female physicians reported that women 
were more likely to show up to work despite being unwell (sick-
ness presenteeism) than their male colleagues. The inability to 
effectively set limits becomes apparent when examining their rea-
sons for doing so, that is, “concern for others and workload,” cited 
significantly more often by women than men [48].

“Sandy, you need to get help!” “There is no way I am going to do 
that. As soon as I admit I am depressed my licensing fiasco starts. 
And I think it might give my chief more ammunition to further 
ostracize me. I can do this but I admit, I’m scared, I can barely get 
up in the morning these days.”

Mood disorders and mental health concerns can both contribute 
to and be exacerbated by work-life conflicts. Although matriculat-
ing medical students have fewer depressive symptoms than com-
parable undergraduates, by their second year this pattern is 
reversed [32]. There is a significant increase in depressive symp-
toms for both women and men during the internship year, though 
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statistically significantly greater for women versus men (PHQ–9 
increase of 3.2 vs 2.5). Accounting for work-family conflict 
decreased this difference by a third. Support at home has been 
shown to significantly reduce work-life conflicts [82], and when 
fathers are provided with, and take, paternity leave, maternal post-
partum physical health complications and mental health status are 
significantly improved [94].

Female physicians are 2.2 times more likely to die by suicide 
than female nonphysicians. Promoting self-care, addressing work-
life integration, and providing mental health support are essential, 
not only to support women in medicine but to allow them to thrive. 
Overt efforts to address and decrease both work- life conflict and 
depression may also promote retention and advancement of women 
in academic medicine [49] and contribute to the diversity of suc-
cessful role models for subsequent generations.

“So how is your NEST? (Nutrition, Exercise, Sleep, Time to be/
Time management). You know how important it is to get your 
rainbow- colored fruits and vegetables daily; how about your aero-
bic exercise and stretching? Yoga is good for that. And don’t forget 
strengthening, so important. And Sleep- you need 8 hours a night, 
time to clear out all that metabolic waste among other things (can-
cer risk, memory issues, infections). And no iPhone or computer 
for an hour before, right? Do you have the CBTi app? And you 
know, there is so much known now about the need to just “be”. 
Meditation is so good for you; do you have that Headspace or Calm 
app?” “Hmm, I don’t know doc, do you do all that yourself?”

The pressures and expectations of the medical profession may lead 
women to unwittingly sacrifice their own well-being and that of 
their family in order to meet the needs of their patients and the 
often-unarticulated expectations of the profession. Self-care, 
including getting adequate sleep, exercise, good nutrition, and 
time for reflection, can often be seen as selfish but is in fact essen-
tial to providing the kind of patient care that women physicians 
aspire to provide. For example, in a New Zealand study of trainees, 
women residents were more likely than their male counterparts to 
report never/rarely waking refreshed and suffering from excessive 
sleepiness [42]. Acute sleep deprivation creates challenges in com-
mitting to regular activities outside of work, being too fatigued to 
maintain these activities; disruptive night and weekend shift 
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work and having to study while working were additional work pat-
terns that negatively affected life away from work and contributed 
to a lack of time for partners, children, and families [42].

Whereas residents and early career faculty may be sleep 
deprived from overnight shifts and youngsters at home, women in 
the later stages of their career who may be traversing perimeno-
pause may be sleep deprived due to a number of other factors. The 
emotional dysregulation resulting from poor sleep can make the 
challenge of work-life integration even harder, as is dealing with 
potentially hormonal and dysregulated teenagers. Add a threat-
ened marital relationship and work-life integration is further jeop-
ardized. Women physicians in late career stages are often at a 
crossroads. They have accumulated a vast experience and wisdom 
in their clinical/research/educational endeavors, potentially 
reached positions of leadership, and may be in supportive primary 
relationships or past the turmoil of ending them. However, they 
may also be both caring for their parents and caring for or launch-
ing their older children, in the midst of experiencing unexpected 
perimenopausal hormonal changes and symptoms. Ageism is a 
known entity in America, and not much is written or shared about 
these particular struggles, which often remain a personal journey 
due to lack of time for social connection, embarrassment, or 
shame. At the same time, women physician at this stage are also 
looking ahead and deciding how to reconcile the challenges of 
their medical careers with the desires for a healthy, fulfilling, and 
meaningful future (see Chap. 17 on late career solutions).

 Solutions and Resources

 Organizational and Practice-Based Solutions: 
Flexible Hours, Workflow, Extended Tracks, etc.

• Offer residency couple match for medical students in relation-
ships.

• Offer shift work and job sharing for residents and faculty with 
small children. For example, the American Board of Family 
Medicine has clear guidelines for shared or part-time residency 
training.
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• Focus early on gender bias and confidence building within the 
medical school curriculum such that certain specialties are not 
considered by women to be out of reach [92].

• In recruitment of dual-physician couples offer tandem recruit-
ing for faculty such that both hiring units or departments syn-
chronously engage in the recruiting process so that both 
partners feel equally valued. Fund spouses using a combina-
tion of funds from both departments with additional support 
from the deans and/or provost office [96]. 

• Offer high-quality mentorship; for example, the Doris Duke 
charitable fund has provided support to medical schools to make 
mentorship more available and increase career development 
opportunities for physicians in the early stage of their career.

• Prioritize educating senior faculty on the unique challenges 
facing women physicians in integrating career and home life 
while navigating their institution’s advancement and promo-
tions pathway [9]. Facilitate discussion groups and have 
women from this cohort on the A&P committee, with protected 
time.

• Use a Mentee Needs Assessment Form to individualize the 
mentoring relationship [117].

• Offer generous parental leave for residents. Some progress: 
The Board of Plastic Surgery has proposed modifying their 
requirement of 48 weeks of training per year to 94 weeks in 
the final 2 years, thus providing for two additional weeks off.

• Destigmatize parental leave policies for both parents—make 
utilization the expected norm. Offer guaranteed temporary 
replacement for physicians on leave [88].

• Provide adequate (sufficient, nearby, hygienic) lactation facili-
ties at all clinical sites [63]. No more pumping in dirty bath-
rooms! Or provide the time to walk to another building. Provide 
the amenities required for efficient, clean, private pumping 
including on-site pumps.

• Make efforts to reduce maternal discrimination, through rais-
ing awareness, education, and bias training as well as deliber-
ate appreciation and support of women physicians who are 
also mothers, with explicit workplace changes including lon-
ger paid maternity leave, backup childcare, and support for 
breastfeeding [6]. 
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• Offer high-quality affordable on-site childcare as well as on- 
site backup sick childcare facilities, with extended hours for 
night shifts and conferences.

• Eliminate compensation practices that dis-incentivize practi-
tioners from using vacation time [105].

• Offer financial advising resources regarding school debt, mort-
gages, etc. [87].

• Offer (but don’t insist) flexible and extended clinic hours, 
which also maximizes use of space.

• Create programs to retrain women and men who wish to return 
to medicine after taking time off to care for children [62].

• Address gendered stereotypes, for example, by recognizing 
when it happens and raising awareness [121] and advocating 
for education that address socially constructed gender-based 
assumptions that negatively influence the medical careers of 
female physicians [22]. 

• Offer transparent and equitable compensation and bonus plans.
• Offer concierge health services for faculty.
• Fund (FTE and Budget) departmental or divisional wellness 

directors, who work to improve the work-life experience of 
their faculty and can also work to make changes that appeal to 
diverse faculty.

• Offer videoconferencing and telemedicine for improved work- 
life integration.

• Offer EMR Concierge training to all physicians, often!
• Provide high-quality transcription services (e.g., Dragon 

DMO) which allows you to dictate into/through your own 
phone, at work, at home, on the road.

• Provide reliable, well-trained, and experienced scribes.
• Expand AI to perform mundane tasks and free up time for phy-

sicians to work at the top of their licensure [70].
• Cover the costs of clinical licensing, board (re)certification, 

DEA, conferences required to maintain licensure, and confer-
ences at which physicians are presenting.

• “Clock stopping” for their tenure track faculty, for example, 
the NIH has recognized this priority and automatically extends 
“early investigator status” allowing women researchers to 
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apply for additional support without penalties if they give birth 
during their grant period.

• Include a diversity and inclusion review of institutional edu-
cational programs, panels, and hiring practices to ensure 
women and minorities are adequately recruited and repre-
sented.

• Proactively identify qualified women, for example, looking at 
lists like those of fellows and editors, so that all those in posi-
tions to provide sponsorship can easily identify women who 
might otherwise not immediately come to mind; apply a 
“Rooney Rule” equivalent, already adopted by the National 
Football League, requiring that minority candidates at least be 
included among those considered for a senior position [64]. 

• Offer leadership programs to faculty; we are all leaders and 
benefit from the multitude of skills offered starting with self- 
awareness, values clarification, etc.

• Discourage “sickness presenteeism” by providing adequate 
coverage that would mitigate concerns of overtaxing 
 colleagues, as well as schedule templates that allow for timely 
rescheduling of patients.

• Given that women tend to devote a good portion of their “extra 
time” to family care, rather than reserving it for grant writing, 
provide a grant office and admin staff that can better cater to 
their needs/time schedules [9].

• Promote men and women faculty equitably, timely, efficiently, 
and transparently.

• Sponsor/pay for high-quality childcare at faculty and profes-
sional meetings/conferences [59, 71]. 

• Schedule meetings and committee work during work hours, 
not before or after the day, or during lunch.

• In addition to mentors, offer sponsors who are in positions of 
power to advocate publicly for the advancement of women in 
academia [111].

• Leaders should take advantage of practice improvement pro-
cesses that have been successfully implemented in other orga-
nizations. The AMA STEPS Forward website highlights many 
resources and modules for physicians in general with a host of 
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topics/real-life examples, such as addressing the EHR and in- 
basket restructuring and how to efficiently manage the in- 
basket, engaging and empowering the entire team, improving 
work culture and workflow, the use of huddles, strengthening 
working relationships to improve practice efficiency, apprecia-
tive inquiry around fostering positive culture, protecting 
against burnout, and fostering self-care: https://edhub.ama- 
assn.org/steps-forward/pages/professional-well-being.

• Organizations should recognize the subtle ways in which 
women are socialized to behave in public spaces that can pre-
vent them from being recognized for their contributions and be 
proactive about setting rules and norms that seeks to recognize 
women physicians for excellent work. Offer education to bring 
awareness and counter such behavior and allocate resources 
toward leadership training on these issues to both genders.

• Work closely with local, state, and federal agencies and legis-
latures to develop policies that support institutional, cultural, 
and individual efforts, for example, shifting from volume- 
based to value-based care reimbursement models, eliminating 
questions about mental health diagnoses from medical license 
renewal, financial credits to organizations that provide paid 
parental care and on-site day care, eliminating barriers to tele-
health models, etc.

 Examples of Practice-Based Programs Offered 
at Various Institutions

• The New York-Presbyterian Hospital, in addition to medically 
necessary time off for a woman giving birth, employees, 
including residents, can take 6 weeks of paid parental leave for 
the primary care-giving parent and 2 weeks for the secondary 
parent. This is available to all parents, women and men, 
whether for birth, adoption, or surrogacy.

• Stanford University offers Child Care Subsidies and Assistance, 
based on income. It offers Junior Faculty up to $1000 as a 
Dependent Care Grant for expenses incurred when travelling 
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to professional meetings/conferences. They offer an emer-
gency and backup dependent care for kids and for elderly both 
in home and in center with copay: https://stanford.app.box.
com/s/0a16dfy52pu3s8wtf0sexdiaw2heb4u5. They maintain a 
comprehensive database for self-pay services such as nannies, 
babysitters for evenings and weekends, discounts and prefer-
ential enrollment in certain day cares, Test prep, tutoring, pet 
sitters, house keepers, Elder Care resources/referrals, and free 
social worker consultation.

• Christiana Health offers 12 weeks of paid paternity leave for 
all faculty and residents.

• Stanford’s “time bank” program (initially a department-wide 
pilot, currently only continued by the Stanford Emergency 
Medicine program) provides options to participate in service 
work (filling in last minute, taking an extra shift, mentoring, 
serving on committees, or deploying in emergencies) to col-
lect time bank credits. Credits can be used to free up time to 
spend with family and get help with grant writing, free meals, 
house cleaning, and eldercare. (Credits cost “far less” than 1% 
of the budget.) The department also pays for medical scribes.

• Stanford’s Emergency Medicine residency program has a 
transparent return to work policy for new parents—no over-
night shifts, no sick call, and no more than three shifts in a row 
while fully staffing clinical sites [46]. 

• University of California,Davis, created a Women in Medicine 
and Health Science Advisory Board, which develops programs 
to retain women in the early career stages as well as attract 
more mid-career and senior women faculty members. They 
have an annual leadership with the intent of investing in and 
cultivating women’s careers in academia and growing them 
into leaders [116].

• The AAMC’s Group of Women in Medicine and Science 
(GWIMS) offers a 2-volume toolkit with a variety of excellent 
presentations that speak to “Leveraging your Career” (Vol 1) 
and “Institutional Strategies for Advancing Women in 
Medicine” (Vol 2) https://www.aamc.org/members/gwims/
toolkit/343518/toolkithometsr.html.
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• Stanford Family Medicine extended its hours, now open 7 am to 
7  pm, providing flexibility for both patients (more afterhours 
availability for the employed and students), physicians (increased 
flexibility to get kids to school in the morning by shifting clinics 
later or be there to pick them up after school by shifting clinics 
earlier), and staff (who often commute very long distances and 
now had the option of working fewer longer shifts, cutting down 
on commute hours, and helping with retention).

• In June 2018, the American Society for Radiation Oncology 
(ASTRO) adopted a new policy to provide on-site childcare at 
its annual meeting.

• The Stanford Division of Primary Care and Population Health 
provides funding for a Director of Faculty Wellness as well as 
a budget for activities that increase wellness and professional 
fulfillment. Clinic-based wellness champions help decide what 
works for them, for example, funds for wellness-based confer-
ences, physician health coaching, leadership coaching, baby-
sitting dollars for date night, healthy snacks, exercise 
equipment, “commensality” dinners, and Physicians and 
Literature groups/Narrative Medicine/Balint meeting. A divi-
sional website lists resources and events and highlights well-
ness activities of its faculty.

 Cultural (Supportive Networks, Mother’s Groups, 
Reducing Stigma Regarding Help Seeking, Sharing 
Stories)

• Provide divisional or clinic-based funding for activities that 
increase wellness, decided upon by faculty or wellness direc-
tors/champions, for example, additional funds for wellness- 
based conferences, physician health coaching, leadership 
coaching, babysitting for date night, healthy snacks, exercise 
equipment, Physicians and Literature groups/Narrative 
Medicine/Balint group).

• Support each other in taking a stance against microaggression.
• Support each other with interventions to foster resilience 

among women physicians, for example, SPACE.
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• Training to recognize early sign of depression, normalization 
of mental health counselling, supportive debriefs and check- 
ins after near miss events of patient deaths, disaster efforts, etc.

• Offer social gatherings for faculty that include activities for 
young families/children.

• Provide funding and time for faculty-invested and faculty-led 
practice improvement projects.

• Consider joining a Physician Mothers social media group.

 Examples of Programs that Promote a Culture 
of Wellness Offered by Some Institutions

• Departmental, divisional, or clinic-based funding for wellness 
directors and funds for activities that promote a culture of well-
ness (not specific to women) (e.g., in the Stanford Division of 
Primary Care, bringing together young families, “Spring 
Fling”; in Primary Care and the associated University Health 
Alliance “Commensality”/“Comraderie” gatherings, monthly 
small group paid dinner gatherings of 6–8 faculty, loosely 
facilitated, with the first 20  minutes dedicated to a topic of 
physician-hood with each member given time to share; 
Physicians and Literature groups/Narrative Medicine gather-
ings/Balint groups).

• Authentic connections: https://authenticconnectionsgroups.
org, facilitated colleague support groups for women fostering 
collegiality, which significantly lowered depression and global 
symptoms, with notable improvement in self-compassion, 
feeling loved, physical affection received, and parenting stress 
[72]. It was first tested at the Mayo Clinic in Arizona as a 
means of reducing burnout among physicians, physician assis-
tants, and nurse practitioners, all of whom are mothers.

• Mayo Clinic in Arizona offers facilitated support groups for 
women (six women per group) that occur during working 
hours (e.g., 8–9 am), offer CME credit, and are supported by 
use of a single trip day for the 8 weekly sessions.

• Christiana Care Health System in Delaware offers small group 
coaching cohorts for women physician leaders. Additionally, 
although not aimed specifically to women they host COMPASS 
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(Clinician-Organized Meetings to Promote and Sustain 
Satisfaction), the goal of which is to encourage physician colle-
giality, shared experience, mutual support, and meaning in work 
to decrease burnout and promote well-being. Each COMPASS 
group consists of 6–8 physicians who meet over a 6-month 
period to share a meal while a facilitator leads discussion on top-
ics such as medical mistakes and the wounded healer, personal 
and professional balance, and finding sources of meaning.

• Although not aimed only at women, but heavily women sub-
scribed, Stanford University School of Medicine’s Department 
of Medicine offers facilitated faculty groups that promote a 
culture of wellness and collegiality called SPACE (“Tending 
your Nest” and “Making SPACE for What Matters Most) with 
a goal of enabling physician participants to develop skills, 
behaviors, and attitudes that promote physical, emotional, and 
professional well-being and contribute to their resilience and 
leadership potential: http://medicine.stanford.edu/faculty/pro-
fessionalDevelopment.html.

• UCSF is starting facilitated learning/support groups for women 
physicians aimed at creating community/support and well- 
being at work and developing skills in self-advocacy. The book 
How Women Rise (Sally Helgesen and Marshal Goldsmith), 
about women in the workplace, is a focal point.

 Individual-Personal Wellness: Self-Care, Self- 
Advocacy, and Limit Setting

• Know (and celebrate) that you are worth it!
• Acknowledge that times have changed, and your life and job 

depend on taking care of and standing up for your most valu-
able asset—You!

• Build and prioritize your NEST (nutrition, exercise, sleep, and 
time management) to make SPACE for What Matters Most to 
you (∗Stanford SPACE © program). Keep a calendar and 
schedule in sleep, movement, and exercise, in addition to your 
meetings, conferences, call schedule, vacations, and the birth-
days of those you love!
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• Seek out effective mentors (and more than one!).
• Premeds—If you have decided early to pursue medicine, do 

your research—don’t be surprised when you get to the applica-
tion phase, or medical school, by those who have been plan-
ning for years. If it is important to you or you have a specific 
specialty in mind, optimize your resume/CV with competitive 
standardized test scores (i.e., take the time out to dedicate to 
preparation time if you can, others do!), pursue leadership 
experiences that you enjoy (beyond just showing up: lead but 
develop new ideas/directions; can you leave a legacy?), pursue 
shadowing experiences, and find or create opportunities to be 
involved with publications.

• Medical students—if your well-being includes entry into a 
certain specialty, ensure the appropriate rotations early 
enough and aggressively seek out effective role models and 
sponsors. If you anticipate your career path may include an 
academic focus, identify and speak to mentors you hope to 
emulate early on and make a plan for academic advance-
ment that includes planning for relationships and family 
building. Seek out  opportunities/information/seminars on 
career planning, exploring flex time, and flexible career 
structures [18].

• Medical students—Consider the couple match if you are in a 
strong relationship.

• Residents—The American Medical Association (AMA) 
divides resident well-being into six, evidenced-based catego-
ries: nutrition, fitness, emotional health, financial health, pre-
ventative care, and mindset and behavioral adaptability. Devote 
time to seek out classes, conferences, and programs that teach 
and promote these. Practice them! Partner with others for sup-
port and hold one another accountable.

• Take advantage of programs to help manage the stress of med-
icine including:

 – Learning and practicing interpersonal skills that increase 
the availability of social support

 – Appropriate prioritization of personal, work, and educa-
tional demands
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 – Techniques to increase stamina and attend to self-care needs
 – Recognition and avoidance of maladaptive responses

 – Positive outlook skills/focus on values, meaning.

• The AMA has amalgamated resources in their STEPS Forward 
program: https://edhub.ama-assn.org/steps-forward.

• Read the chapter Self-Care, Resilience, and Work-Life Balance 
by Worley and Stonnington in Physician Mental Health and 
Well-Being- Research and Practice. Kirk J. Brower, Michelle 
B. Riba Editors Page 238–258- many excellent resources!

• Take pride in the softer “female” skills including the ability to 
function well within team, grit, resilience, and empathy 
(Schueller- Weidekamm el al. 2012). The Mayo Clinic has a 
yearly GRIT Conference. Get a group together and go!

• If you marry, choose a supportive spouse! One who is knowl-
edgeable and understanding of your commitments and shares 
your values. Engage early and frequently with your partner 
regarding your career goals, family plans, daily grrs, and 
 victories. One who will help with household duties and child-
care. Have discussions early regarding shared decision-mak-
ing, role clarity, reasonable expectations, and acknowledging 
the benefits that living with a doctor, or both being doctors, 
brings to the marriage [93].

• If you have a partner, schedule date night/time alone—just do 
it! Take advantage of institutional support for personal time; for 
example, the Stanford Primary Care Director of Wellness has a 
budget that among other things financially supports date night.

• Take advantage of parental leave (for both partners). Educate 
yourself about your organization’s policies and negotiate (and 
advocate) for paid and even unpaid time off—10 years from 
now you will rarely regret taking time off, but you may regret 
leaving time on the table.

• Encourage your partner to take advantage of parental leave.
• Engage with your peers for support and resources regarding 

childbirth, childcare, domestic help, and fun things to do out-
side of work.

• Seek help from extended family but educate yourself and take 
advantage of employer-based benefits.
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• Consider extending the roles of your home help—shopping, 
meal prep, cooking, cleaning, personal assistance.

• Meal prep services—there are many, with a variety of options 
(daily, 3 times a week, weekly, some prep, full prep, vegan, 
vegetarian, etc.).

• Consider shared jobs with other residents or physicians in a 
similar situation.

• Engage with mentors and leaders to consider and strategically 
plan temporary career breaks to prioritize child-rearing in a 
manner that will minimize academic disruption to academic pro-
motion and career development. Make efforts to normalize this.

• Consider and negotiate flexible hours. Extending the use of 
office space to earlier or later hours, if that suits you, may also 
be a smart use of already existing space. Flexible hours for an 
MA or an extra MA costs little compared to losing or signifi-
cantly curtailing the hours of a physician.

• Advocate for increased physician control in the workplace; 
participate in process improvement projects that support work- 
life integration and wellness (we just did one called Wanted: 
Healthy and Delicious Lunches for Faculty and Staff 
Meetings—wow what a success—problem now is that we are 
overeating because the food is so delicious!!).

• Say yes to breaking up manels (male-dominated panels).
• Engage with your institution and colleagues to recognize, call 

out, and take a stance against implicit bias and microaggres-
sion toward yourself and others. Offer implicit bias training.

• Live close to work to minimize commute and stress from traffic.
• Ask for and take part in a physician leadership program, early.

 Examples of Wellness Programs Offered by Some US 
Institutions

• Johns Hopkins Medical School has instituted physical and 
emotional wellness programs for medical students, residents, 
and fellows to prevent burnout. Their website is replete with 
resources: http://wellness.som.jhu.edu/.

• Stanford has a general trainee website with wellness informa-
tion and resources: http://med.stanford.edu/gme/housestaff/
all-topics/wellness.html.
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• Stanford’s Surgery and Anesthesia department has also aimed 
efforts at preventing and addressing resident burnout. The 
Surgery department created Balance in Life (BIL), a holistic, 
multifaceted program with the primary aim of educating about 
and facilitating physical and mental health among resident 
trainees. They link residents to mentorship and social events, 
provide access to healthy food, and have mandatory time-pro-
tected meetings with a psychologist exploring difficult conver-
sations and situations, as well as access to individual sessions.

• The Stanford Medicine Residency Program has faculty encourag-
ing and modeling exercise and socializing with residents in their 
REACH program (Resiliency, Education, Advocacy, Community, 
Health) (medicine: http://medicine.stanford.edu/2019-report/resi-
dency-training-with-a-side-of-wellness.html).

• Stanford’s Emergency Medicine residency program offers 
their trainees customizable 12 hours of well-being credit that 
can take the place of their usual Wednesday conference. Some 
go for a hike; some try their hand at teaching. All residents are 
offered 12 free counselling sessions.

• The Stanford O’Conner Family Medicine residency has 
“Wellness Wednesdays” with a featured wellness topic during 
noon conference series. Additionally, they have a monthly eve-
ning Wellness Group meeting, protected time for first and sec-
ond years and optional for final year residents, which includes 
dinner/debrief (45 mins) and a wellness topic/activity (45 
mins). Residents also complete the MDI twice per year and 
receive 1:1 feedback session with their advisor, along with 
quarterly check-ins.

• Stanford/Lucille Packard Children’s Hospital residents have a 
Wellness Curriculum which includes a humanism program 
http://med.stanford.edu/peds/prospective-applicants/resident-
life/wellness.html. Additionally, weekly email announcements 
promote various events/activities. Social chairs and well-being 
chairs on their residency council take the lead on planning/
advertising these events as well.

• Mayo Clinic Rochester, Arizona, and Florida campuses all 
support the “fellow and residents health and wellness ini-
tiative” FERSHAWI, with the aim of engaging trainees and 
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improving self-care, and to combat fatigue, stress, and low 
motivation among graduate medical trainees. The program 
includes art projects (watercolor painting, screen printing, and 
origami) as well as discussions of artwork and guided visual 
imagery. They have a monthly noontime conference reserved 
for “Humanities” Thursdays. The Florida Campus supports a 
quarterly wellness fair at the Florida campus where residents 
and fellows may participate in arts, chair massage, yoga, and 
Pilates, visit vendors to gather information such as healthy 
eating, etc., for a 3-hour period. The program won awards 
from the accreditation council for graduate medical education 
ACGME and shared their story in an online module within 
AMA’s STEPS Forward™ collection of practice improvement 
strategies: https://edhub.ama-assn.org/steps-forward/mod-
ule/2702541.

• Other residency wellness program successes are also high-
lighted on the AMA website: https://edhub.ama-assn.org/
steps-forward/module/2702511.

• AMA STEPS Forward website has many resources and mod-
ules for physicians in general with a host of topics/real-life 
examples, such as how to efficiently manage your in-basket, 
engaging and empowering the entire team and improving work 
culture and workflow, huddles, strengthening working rela-
tionships and improving practice efficiency, appreciative 
inquiry around fostering positive culture, protecting against 
burnout and fostering self-care, addressing the EHR and in- 
basket restructuring, etc.: https://edhub.ama-assn.org/steps-
forward/pages/professional-well-being.

• Although not gender specific, a one-time 8-hour training ses-
sion “Relationship: Establishment, Development and 
Engagement” is offered by the Cleveland Clinic and shown to 
reduce physician burnout [17].

• The Cleveland Clinic offers peer coaching which aims to 
increase job satisfaction, engagement, resilience, and profes-
sional goal attainment.

• The Stanford University Department of Medicine “SPACE” 
program focuses on self-care professional fulfillment and lead-
ership while promoting physician collegiality across divisions 
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(building your NEST: nutrition, exercise, sleep optimization, 
and time management so that you can make SPACE—through 
serenity, presence, appreciation, compassion, equanimity—for 
What Matters Most): http://medicine.stanford.edu/faculty/pro-
fessionalDevelopment.html.

• Stanford has a website exploring microaggression and micro−/
cross-cultural communication: https://respect.stanford.edu/.

• There are many organizations and conferences that support 
women. For example, TOOER (Through Our Own Eyes Retreat) 
is a network of women physicians “dedicated to empowering 
ourselves to enact positive change in our personal lives, work-
places and communities; through continuing education activities 
with focus on incorporating self-care and well- being practices 
into all aspects of our careers in medicine.” Their mission is to 
provide regular educational meetings with the following pur-
poses: to develop, promote, and sustain a community of women 
physicians, dedicated to development of self-care and healing 
practices that support our work as healers, to provide a safe, nur-
turing space for women physicians to define their values and 
goals and to formulate a plan to live those values and attain those 
goals in their personal and professional lives, and to incorporate 
teachings that enhance our leadership and mentoring skills and 
enhance patient care: https://www.tooer.org/.

• Mayo Annual Conference: GRIT for Women in Medicine: 
Growth, Resilience, Inspiration, and Tenacity. Goal is to 
empower women in medicine (men invited too) with the skills 
and resources to remove barriers and bias of women in leader-
ship positions specific to the challenges in healthcare. Leaders 
in business and healthcare present evidence-based strategies to 
promote professional development and enhance personal well- 
being. Addresses the growing need for improved clinician 
wellness and development for a gender-balanced leadership 
healthcare team. Participants learn to enhance communication 
with colleagues and team members to improve team-based 
care and to better manage conflict, identify symptoms of burn-
out in themselves and will be able to describe strategies to 
manage these symptoms, and formulate action plans to create 
and support a diverse healthcare team: https://gimeducation.
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mayo.edu/store/GRIT-for-women-in-medicine-promote-
professional%20development-remove-bias-of-women-in-
leadership-in-healthcare.

Work-life conflict in medicine abounds, for both men and 
women. Acknowledging and addressing these challenges from 
various angles, personally, culturally, and institutionally (includ-
ing government, licensing, and healthcare policies that are in syn-
ergy with organizational efforts) is essential. Taking personal 
responsibility to care for oneself, although often monumentally 
challenging, is paramount and of course more likely if there is 
institutional support. Remaining open to opportunities to weave 
together work and life, that is, using technology to accomplish 
some work tasks while at home, and some home/life duties and 
responsibilities while at work, that is, work-life integration, will 
“allow us to come to work whole” (Logghe 2018) and help miti-
gate some of the challenges faced. While many institutions have 
made significant commitment and inroads to lessoning work-life 
conflict, some, for various reasons, have not. Heightening aware-
ness and sharing of best practices is a first step to addressing some 
of the inequities. Aligning institutional values with the personal 
values that initially calls most individuals into medicine is imper-
ative. Given the increased burden on women physicians over their 
training and careers it is in fact a huge testament to their courage 
and resilience that they have accomplished so much in medicine. 
The goal now is to make this challenging and meaningful journey 
one filled with significantly more resources and support such that 
joy and celebration prevail every step of the way.
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Chapter Objectives
• Describe the gender inequity in career advancement for women 

in academic careers
• Emphasize the importance of gender climate as a modifier of 

professional isolation
• Identify factors that contribute to workplace isolation and pro-

posed solutions

 Vignette

An early career African American physician has a thriving clinical 
practice at an academic institution but has limited insight into pro-
motion strategies. She is often asked to participate in hospital 
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committees and recruit patients for studies but feels like a “token 
representative” in these activities. She is one of the few women in 
her department and the only underrepresented minority (UIM) 
faculty member. Her chairman is cordial and meets with her to 
review her relative value unit (RVU) success but dismisses 
requests to meet and discuss research ideas and pathways to pro-
motion. He values her clinical contributions to the department and 
includes her in the photo opportunities to highlight diversity but 
never engages her in a plan for further career development.

She is so busy clinically and with committee work that she 
never has the opportunity to activate her ideas about institutional 
initiatives, develop new investigative strategies, or partner on pub-
lications. Junior-level male faculty are hired with similar creden-
tials but are given protected time to pursue academic and 
professional interests. She discovers in casual conversation that 
they have higher salaries despite what she knows to be equal or 
less clinical productivity. The chairman meets regularly with male 
faculty to discuss career interests, possibly due to their common 
shared experiences. She was surprised to receive a smaller clinical 
bonus that academic year and wonders if this was related to her 
attempt to discuss the differences in faculty support between her 
and her male colleagues she observed with her chairman.

 Introduction

Women have become increasingly prevalent in medicine. 
According to the American Association of Medical Colleges, the 
percentage of women medical school graduates has increased 
from 7% in 1967 to 46%.in 2016 [1]. In 2018, there were more 
women than men matriculating at United States medical schools 
[2]. Despite this trend, gender gaps in career choices still exist 
across many specialties. Women are most widely represented in 
the specialties of pediatrics, internal medicine, and family medi-
cine and less likely represented in fields such as surgery [1]. 
Underrepresented minorities represent only a quarter of women 
medical school matriculants [3]. Defined by the AAMC in 2004, 
an underrepresented minority in medicine (UIM) means those 

A. K. Blanchard and J. C. Blanchard



195

racial and ethnic populations that are underrepresented in the 
medical profession relative to their numbers in the general popu-
lation [4]. While the overall trends of women in medicine are 
improving, there are still significant differences in pay, academic 
rank, and leadership [5].

Despite the increase in the number of female medical gradu-
ates, few women choose academic medicine. Only 27% of medi-
cal school faculty are women with medical degrees (MDs) [1]. 
Among women who develop academic careers, few earn tenure 
and rise to the level of senior leadership. While women represent 
51% of clinical instructors, they represent only 20% of all full 
professors with MDs [1]. Women represent only 15% of depart-
ment chairs. In addition, women represent only 16% of all medi-
cal school deans; most instead hold midlevel or associate dean 
positions [6, 7].

This lack of parity in female advancement in academic medi-
cine has been documented extensively in the literature [1, 8, 9]. 
While women may develop thriving clinical practices and excel at 
teaching, these attributes tend to be weighed less favorably toward 
promotion, as compared to more traditional scholarly activity, 
such as research publications. Historically, women have had lower 
numbers of peer-reviewed research publications, driven initially 
by the smaller number of women in medicine [10, 11]. As the 
number of women in academic medicine has risen, the proportion 
of women authors has also increased, including those with first 
authorship roles [12]. In some specialties, when adjusting for the 
number of years in practice and stratifying by rank, women pub-
lish at equal rates to men [13, 14]. Despite similar trends in pro-
ductivity, the outcomes are not equal. Female faculty who publish 
at a similar rate to their male colleagues in the same specialties 
still have discordant career trajectories, with many women pla-
teauing at the rank of associate professor [1, 8, 9, 14].

According to a survey performed by Carr et al., there are five 
overarching barriers women face in academic career advance-
ment: (1) a perceived wide spectrum in gender climate, (2) lack of 
parity in rank and leadership by gender, (3) lack of retention of 
women in academic medicine (the “leaky pipeline”), (4) lack of 
gender equity in compensation, and (5) a disproportionate burden 
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of family responsibilities and work-life balance on women’s 
career progression. Survey respondents noted that the “gender cli-
mate” differed by academic rank for women, with lower ranks 
being perceived as more welcoming for women as compared to 
more isolating senior ranks [8, 15].

The remainder of the chapter will focus on the gender climate 
in academic medicine, with a specific focus on the impact of pro-
fessional isolation on this climate. It will also explore ways to 
recognize the sequelae of isolation as well as steps needed to 
address it.

 Isolation in Professional Careers

Isolation is defined as the state of being in a place or situation 
that is separate from others [16]. Isolation related to workplace 
interactions is most often described in the educational, sociologi-
cal, and business literature. Isolation can interfere with collabo-
ration and professional development. Inadequate support 
structures, including mentorship, may impede insight, feedback, 
and professional growth. According to a Harvard Business 
Review survey, solitude is associated with higher learning. 
Loneliness and less workplace support are more common in indi-
viduals who have advanced degrees than those who have only 
attained undergraduate or high school degrees. Respondents with 
professional degrees in law and medicine are the loneliest; 
according to the survey, they are 25% lonelier than respondents 
with bachelor’s degrees and 20% lonelier than those with Doctor 
of Philosophy degrees [17].

Isolation has not been extensively addressed in the medical lit-
erature; most of the literature that does exist is primarily centered 
around rural medicine [18]. However, isolation occurs beyond the 
context of geography. Professional isolation refers to a lack of 
networks or a sense of isolation from professional peers, which 
may result in a sense of estrangement from work identity and 
practice currency. Individuals with professional isolation feel that 
they lack colleagues with whom to discuss work-related issues 
[19]. Components of professional isolation include making 

A. K. Blanchard and J. C. Blanchard



197

 decisions alone, deficient collaboration, not being a part of the 
work community, and lack of mentorship [20]. Professional isola-
tion can occur at any stage of career. It is not limited to specialty 
type, length of time in the profession, or gender.

Gender-based professional isolation is a generational construct 
of academic culture stemming from a historic paucity of women 
in academic medicine. Lack of a critical mass of women in gen-
eral and women in leadership create this imbalance. Gender-based 
professional isolation may include a psychological, qualifiable 
component that affects self-confidence and motivation. Lack of 
women role models at the highest levels of leadership can limit 
the outlook of what is achievable for women at junior levels. 
Gender- based professional isolation is also a condition of physi-
cal quantifiable work-environment barriers that impede success. 
Studies show that resources for women including space, salary, 
and ability to participate in outside professional activities are 
inequitable [21–23]. Though these inequities have been identified 
for decades, they continue to exist. In a 17-year follow-up study 
of a survey initially conducted in 1995, Freund et al. found that a 
10% lower salary persists for women compared to men [24]. 
Women in academic medicine may face inequities in assignment 
location and effort allocation that may contribute to professional 
isolation in the academic system. Women may be more likely to 
choose flexible schedules for work-life integration or may seek 
community-based practices with academic affiliation and instead 
may spend more time performing educational and clinical duties 
over research efforts [25]. Temporary leave from the workforce 
for childbearing, child care, and elder care may delay promotion, 
may interrupt research endeavors, and can derail tenure time- spe-
cific goals. Women with children also spend a disproportionate 
amount of time performing parental duties as compared to their 
male counterparts. In a study comparing obstacles in career 
 success, both male and female surgeons reported social and fam-
ily issues as major concerns. Men noted a higher tendency to miss 
family activities due to job demands. Women were significantly 
more likely to miss work activities due to family responsibilities 
[26]. Female physicians with children spend an average of 
11 hours less time at work than male colleagues due to domestic 
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duties, including child care and elder care [27]. Extrapolated over 
1 year, this leads to a time difference of 572 hours that can con-
tribute to lagging career success and isolation from colleagues. 
The differences in priorities of work and home are changing with 
more enlightened dual-career couples. Over time, the home 
responsibilities of women and men in medicine may reach better 
parity. However, even though there are fiscal and/or professional 
costs for time that women take off in their careers for home and 
child care responsibilities, the limits on academic progress may 
be persistent and out of proportion to the time lost [5].

Even women who remain full time in the academic setting with 
robust research careers may experience professional isolation due 
to lack of clear pathways to success. Gender may influence career 
goals of academicians. In a survey of motivations, goals, and aspi-
rations of male and female faculty, both groups equally perceived 
the importance of career goals related to publication quality and 
quantity, clinical care, and teaching. Male faculty were more 
likely to consider earning a high salary, having national and inter-
national reputation as an expert, and achieving a leadership role as 
important career goals than female faculty [28, 29]. The paucity 
of female role models at the highest levels may not only influence 
top male leaders but may have a rate-limiting effect on career 
aspirations in other women. Without clear and abundant examples 
of female faculty succeeding in all aspects of academic medicine, 
there may be limited perspective of possibilities in career growth 
leaving women with lower sets of expectations.

Leadership may have gender bias in the recognition of accom-
plishments. Women may be overlooked for selection for new 
opportunities and promotion. When women have achieved suc-
cess in research and have reached the full professor status, they 
are still overlooked for top leadership roles. They remain penal-
ized by cultural stereotypes and are relegated to the “out group” 
when top positions are available [30]. For example, while men are 
stereotypically recognized as possessing the agentic traits of 
logic, independence, and leadership, women are thought to pos-
sess the more communal traits of kindness, dependency, and being 
group oriented, which may diminish consideration from tradition-
ally male-dominated leadership roles. These character trait 
assumptions and associations may make women’s accomplish-
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ments less recognized in departmental and institutional cultures. 
These disadvantages become more prominent with career stage 
advances [30–32].

In business literature, the majority of leaders advocate for pro-
tégés who remind them of themselves. Unconscious and affinity 
biases motivate leaders to seek the company of individuals who 
make them feel comfortable: those who share their race, gender, 
upbringing, culture, and religion. This advocacy for majority of 
men is a roadblock to widespread sponsorship for underrepre-
sented groups. The majority of corporate America is led by white 
males, which may be self-perpetuating, keeping diverse talent 
outside of the C-suite (“chief” officer suite) [33].

The business literature further supports this concept of profes-
sional isolation experienced by women and minority leaders who 
do achieve senior-level positions. Women business leaders often 
find loneliness at the top and can experience peril if they advocate 
for other women, resulting in negative performance reviews. In a 
survey of 350 executives, Hekman and colleagues concluded that 
individuals engaging in diversity-valuing behavior were evaluated 
less favorably than those who did not actively promote balance 
[34]. In response to inequality of opportunities by gender and 
race, there is a tokenism that is also perpetuated that further mar-
ginalizes women who have ambition. Anne McNulty notes “some 
senior-level women distance themselves from junior woman, per-
haps to be more accepted by their male peers…it’s easy to believe 
that there’s limited space for people who look like you at the top 
when you can see it with your own eyes.” [35]

The professional isolation documented in the general education 
and business environments similarly affects both women and under-
represented minorities in medicine. Recognition of isolation may 
be subtle at first, but there may be social clues. The isolated physi-
cian may be more withdrawn and less likely to speak up in group 
professional settings. This is paralleled in UIM data on social isola-
tion of medical students. Students, who are not welcomed in a 
social network, can be mistakenly perceived as less interested, 
unprofessional, or lacking knowledge [36]. Similarly, faculty who 
are isolated may not be perceived as professionally engaged in the 
culture of the organization. Women and UIM faculty who experi-
ence ongoing frustrations with the institutional framework may 
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move from passive behavior eventually asserting themselves or 
issuing complaints. Unlike men in the academic majority who 
speak up and are favorably perceived as self- advocates, women and 
UIM faculty are perceived as unwelcomingly aggressive [36].

The long-term sequelae of professional isolation may be disen-
gagement, career dissatisfaction, and attrition. The three most 
common reasons that women and minority faculty cite for leaving 
academic medicine include lack of career/professional advance-
ment, salary inequity, and chairman/departmental leadership 
issues, including harassment and discrimination [37]. In a survey 
on workplace discrimination, women were more likely than men 
to file a complaint of discrimination (14.6% vs 8.1%) but were 
more likely to report a worsening situation following the com-
plaint as compared to men (26.7% vs 5.3%) [38]. The discrimina-
tory actions and the lack of response and resolution of the 
situations are equally damaging. If professional isolation is not 
addressed, it may lead to the three dimensions of burnout: emo-
tional exhaustion, depersonalization, and personal accomplish-
ment [39]. Effects of burnout are numerous and can affect patient 
care, health system outcomes, and physician health. These results 
of burnout can lead to lower quality of patient care, medical 
errors, lower patient satisfaction, reduced physician productivity, 
increased physician turnover, and increased health-care costs. 
Finally, isolation, loneliness, and burnout can lead to the adverse 
physician health effects of substance abuse, depression, suicidal 
ideation, poor self-care, and motor vehicle accidents [40–42].

As professional isolation is linked to deficiencies in promotion 
and career success, these determinants are multifactorial and 
include lack of mentorship, coaching, and sponsorship, unclear or 
circuitous pathways to success, limited feedback, and lack of a 
conducive organizational structure. In order to move forward to 
solutions, these factors must be addressed. Sustained transforma-
tion of the gender climate to reduce professional isolation and 
inequity requires change at individual, organizational, and 
national levels. The academic culture must shift to allow for this 
progress in four key areas (Fig. 8.1).

 1. Mentorship, Coaching, and Sponsorship
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Mentorship, coaching, and sponsorship are all on the contin-
uum of professional development and facilitate professional 
engagement on an individual level. Definitions and characteristics 
of these roles vary in career development literature. Some aspects 
of mentoring, coaching, and sponsorship are intertwined. All help 
move the protégé to a higher goal. Mentorship typically occurs in 
the same field of expertise. The mentorship relationship can either 
be a one-on-one relationship, a group relationship with one men-
tor and several mentees, or a peer-based relationship [43]. Mentors 
are role models at the same institution or at other academic orga-
nizations. Mentors provide feedback, encourage professional 
growth, foster networking, and can give insight into the culture of 
an organization.

Coaches may not have expertise in the same area but can still 
provide the protégé the ability to self-reflect on his/her actions and 
help develop a career advancement strategy. In the business set-
ting, Cummings and Worley define coaching as working with 
organizational members, managers, or executives on a regular 
basis to help them clarify their goals, deal with potential stumbling 
blocks, and improve their performance. It is typically a personal 
one-on-one interaction and helps the targeted individual gain per-
spective about career goals. Unlike coaching, mentoring is often 
more directive with the mentor intentionally transferring specific 
knowledge and skill and guiding the client’s activities [44].

Mentorship, Sponsorship and Coaching

Constructive Comprehensive Feedback

Focused Pathway to Promotion

Inclusive, Transparent, and Sustained Structure
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Fig. 8.1 Ending professional isolation by changing the culture of academic 
medicine
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Sponsors differ from mentors in that they are always in posi-
tions of leadership. Sponsors go beyond giving feedback and 
advice for an individual; a sponsor actively advocates to help an 
individual gain visibility. In the business literature, sponsorship is 
defined as active support by someone appropriately placed in the 
organization who has significant influence on decision-making 
processes and who is advocating, protecting, and fighting for the 
career advancement of an individual [6, 45, 46]. A sponsor has the 
capacity to appoint or elevate his/her protégé into a role that will 
lead to career advancement. In medicine, sponsors open doors to 
opportunities for scholarship, funding, or the establishment of a 
regional/national reputation for his/her protégé that are otherwise 
unattainable [6]. The roles of mentor and sponsor are not neces-
sarily mutually exclusive and can have overlapping traits. One 
person may serve in both of these capacities for a protégé. 
Distinguishing these roles as separate but related activities may 
help female faculty develop appropriate relationships. Women are 
half as likely to have sponsorship than men, yet the significance of 
mentorship and sponsorship has been demonstrated in all profes-
sional fields including business, law, and health care [47].

Mentorship, both alone and in the context of sponsorship, 
improves professional productivity, career development, job satis-
faction, perceived institutional support, and faculty retention [48–
50]. Women tend to have difficulty finding mentors, and when 
they are mentored, they have less successful outcomes [45]. 
Mentorship is gender neutral; male and female faculty are equally 
capable of providing mentorship. Familiarity drives aspects of 
mentorship for both the mentor and protégé. Leaders prefer to 
mentor individuals who have shared qualities and traits. The pro-
tégé may feel uncomfortable approaching someone with a differ-
ent background in anticipation of a greater likelihood of rejection. 
The benefits of gender-matched mentorship include shared expe-
riences and roadblocks. However, limited female role models in 
the highest positions of leadership in academic medicine may 
give women the perception that they have limited opportunities to 
find mentors or sponsors. If there are not enough female leaders in 
the highest ranks, there can be less opportunities to appoint future 
leaders to these positions.
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 2. Focused Pathways for Scholarship and Promotion

In order to advance individual success, clear pathways for pro-
motion should be outlined for women faculty. Instead of being 
encouraged to focus on research and writing when not involved 
in clinical duties, women and UIM are often asked to participate 
on committees, community service, and student mentoring. They 
tend to have more divergent responsibilities but less support. 
They often spend excessive time and energy in activities that are 
not traditional pathways to promotion [51, 52].

Woman also must be supported with protected time for research 
and given access to equal funding opportunities. Gender affects 
funding and publication [53]. To level access, women need 
aggressive mentorship and sponsorship to help establish a strong 
foundation of scholarship.

Creating focused pathways includes realistic goal setting, 
planning, and feasible time allotment to accomplish goals. This 
should be done early in the academic career, with the guidance of 
senior faculty. In addition, personal life responsibilities, such as 
child care, should be taken into consideration to allow flexibility 
in promotions and advancement criteria to reflect the range of 
work that women accomplish [54].

Equally important to the establishment of a focused pathway to 
career success is keeping perspective and balance. Medicine is a 
profession and a calling. The passion for the work and the volume 
of the work can easily make it possible to let other aspects of life 
be minimized. It can consume all space without proper boundar-
ies. Maintaining overall life balance defined as achieving the 
proper balance of work and self and others should also be taken 
into consideration [55].

 3. Constructive Comprehensive Feedback

Constructive comprehensive feedback may be challenging in aca-
demic medicine, for a number of reasons, including lack of proper 
training by department leadership in providing appropriate feed-
back [56]. Traditionally, feedback does not encompass the full 
scope of what physicians do in the academic setting. However, 
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feedback is an important element in promoting the success of 
women faculty; prior research has shown that women are actually 
more likely to seek feedback than men [57]. If done incorrectly, 
feedback may perpetuate the professional isolation that may 
already exist among women faculty members. While assessment 
is an important step toward improvement, it is often based on lim-
ited clinical narratives and not fully representative of the full 
spectrum of academic work. For example, feedback has tended to 
focus on the areas of patient experience and clinical productivity.

Patient experience information collected through various sur-
vey measurements usually have poor compliance so are often an 
unreliable measure to use for faculty feedback. Often the responses 
that are obtained give voice disproportionately to negative patient 
experience perspectives based on patient expectations [57]. Too 
often are the system shortcomings packaged into the overall 
impression of the visit disconnected from the merit of the physi-
cian work. Since women provide a large proportion of the clinical 
workforce, the negative patient experience feedback can have a 
large effect on career perception. Clinical productivity is another 
primary driver of feedback but is not a driver of promotion. 
Productivity is not a direct measure of quality but often physicians 
feel substandard in their ability to be good doctors based on the 
message that they are not working hard enough or that quantity is 
the marker of quality.

Constructive feedback involves taking into account the full 
spectrum of contribution of a faculty member, including those 
activities in which women faculty have traditionally been more 
involved. Mentoring peers and learners, institutional, regional and 
national committee work, community engagement, and institu-
tional emergency response in times of coverage shortages or 
urgent cases should all count toward stewardship of the institu-
tion. Each institution however has their own metric of how these 
contributions are valued and some factors may rarely count toward 
promotion strategy.

At least, annual review of academic progress should be con-
ducted with the senior leader plus more frequent checkpoints with 
mentors or sponsors. Balanced feedback should be provided that 
includes the full scope of practice, including clinical productivity 
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as well as institutional stewardship with committee, mentoring, 
and community activities. Promotion trajectory with clear expec-
tations should be reviewed regularly. Faculty should not only dis-
cuss more clinical measurements of achievement (such as RVUs) 
but other contributions. Feedback is linked to the career pathway 
and both require accountability from all parties involved. If the 
junior faculty incorporates feedback and stays on the proposed 
pathway, then the leader should be compelled to deliver on the 
promise of progression.

 4. An Inclusive Transparent and Equitable Organizational 
Structure

To end professional isolation the work environment must change. 
The focus areas listed in 1–3 can be achieved on a micro level 
with individuals or on a macro level across an organization. Real 
sustained change requires these steps to be imbedded in the orga-
nizational and society construct. This is to ensure not only indi-
vidual gains but widespread shifts toward transformative change 
for all faculty.

In a study of faculty representatives from 24 medical schools, 
40% reported no special programs for recruiting, promoting, or 
retaining women in medicine, primarily because these initiatives 
were deemed unnecessary [58]. This may be an important barrier 
to overcome in order to advance women in medicine substantially. 
It is important to note that changes in an institution’s organiza-
tional framework can lead to culture change. This includes build-
ing a pipeline to promote women in academia, ending social and 
professional isolation, encouraging mentorship relationships, and 
encouraging a culture of leadership (Fig. 8.2).

 A. Building a Pipeline for Women in Academia
It is important for academic medical centers to focus on 

building a pipeline that focuses on recruiting and retaining 
women faculty. This will allow medical centers to create bet-
ter gender equity at the institutional level that can further 
expand to equity in the national selection processes for 
 funding, publishing, and speaking engagements. Carr et  al. 
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recommend the development of comprehensive programs for 
recruitment, promotion, and retention that focus on individ-
ual, interpersonal, institutional, academic community, and 
policy levels of intervention. This includes the provision of 
leadership development programs for women, either institu-
tionally or nationally [8]. Grant writing and faculty develop-
ment support should not be limited to a single seminar but 
instead focus on longitudinal sustained efforts to promote fac-
ulty success. In addition, women should be offered an envi-
ronment supportive of work-life integration. Solutions may 
include changes in policies on parental leave, minimizing 
before and after work hour meetings, on-site child care, equi-

Inclusivity,
Transparency

Equitability
Sustainability

Build a
pipeline

Create a
network

Formalize
mentorship/
sponsorship

Create a
culture of
leadership

Fig. 8.2 How to foster an inclusive, transparent, equitable, and sustained 
structure
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table pay, flexible work schedules, and job sharing [59, 60]. 
There should be customization for women’s career pathways 
that takes into account work-life integration.

Women must also learn to aim higher than the status quo. 
This includes learning to be better negotiators and self- 
promoters. Women often take a passive approach to salary and 
promotion-level setting. When negotiating salaries, women 
frequently take offers that are below proposals that men would 
accept. Women seldom make competitive counteroffers [61]. 
Business literature demonstrates that the best effort to achieve 
salary equity is in the initial offer [62]. Pay inequities between 
men and women persist even at more advanced positions 
because women tend to negotiate less aggressively for better 
salaries [63]. In regard to promotion, both quantitative and 
qualitative measures should be considered. Traditional quanti-
tative measures include clinical productivity (e.g., RVUs) and 
publications. Additional quantifiable factors should include 
educational effort including the number of lectures given as 
well as seminars and courses taught by faculty. Qualitative 
measures include team participation, committee leadership, 
and community outreach.

 B. Ending Social and Professional Isolation
Affinity groups that bring together women in similar fields 

can reduce professional isolation. Such groups promote com-
radery and allow women to collectively work toward advanc-
ing scholarship and leadership in a supportive environment. 
Social networks are important for discussing challenges and 
sharing approaches across interprofessional and interdisci-
plinary groups. Common challenges may include gender- 
conscious experiences, workplace bias, discrimination, and 
gender-specific strategies. While these groups allow women 
to discuss common barriers, they are not always granular 
enough to help with the distinct challenges of promotion and 
publication.

Women striving for professional progress often seek more 
similar professional networks. Women have been shown to be 
more productive academically in settings in which they have a 
higher number of women peers. For example, those depart-
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ments with a higher number of female faculty also have more 
publications generated by women [64]. Organizations allow 
women to learn from other women experiencing similar work 
situations but also help them develop negotiating skills to pro-
mote career advancement [65]. Encouraging such networks is 
a key part of creating a successful work culture for women. 
Networks are not just important in early career; in fact, studies 
show that the type of internal vs external collaborations differs 
by stage of career. Early-career physicians get most value 
from internal departmental or organization networking. Mid- 
and late-career faculty are less local or organizationally 
dependent and seek more professional networks on a regional 
or national level [66, 67].

 C. Formalizing Enduring Structures for Role Models, Mentors, 
and Sponsors

Mentoring, sponsorship, and coaching are all needed for 
healthy academic progress. In academic medicine, most men-
torship programs have focused on mentorship for junior fac-
ulty. However, it is important to recognize that women 
academics at the mid-career level also need mentorship. 
Support at all levels to encourage faculty to obtain senior lead-
ership positions can discourage stagnation at mid-level posi-
tions [43]. Mentorship programs have been far more common 
than sponsorship programs at US medical schools. However, 
sponsorship is necessary for women to achieve high-level 
positions, and typically, women are less likely than men to 
actively seek sponsors [68]. While most mentoring relation-
ships are organic, there is some randomness in their creation 
which can overlook better and more thoughtful matching. 
Adding a framework for more intentional matching should be 
done on an organizational and national level. In recommenda-
tions for expanding sponsorship programming in academic 
medicine, Gottlieb et al. propose that academic medical cen-
ters, medical schools, and specialty societies should launch 
these initiatives. They encourage system-wide inclusive for-
mal programs that use data to facilitate matching. Clear expec-
tations with feedback should be set. Senior leaders should 
become “sponsor evangelists” promoting the organizational 
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value of formal programs including the potential for succes-
sion planning [69]. Organized programs with the explicit goal 
of sponsorship can help facilitate this relationship. One nota-
ble national example of a successful sponsorship program is 
the Society of General Internal Medicine Career Advising 
Program (CAP). CAP supports relationships of women with 
senior leaders by placing them on influential national commit-
tees as well as promotes relationships that will further advance 
promotion. It has supported 300 women since its inception in 
2013 [7, 70]. AAMC also advocates for professional career 
development and sponsors a group on women in medicine and 
science with comprehensive resource for women [71].

 D. Creating a Culture of Leadership with Equal Opportunities for 
Success

This requires a culture change in the organization and soci-
ety. Researchers Alyssa Fried Westring and colleagues have 
defined a culture conducive to women’s academic success 
(CCWAS) that includes having equal access to opportunities, 
support of a work-life balance, lack of gender bias in the 
workplace, and having a leader (such as division chief or 
department chair) that is supportive of success [72]. In order 
to encourage access to opportunities, institutions have to 
actively devote resources to the promotion of success of 
women in academic medicine. In a NIH-sponsored random-
ized trial to evaluate factors that would encourage productiv-
ity of women at the assistant professor level, University of 
Pennsylvania researchers explored a number of initiatives. 
These included goal-related task forces that recruited and pro-
moted women, professional development programs that 
encouraged manuscript coauthorship and leadership among 
women faculty, and the engagement of institutional leadership 
in the promotion of women faculty. While there were no dif-
ferences between the intervention and control groups, likely 
due to institution-wide changes impacted by the study, the 
authors recognized that these steps were still important in 
encouraging academic progress [73].

In addition to promoting initiatives to encourage success, it 
is also important that faculty leaders are aware of any implicit 
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gender bias they may have in approaching female faculty can-
didates for consideration for leadership positions or promo-
tion. These behaviors can present in varying patterns, including 
intermittent, pervasive, subtle, or overt, and take a toll on job 
satisfaction and patient care [38, 53]. All forms of discrimina-
tion and harassment should be investigated. Leaders should 
complete and proactively institute implicit bias training for all 
team members [54].

Addressing this bias also includes addressing the traditional 
inequities in salaries that women medical faculty have faced. 
Women faculty at public medical schools earn 8% less than 
their male counterparts, and the gender gap for physicians in 
clinical practice is even wider [74]. Academic leaders should 
encourage transparency, communication, negotiation, and 
compromise. Adopting transparency in compensation with a 
formula that is consistent and understandable to explain salary 
variations is important as well as sharing summary statistics of 
salaries by rank and gender internally [75, 76]. In addition, 
encouraging negotiating skills for women early in their clinical 
career is an important element of faculty development.

Finally, as role models, women show a pathway that is possible 
and provide unique insights into barriers that male leaders may not 
consider. Women in leadership have the power to positively affect 
workplace policy and lead change in national societies and regula-
tory agencies. With generational shifts and more women entering 
academic medicine, the gender gap may be closed in academic 
leadership as greater numbers of women enter tenure track posi-
tions. The work of developing senior women leaders in academic 
medicine must be intentional and strategic. Creating organizational 
change is difficult and requires the teamwork of all leaders regard-
less of gender. Women should avoid the temptation to retreat or 
leave academic institutions since most effective change starts 
within organizations. Women leaders, though few in number, must 
lead the change in partnership with their male associates. As more 
women become senior leaders, there is greater opportunity to 
encourage future faculty development. More women will be capa-
ble of inspiring and mentoring other women who are early in their 
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career development, further perpetuating progress. Expanding the 
scope of qualifications for tenure, including taking into consider-
ation all aspects of academic merit such as clinical excellence, 
teaching acumen, and administrative excellence, may expand lead-
ership opportunities for all faculty, including women. These 
advances can lead national change with enforcement of policies 
that combat the bias and inequity that contribute to isolation and 
burnout. Only a systematic approach will have sustaining to break 
the glass ceiling for women in academic medicine.

Returning to the physician in the vignette, she would have ben-
efitted from better department transparency. Implementation of an 
organized program to promote mentorship and sponsorship would 
help her identify a clear set of strategies for promotion, as well as 
open opportunities for her to be involved with activities conducive 
to career advancement. Transparency in the department would 
have made it clear about what objective components of her work 
contribute to her productivity. Targeted activities designed to pro-
mote faculty development skills among women in her department, 
which included negotiation skills, would also be helpful as guide 
for salary renegotiation to be on par with that of faculty of similar 
rank and productivity. These strategies could have reduced profes-
sional isolation and have led to a greater chance of retention in her 
department.
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 Vignette

It was 2003; I was in my mid-30s and taking that exciting and 
long-awaited adult rite of passage of purchasing my first home. 
For the fifth time since I had left home at age 18, I was moving 
across the country for the purpose of pursuing my education or a 
work-related job change. I had moved a total of 14 times since I 
had left home for college. Some of those moves were done simply 
with my car or with a friend’s borrowed truck; but mostly I moved 
myself. I kept life simple with a minimalistic lifestyle. I had 
grown up in a small town of about 1200 people and was one of 
only four in my class of 32 who went directly to a 4-year univer-
sity. At university I had worked hard to catch up academically, as 
a small rural school had left gaps that I needed to fill in order to 
even try to aspire to my ambition and dreams. I did not know if I 
was good enough to get into medical school or to become a doc-
tor. My parents were always supportive of my pursuing an 
 education; it was the means to a life of opportunity and  possibility. 
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My female role models had been mostly teachers and secretaries 
who were always supportive and helpful. Male role models, like 
our local Family Medicine doctor who lived across the street and 
the PhD agronomist who worked at the United States Department 
of Agriculture research station in town, made me feel that they 
saw potential. This gave me courage to explore and dream in an 
era when women were moving into the workplace. I was allowed 
to be curious and encouraged to do what I wanted. New places, 
new faces, new homes, new roles, and new jobs were my paths 
through undergrad, during which I was fascinated by the brain, 
the mind, and the spirit; at the end of which, I received a degree in 
Psychology. On one particular day I had a spiritual, existential 
experience in which I was spiritually guided, or “called” if you 
will, to be a healer, medical school being the path, and I was also 
“called,” at least “for a while,” to be single. The medical school 
part I was ready for; the being single for a while part, I knew was 
going to be even more challenging. Medical school, a medical 
mission trip to Africa, a 4-year residency, a one-year fellowship, 
and securing my first official job as a physician all followed. I was 
a SINGLE woman following her dream, leaving the small town 
and pursuing her calling to serve as a healer/physician. With debt 
from medical school and my undergraduate degree, finances were 
tight. During my first 2 years in practice, I rented a condominium 
with the hope and dream of 1 day being able to purchase a home 
of my own. I was determined to lay down some adult roots and 
build a more lasting community, to perhaps meet someone and 
“settle down.” Debt was a big chunk of my budget, costing more 
than my rent, but with frugal living and a financial plan, I had 
managed to save enough, for a down payment on a home, and I 
was determined to find a place that I could call my own.

Well-meaning people, friends, and even family members, how-
ever, would question, “Are you sure you want a whole house, all 
by yourself?” “Don’t you want to wait until you are married to 
buy a home?” And “Oh, by the way, when are you going to get 
going with the getting married thing, you know time is running 
out?” As if being in my early 30s time had run out for me in the 
love department and as if having a home was reserved for only 
those who had partnered or lived with someone and making it 
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clear that my lack of a romantic life partner had something to do 
with my worthiness, my deserving of a place of my choice to call 
home. I was in my mid-30s and “no spring chicken” anymore. Yet, 
in some ways, I was just getting started, 10 years behind my high 
school peers. I did not know anyone, nor did I have family in the 
new city I was moving to and I would be living alone. From my 
perspective, I had been living on my own and paying my own way 
in life since I was 19, so it did not seem like anything new to me. 
I paid my bills and was financially responsible. In fact, buying a 
home was something I saw as a long-awaited reward for all the 
years of living in various student housing situations, bug-infested 
apartments, and an apartment where the single male neighbor 
made it clearly known through the paper-thin walls that he was 
partnered and then there was the condo with toxic mold. Yes, this 
move was a well-deserved reward for my hard work and all the 
times I had kept things simple, frugal, and easily mobile. I was 
proud of all I had accomplished and the opportunities I had given 
myself especially the new position that I had secured. I was ready 
to settle down and grow some roots.

The moment I walked into the three-bedroom, three-bath house 
in a safe, gated community, with nice sidewalks for walking, a 
coffee shop, and shopping close by, I knew it was for me. It was 
not the multiunit apartment or condo with thin shared walls or the 
house I shared with two housemates in prior years as a student. It 
was all on one level, which was important, as my father uses a 
motorized wheelchair and I wanted my home to be accessible for 
my parents when they would come to visit. There were actually 
two master suites, which was perfect for them, or other friends or 
family that I hoped would come to visit and stay with me now that 
I had a home. There was a room for my home office too. It was 
lovely. My realtor felt it too, and I confidently put in a full price 
offer, having been preapproved and working out my end of the 
finances ahead of time. I was grateful that I could give myself, the 
woman in me, this special place to nest and finally call home.

It was my realtor who first had the pleasure of confronting the 
gentleman who was selling the home. Through his realtor he 
began posing many questions about me as the solo buyer. “Who is 
this SINGLE woman?” “Where is she from?” “Who is her 
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 family?” “Where is she getting the money for this, is she good for 
it?” “How can she be doing this alone, has her husband died?” He 
questioned everything, including my personal “ability” and 
“integrity” to purchase the home and especially questioned 
whether I, as a SINGLE woman, could really afford the home. He 
was told that I was a legitimate buyer. The interrogation contin-
ued, and eventually he was told that I was a newly hired, salaried, 
physician at Mayo Clinic. He again questioned whether on my 
SINGLE salary that I would be able to afford the home. With 
much ado and reassurance, he finally agreed to the sale of his 
home to me. I was overjoyed to have navigated the purchase of 
my first home, where I would stay for the next 15 years.

Approximately 3 years after moving into that home, one bright 
and cheerful spring morning, I came out the front door and to the 
driveway to pick up the newspaper. A man sitting in a red convert-
ible parked along the sidewalk, with the top down and wearing a 
baseball cap and sunglasses, seemed to watch me the entire time. 
It was unusual, as I did not recognize the car and it was a gated 
community, “so why would he be parked in front of my home,” I 
thought. I picked up the paper and as I turned to head back inside, 
he yelled out at me, “YOU must be THAT SINGLE LADY who 
bought this house from me three years ago.” I turned and said, 
“Excuse me.” I was not sure that I had heard him right and while 
he did not seem particularly threatening sitting in the car and 
making no move to exit the vehicle, he certainly wanted my atten-
tion. He repeated, yelling a little louder from the seat of his car, 
“You must be that SINGLE LADY DOCTOR who bought this 
house from me.” I said, “And you are?” He mumbled his name 
and something about being the prior owner and being curious 
about “his old place and the LADY who bought it.” Recalling my 
realtor’s interactions with him and his realtor during my purchase 
process, I did not give him much to go on and he did not seem to 
like that I was not playing the game he wanted to play, so he 
started his engine and drove off, leaving me creeped out and won-
dering exactly what his intention had been and what it was about 
a SINGLE LADY DOCTOR that so irked him and why he had the 
need to sit and yell out at me in order to “check-up on the place.” 
What or why was it for him that he would portray me in such a 
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negative way, suggesting that I could not or perhaps should not 
own a home of my own. Was it simply a matter of “sexism?” But 
why then did he emphasize the “SINGLE” nature of how he iden-
tified me? Was a SINGLE woman not deserving of a “certain life-
style?” Or perhaps it was just too much of a leap that I was all 
three  – a SINGLE WOMAN PHYSICIAN, just a country girl 
grown up and now in the city living out her spiritual calling as a 
healer. Perhaps even more importantly after this, I had to ask 
myself, “what was I making all this to mean about me, and what 
did I believe about who I am, my value in the world, and my wor-
thiness as a single, woman physician; among all the other ways 
that I could potentially be labeled?”

 The Single, Professional, Woman: The Cultural 
Landscape

The women’s liberation and feminism movements have been 
defined in part by postmaterialist values of independence and 
freedom, as well as a desire for self-actualization [1]. Prior to the 
1960s, the women’s movement was focused on the legal status of 
women, but still perceived women as part of the family unit. In the 
1960s, an emphasis on the greater empowerment of women 
occurred, but culturally it was still within the family unit. This 
was followed in the 1990s by the fuller liberation and reconstruc-
tion of gender roles, allowing women to live as they wished in 
terms of their roles within the family, in regard to their sexuality, 
and in the division of labor [2–4]. This fundamental shift toward a 
more gender-equal society places less pressure on women to get 
married and have children while also providing them opportuni-
ties to advance professionally and academically. This shift has 
allowed more women to flourish outside of the traditional marital 
relationship status and has led to a decline in relationship forma-
tion and sometimes even to prioritizing career over family [5, 6].

The US Census Bureau reports that in 2016, 110.6 million 
adults (45.2%) were divorced, widowed, or never married, out of 
252 million people over the age of eighteen. In addition, the typi-
cal adult spent more years unmarried than married, and more than 

9 Going It Alone: The Single, Unmarried, Unpartnered, Childless…



222

35 million lived alone. 53.2% of unmarried US residents age 18 
and older were women, 46.8% men. Those who had never been 
married were 63.5%, divorced 23.1%, and widowed 13.4%. There 
were 88 unmarried men age 18 and older for every 100 unmarried 
women in the United States. 59.8 million households (47.6%) 
were maintained by single women and men and of these 35.4 mil-
lion (28.1%) households were maintained by those living alone. 
The number of unmarried-partner households in 2015 was 7.3 
million, of which 433,539 were same-sex households. Perhaps of 
interest also is that 39.6% of voters in the 2016 presidential elec-
tion were unmarried, and 87.5% of those 25 and older who were 
unmarried had completed high school or more education [7].

A 2017 Pew Research Center survey showed that only 23% of 
previously married adults, and 58% of those who never married, 
expressed a desire to marry [8]. In other words, a substantial pro-
portion of never-married adults do not want to marry, and even 
more divorced and widowed individuals do not want to remarry. 
Culturally, around the world today, a greater number of adults are 
intentionally choosing to remain unpartnered and single. These 
singles are a growing demographic with unique challenges.

Interestingly, it has been traditionally thought that those who 
marry are happier. However, Bella DePaulo, PhD, in a review of 
18 studies, found that people generally become no happier after 
they get married [9]. They may at best become a bit more satisfied 
with their lives around the time of the wedding, but then go back 
to feeling about as satisfied (or dissatisfied) as they were when 
they were single. This pattern is the same for men and women. 
Marriage does not, therefore, result in significant increased bene-
fit in long-term measures of well-being over those who remain 
single. Similarly, her review also found that both married men and 
women become more and more dissatisfied with their relationship 
over time [9]. The cultural idea that married persons are happier 
may be simply a myth. People who have always been single are 
not very different in health or happiness from those who have 
been continuously married. The globally growing number of sin-
gles, both men and women, especially those leading fulfilling 
lives, is challenging traditional cultural belief systems around the 
topic of marriage.
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Women physicians are among those challenging traditional 
relationship norms. Along with others who pursue professional 
levels of education and compared to nonprofessional women, they 
are known to often experience a delay in or be of older age at the 
time of marriage [10, 11], thus remaining single for a more 
extended period of time. The emphasis on obtaining an advanced 
level of education influences the balance between relationship 
building versus career development [10]. In a follow-up to a study 
showing that three times as many female plastic surgeons were 
unmarried compared with their male colleagues, a 52-question 
survey was sent to all female members of the American Society of 
Plastic Surgeons. Seven hundred and twenty-nine questionnaires 
were sent via e-mail and responses were anonymous. Response 
rate was 34% (n-250) [11]. Respondents were either married 
(64%), engaged (2%), in a “serious” relationship (11%), or not in 
a committed relationship (23%). Of unmarried respondents, 56% 
wanted to marry, 44% did not wish to marry, and 42% had delib-
erately postponed marriage. The most frequently cited reasons for 
being single were perceived lack of desirable partners (45%), job 
constraints (14%), and personality differences (13%). Female 
plastic surgeons who married later than 36 years of age were more 
likely to choose a spouse with a lower income, less education, and 
lower financial success compared with those who married at a 
younger age, thus going against the traditional roles within mar-
riage. This demonstrates that even women physicians who do 
marry, but at a later age, often defy social norms of culturally 
traditional relationships [12].

The Medscape Physician Lifestyle and Happiness Report 2019, 
a survey of 15,069 physicians across 29+ specialties who practiced 
in the United States between July 27 and October 16, 2018, indi-
cates that 7% of physicians are single, 81% are married, 4% live 
with a partner, 6% are divorced, and 1% are widowed [13]. A retro-
spective analysis of surveys conducted by the US Census 2008–
2013 comparing the probability of ever being divorced among US 
physicians with other health-care professionals, lawyers, and non-
health-care professionals is shown in the table below (Fig. 9.1). It 
indicated that physicians had the lowest prevalence of divorce 
among the professions studied, but still a 24.3% prevalence of 
divorce. In addition, physicians were found to be less likely than 
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those in most other occupations to divorce in the past year. Among 
physicians, divorce prevalence was higher among women (odds 
ratio 1.51, 95% confidence interval 1.4–1.63). Stratified by physi-
cian’s sex, greater work hours were associated with increased 
divorce prevalence only for female physicians [14].

 Single: Why Does It Matter?

One can be legally single or socially single, though the two often 
overlap. To qualify as being legally single, one can have never 
married, be divorced, or widowed. Being socially single or cou-
pled, however, is often what matters most culturally, especially in 
a culture where being partnered or married is glorified, and in fact 
where those who are married have been shown to be perceived 
quite differently from those who are single [15]. Evidence of this 
bias can be seen in a study of 1000 undergraduate students, who 
rated married people more likely than the single to be mature, 
stable, honest, happy, kind, and loving. Married people were 
described as caring, kind and giving almost 50% of the time, com-
pared to only 2% of the time for singles [15]. Singles were more 
often called immature, insecure, self-centered, unhappy, lonely, 
and ugly. On the positive side, the singles were also noted to be 
independent. When undergraduates and community members 
were asked to rate descriptions of single and married people that 
were otherwise equal in their description, other than for the sin-
gle/married status and age of either 25 or 40, all groups rated the 
singles as less socially mature, less well-adjusted, and more self- 

Prevalence of Divorce Among Various Professions (US Census 2008-13)

Physicians 
Dentists 
Pharmacists 
Nurses 
Healthcare executives 
Lawyers 
Other non-healthcare professionals 

24.3% 
25.2% 
22.9% 
33.0% 
30.9% 
26.9% 
35.0% 

(CI 23.8-24.8%)
(CI 24.1-26.3%)
(CI 22.0-23.8%)
(CI 32.6-33.3%)
(CI 30.1-31.8%)
(CI 26.4-27.4%)
(CI 34.9-35.1%)

Fig. 9.1 Prevalence of divorce among various professions [14]
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centered and envious than the married people (though again more 
independent and career oriented). The differences were even more 
accentuated when the targets were described as 40 years old ver-
sus when described as 25 years old [12, 16].

 Singlism: Stereotypes, Stigmas, and Discrimination

Singles today face a cultural perceptual stereotyping and stigma-
tizing, which when internalized and normalized in the culture can 
lead to negative social, educational, economic, and legal connota-
tions for going solo, whether after divorce or death of a spouse or 
simply in the setting of choosing to or remaining single in the first 
place. Marriage is culturally glorified and hyped up – a phenom-
enon termed “matrimania.” It is a cultural assumption that cou-
pling is the key to happiness and is the path to a rewarded, 
rewarding, and meaningful life.

Bella DePaulo, PhD, over a decade ago, coined the term “sin-
glism,” which has yet to appear in the Merriam-Webster diction-
ary. Singlism refers to the stereotyping, stigmatizing, and 
discrimination against people who are single. It does not mean 
simply being single.

• Stereotype = a widely held but fixed and oversimplified 
image or idea of a particular type of person or thing

• Stigma = “blemish” or “mark” in ancient Greek culture, 
a visible tattoo or burn on the skin of traitors, criminal, or 
slaves that readily identified them as morally inferior, to 
be avoided or shunned

• Stigmatized = to be described or regarded as worthy of 
disgrace or great disapproval, to set some mark of dis-
grace or infamy upon, or to be marked with stigmata

• Discrimination =  the unjust or prejudicial treatment of 
different categories of people or things, especially on the 
grounds of race, age, or sex. Recognition and under-
standing of the difference between one thing and another
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Table A: Archetypes of the feminine
• The victim
• The maid
• The martyr
• The diva
• The slave girl
• The princess
• The prostitute/whore/ho
• The wild woman
• Wonder woman
• The Amazon/crusader
• The father’s daughter/daddy’s girl
• The nurturer
• The good wife
• The librarian
• The butch
• The dyke

“Singlism” is interesting in that it is a “non-violent, softer form 
of bigotry than what is often faced by other stigmatized groups 
such as African Americans or gay men and lesbians” [3]. Its 
impact however is far reaching, in that most people, even singles 
themselves, are unaware of the prejudice, or that singles are stig-
matized at all. It is often considered acceptable and not meriting 
protection, or is in fact officially sanctioned, when a single person 
is targeted [12, 17–19].

An example of the way current cultural perceptions promote 
stereotypes and stigmatize women is in the use of language. 
Traditional linguistic labels or archetypes used to describe women 
are noted in Table A and those specifically reserved for the single 
woman are in Table B below [20–24]. These terms, when used, 
can be meant to, and have the intention of, placing the woman or 
single woman in a negative light.
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• The sweetie, sweetheart, honey
• The good girl
• The girl next door
• The waif
• The free spirit
• The damsel in distress
• The lady
• The maiden
• The sophisticate
• The ingenue
• The gamine
• The bohemian
• The coquette
• The seductress
• The femme fatale
• The sensualist
• The siren
• The matriarch
• The mother
• The matron
• The boss
• The huntress/warrior
• The wise woman
• The sage
• The mystic
• The lover
• The cosmic goddess
• The enigma
• The prophetess
• The inspirational muse
• The survivor
• The queen
• The empress
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Table B: Archetypes of the single woman
• The bachelorette
• The spinster
• The old maid
• The cat lady
• The cougar
• The bachelor girl
• The unattached female
• The goody-goody
• The lone woman
• The lonely woman
• The prig
• The prude
• The unwed
• The unmarried woman
• The unpartnered woman
• The childless woman

Singlehood is frequently viewed negatively by society and 
individuals, especially singleness among women [25–27]. 
Negative images of singles in media and literature perpetuate the 
“undesirable” nature of singles [28]. Children are socialized and 
educated to marry and build stable family units [29, 30]. The 
internalization of this discrimination, stigmatization, and stereo-
typing creates negative social, educational, economic, and legal 
connotation for those considering going solo after divorce or 
death of a spouse or simply choosing singleness in the first place 
[18, 19, 31]. By analyzing data from the European Social Survey, 
Elyakim Kislev, PhD, was able to determine that unmarried peo-
ple experience 50% more discrimination than married people 
[32]. He states that “unlike other disadvantaged groups, singles 
often go unprotected from prejudice, frequently because single-
hood is not viewed as meriting protection.” Additionally, “the 
expectation that others are either married, or if not, do not want to 
be single are two assumptions so heavily normalized that those 
guilty of singlism are unaware they are abusing singles.” Stigma 
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is increased for the single woman compared to the single man [33, 
34] and is also more prevalent among traditional, religious, and 
socially conservative individuals who place high importance on 
family formation [35]. Single mothers, the single woman com-
bined with child-rearing, is the most extreme deviation from the 
traditional family norm [36].

The single, woman physician values independence and indi-
vidualism, which along with an advanced education and the finan-
cial means, allows today’s single woman to support not only 
herself but also a potential partner or spouse, children, or even 
other family members. The stigma associated with being a single, 
“spinster,” outcast, or outsider is certainly not as strong as it once 
was. It nonetheless remains present and does come with its own 
unique set of cultural challenges and need for strategies and solu-
tions in order to create, develop, and maintain a happy, meaning-
ful, and fulfilling life.

 Going It Alone: The Solo Life

 Work–Family–Life for the Single

Work–life balance, or the updated term work–life integration, is 
still in many ways thought of as work–family balance. The phrase 
implies that the busy and overburdened, emotionally, physically, 
and mentally exhausted worker has to balance work with family 
responsibilities. The concept however takes on a much different 
character when the single person/employee is considered. This 
individual faces the responsibility of managing house and home, 
perhaps parenting and coordinating the care of children or the 
care for a parent or other extended family member, without the 
help of a partner. They in fact “do it all,” and they do it all alone. 
In fact, because of their role within traditional families, singles 
are actually more likely to be seen as the “flexible” member of the 
family or asked to take on the role of caregiver within their 
extended family. They are subject to these added perceptions and 
demands and thus have greater potential for overwhelm and burn-
out at the hands of the multiplicity of roles and responsibilities 
they are asked to or volunteer to take on.
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Along with being perceived as able to take on additional respon-
sibilities within their immediate or extended families, singles are 
also perceived by their workplaces as having more flexibility, abil-
ity to contribute, and potentially fewer distractions from work or 
career responsibilities. This perception of singles by the workplace 
can lead to discrimination for men or women, related to their mar-
ital status, or singlism, at work. For instance, the perception or 
assumption that the singles’ life is more flexible may manifest as 
being asked to work overtime more frequently or expected to travel 
more often and take vacation at times when colleagues with part-
ners or families wish to be with their families for holidays or reli-
gious celebrations. In the context of the practicing physician and 
healthcare, these examples can translate into being asked to per-
form additional shifts or on-call responsibilities, performing cov-
erage for holidays or days of religious celebrations. The assumption 
again being that those that are partnered, those with “families of 
their own” (i.e., children), and other child-care- related responsi-
bilities take precedence over a single adult employee’s need for 
leisure time, vacation time, or time with their own “family.” Singles 
may feel pushed to abandon their own personal priorities, work 
harder, and surrender their own leisure activities, which in light of 
the data regarding what actually helps the single person find well-
being and happiness, as described later in this chapter, serves as a 
direct inhibitor to finding work–life balance.

 The Solo Experience

Psychologist Abraham Maslow’s paper entitled “A Theory of 
Human Motivation,” published in 1943, relays a theory describing 
a hierarchy of human needs (Fig. 9.2). The theory describes the 
pattern through which human motivations generally move and 
implies that in order for motivation to occur at the next higher 
level, each lower level must be satisfied within the individual 
themselves. The most basic of needs are those that are “physio-
logical,” which when met allow for the development of “safety,” 
followed by “belonging and love,” then “social needs or esteem,” 
and finally “self-actualization” [37].
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When individuals feel secure (safe, financially stable, sup-
ported in culture/community), they desire to try new things, 
express their unique voice, and self-actualize by fulfilling their 
potential [38, 39]. Postmaterialism, a term coined by Ronal 
Inglehart in his book The Silent Revolution: Changing Values and 
Political Styles Among Western Publics, outlines a shift in values 
from those of physical security and economic growth, identified 
as materialist values, to those of high quality of life, creativity, 
environmental protection, freedom of speech, and human rights in 
the 1970s [39]. This coincided with the shift in the legal status and 
role of women within the family unit and later the ability of 
women to live as they wished and to challenge the roles of family, 
sexuality, and labor division [4, 40].

Postmaterialistic values of fun, freedom, creativity, and trying 
new things correlate with levels of education, health, wealth, sec-
ularism, and social activity. Singles, cohabitators, and divorced 

Safety needs:
security, safety

Physiological needs:
food, water, warmth, rest

Belongingness and love needs:
Intimate relationships, friends

Esteem needs:
Prestige and feeling of

accomplishment

Self-
actualization:
achieving one’s

full potential,
including creative

activites

Self-fulfillment needs

Psychological
needs

Basic needs

Fig. 9.2 Maslow’s hierarchy of human needs
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people score higher on all these variables, while the never married 
are a mixed bag: they value fun and freedom more but score simi-
larly to the married group on creativity and trying new things [41].

Postmaterialism values, while more commonly held by single 
people, do not necessarily lead those individuals to a higher state 
of happiness. The emphasis on freedom actually increases compe-
tition, stress, and inequality. There can be a constant focus on or 
consumption with the instability of solo life and the desire to 
relentlessly experience new things. The stigma surrounding sin-
gles remains, with their individualistic values being seen as self-
ish, desperate, and sad, but also immature, self-centered, and 
unhappy. They continue to face more harsh social exclusion and 
discrimination, being perceived negatively by both social institu-
tions and individuals, even if they overcome the economic, psy-
chological, and behavioral difficulties associated with being 
unmarried and the cost of freedom and uncertainty [9, 26, 42, 43].

Singles who are happy with their single status have been shown 
to be more negatively perceived than singles who are unhappy 
with their singlehood and who would like to become coupled [44, 
45]. Singles by choice are seen as individuals who are rebellious 
and go against tradition or mainstream society, drawing criticism 
as a result, while those who are single by circumstances are typi-
cally seen as unfortunate and in need of help in order to find their 
sole mate. Evidence from multiple sources also suggest that 
choosing to go solo comes with significant negative costs in terms 
of economic, psychological, behavioral, and physical aspects of 
life [46–48]. In what remains a traditional culture, significant 
advantages and benefits remain for those who choose marriage 
when it comes to finances, mental health, physical health, and 
general well-being [49–57].

In this postmaterialistic values system where the pursuit of free-
dom and self-actualization is of greater priority for solo individuals, 
there may come a point where unless they have also met their lower 
needs of human interaction and emotional satisfaction, that they may 
experience an imbalance. The constant pursuing of self-actualiza-
tion through pursuit of new experiences, while neglecting the need 
or the nurturing of their elementary emotional needs, similar to the 
workaholic, leads to an imbalance and a decline in well-being.
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To the opposite effect however, the postmaterialistic values 
benefit singles in the sense that they are free to create more joy in 
their lives, on their own terms, and without relying on someone 
else to provide it for them. The happy single person (widowed, 
divorced/separated, or never married) appears to be happy in part 
because of their placement of high value on freedom, fun, creativ-
ity, and trying new things. These values do appear to help protect 
the single against the stereotypes, stigmatization, and discrimina-
tion they encounter. They are less likely to compare themselves to 
others and society and free themselves from the negative judg-
ment by others [42, 57]. Singles who are successful embrace the 
concept of being in integrity with one’s self, creating a safe, 
belonging, worthy, and loving relationship with one’s self that 
minimizes or eliminates the need for external validation, atten-
tion, or affection. They reinvent for themselves what it means to 
be loved, to have companionship, via the curation of “alternative 
families” and arrangements [57, 58]. Evidence also indicates that 
singles may improve their well-being by engaging in leisure activ-
ities, such as running or other solo sports, as a means to develop 
themselves as well as to foster social connections [59, 60]. Outside 
of work, singles can also try new things such as joining social 
clubs, taking classes, adventure travel, or even participating in 
coaching, counselling, or psychotherapy in order to foster a 
greater level of happiness and build their own network or culture 
that promotes a sense of well-being for themselves.

 Doing Life Alone

The increasing population of adults that are single and the new and 
increasingly popular choice of intentional singlehood are becoming 
more apparent. Many singles thrive as they take themselves by the 
hand and navigate life and sometimes even rebelliously confront 
the traditional cultural stereotypes, stigma, and outright discrimina-
tion they encounter as a single person [12, 58, 61, 62]. The strate-
gies and practices singles use to “thrive” have yet to be fully 
explored, but the following strategies provide some insight into 
how singles successfully navigate their journey through life.
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Awareness Singles are themselves becoming more aware of 
their own stigmatization, by society, whereas in the past they have 
been largely unaware of how traditional perceptions and values, 
which they too have believed, have led to decreased self-esteem, 
diminished sense of self-worth, and decreased levels of happi-
ness. Happier singles are those who are aware of the social pres-
sure they experience, which can come from even within their own 
families, let alone from the sociocultural system at large [63]. 
Creating greater awareness by sharing their experiences, both 
positive and negative with family, friends, communities, and 
workplaces, will help others to understand the special experi-
ences, challenges, and obstacles that singles face.

Positive self-perception, self-confidence, optimism and feeling 
valuable For those who are or who have made the choice to 
remain single for longer and who tend to be more individualistic 
than others, the construction of a positive self-perception and 
interpersonal self-perception results in a hopeful outlook and 
increased well-being [64–66]. Feeling good about oneself, via a 
positive self-image, self-confidence, and having assurance in the 
choice to be single, melds one’s positive self-perception and one’s 
reality. For the unmarried person, having a positive self- perception 
improves one’s measure of happiness by close to 30% and includes 
those who have been divorced or widowed [67]. This helps to 
combat the many people around singles who offer criticism, 
undermine self-confidence, and contribute to negative self-image, 
sometimes without an understanding of the consequences of their 
words or actions.

In research performed by and reported by Elyakim Kislev, 
PhD, in his book, Happy Singlehood, The Rising Acceptance 
and Celebration of Solo Living, singles who feel secure, less 
worried, valuable, and accomplished (through work, hobbies, or 
friends) also tend toward improved levels of happiness [68]. In 
addition, he finds that holding an optimistic view offers the 
 single person about 35% more happiness than those without it. 
His studies indicate that optimism actually plays a greater role 
in producing measures of happiness experienced by the single, 
in comparison to that of the happiness experienced by married 

K. S. Paynter



235

individuals [68]. He notes that singles have a greater likelihood 
to be friendly, less materially focused, receive more meaning 
from their work, and gain more from participating in interesting 
or challenging work than married persons. Feeling accomplished 
and valuable helps all singles gain in the scale of happiness 
compared to married people, because singles largely derive 
meaning from outside of the nuclear family and it increases their 
self-worth. Income, level of education, and family support also 
contribute to increased levels of happiness, while religiosity has 
mixed effects on the single person’s experience, sometimes 
boosting and sometimes lowering it [68].

Choosing single-friendly environments An obvious way that 
singles will self-protect is to avoid negativity and situations or 
surroundings in which singlehood is singled out, stigmatized, or 
discriminated against. Surrounding oneself with friendly environ-
ments, workplaces, and networks that provide opportunities to 
connect with others is especially important to the single person. 
Singles supporting other singles within these networks and self- 
chosen “families,” and even in more communal living spaces 
where people gather to share, engage in meaningful relationships, 
and gain social capital, are also challenging the culturally tradi-
tional marriage-family-centered lifestyle.

The traditional “family values,” of many religious institutions, 
can also marginalize singles. This can result in many of them 
abandoning their participation in the corporate activities of their 
local faith community. Among various religious communities in 
the United States, how to address the single life has been a press-
ing topic for which specific action plans aimed at addressing the 
needs of singles have been aimed [69]. For singles who place a 
high value on developing a higher spiritual connection and who 
have an active spiritual life, finding a community that normalizes 
their single lifestyle and minimizes singlism and matrimania will 
improve their self-esteem and overall level of well-being [12]. 
Others may focus their spiritual energy in other ways, such as 
volunteer work, launching ministries or nonprofit organizations, 
obtaining further education, or helping in the finance of neighbor-
hood or community efforts and supporting others by prayer.
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Directly pointing out the presence of singlism Pointing out 
when people (family, friends, colleagues) say things like, “Oh, 
are you still single? Haven’t found anyone yet?” is a good first 
step. The appropriate response will depend on the relationship 
that exists with the person making the offensive comment. 
Unless we bring awareness to the cultural perception that 
assumes that everyone “should” strive toward being partnered in 
some way, then the stigma will continue. Everyone should take 
personal responsibility to reduce the stigma aimed at singles, 
working to build a culture that no longer excludes or opposes the 
interests of single individuals. After all, in this life, we are solo 
travelers. As one woman in her blog states, “As singles, we know 
more than anybody else that the true independence is actually 
interdependence. We can use this to work for a more compas-
sionate society – and ensure that the increasing numbers of sin-
gles are taken care of no matter what they do for a living or how 
old they are, even when they choose to remain single for their 
whole life” [70].

Empowering oneself Empowering oneself by the adoption of a 
positive view about one’s single status as a situation, learning to 
be comfortable single, and viewing the single relationship status 
positively, versus perpetuating the thoughts and feelings of being 
neglected or unattractive, is of significant benefit to the single per-
son. This attitude may also be a useful reframing for the single 
person who desires to be partnered, but for singles who are single 
by choice, happy with their single status, and not currently look-
ing for a partner, self-empowerment also buffers the social scru-
tiny that they typically face. As they defy social norms, singles by 
choice are deemed to be more miserable and lonelier than those 
who are single by circumstance, the latter being viewed as more 
mature and sociable [44, 71, 72]. Empowerment for singles in the 
form of reading books promoting positive thinking, attending a 
course, participating in a workshop, taking a consulting session, 
and establishing a support network shows evidence that they can 
improve the single person’s happiness and enable them to face 
social tensions and discrimination [73].
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If today’s children are less likely to see marriage or partnership 
as a relationship aspiration and will likely spend a longer portion 
of their adult lives single, education and empowerment of our 
children should include the basic survival skills for how to be, 
thrive, and live happily in a state of singlehood.

 Beyond Going Solo: What Makes Being Single 
Hard?

 The Challenges, Obstacles Beyond the Social 
Stereotyping, Stigmatizing, and Discrimination

 Isolation, Loneliness, and Solitude
In 1965, 72% of all adults aged 18 and older were married. Today 
it is about 50% [74]. Being and living life as a single person does 
present certain challenges. Most studies show that one of the 
prime reported advantages of being married is the human com-
pany and reliance found in a marriage. The institution of marriage 
is seen as a means to prevent long bouts of isolation which are 
also known to reduce any individual’s well-being [75, 76]. It is in 
this realm of the emotional challenge of singlehood that we find 
one of the biggest obstacles to curating a happy single life. The 
feelings of isolation and of loneliness can grip the single in times 
such as waking up alone on a weekend morning or going to bed 
alone at the end of a busy week; going to a movie alone; going to 
church, synagogue, or other communal social event alone; repeat-
edly sitting at a table meant for two or more alone for a meal; 
celebrating a birthday, work, or personal achievement alone; or 
simply sitting in front of the TV alone without the presence of 
another to help pass the time or to fulfill that basic desire and 
healthy need we all have from our infancy for human contact. 
Other emotions that singles may commonly express include fear 
of being alone, inadequacy, and vulnerability. How does a single 
person address the fears of and the actual reality of being alone, 
the feeling of isolation or loneliness that inevitably shows up from 
time to time, or perhaps is a more constant companion for those 
who are in-waiting and truly desire to be partnered?
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Studies show that it is actually the fear of aging alone and 
dying without anyone at our bedside that is one of the most com-
mon and deeply ingrained reasons for getting married [77, 78]. 
Being alone versus the emotion of loneliness is certainly a 
dynamic experienced in the single person’s life. Loneliness is 
defined as “a discrepancy between one’s desired and achieved lev-
els of social relations” and “may concern the number of relation-
ships or the level of intimacy in the relationship” [79, 80]. 
Loneliness must be separated conceptually, however, from social 
isolation. Social isolation refers to the objective state of having 
minimal contact with other people, whereas loneliness is the per-
ception of isolation or neglect and is not reality [81, 82].

Four strategies, identified through his interviews with older 
singles, are described by Elyakim Kislev, PhD, as being used to 
adapt to being single and the mechanisms behind their happiness 
[83]. These include:

 1. The ability to look back and gain control over the circum-
stances that led to being single

 2. Making effort to shift from the fear of being lonely when I am 
old to making a clear distinction between solitude and loneli-
ness and patiently curating a practice of enjoying solitude

 3. The ability to foresee possible emergencies and to prepare 
accordingly, taking control of such unpredictable situations, 
such as the practical measures of managing physical, fiscal, 
and other responsibilities

 4. Adjustment in self-identity in order to deal with the societal 
pressures and prejudices, especially as they relate to the stig-
matization of long-term singleness. The development of posi-
tive self-identity, a practice of optimism, focusing on their 
equality, and building strong social networks

 5. The construction of alternatives to intimate relationships, 
through building social capital and alternative “family”

The internal, mental dialogue of thoughts with which one 
speaks to or questions oneself, as a single person, can be a battle-
ground that must be mastered. Thoughts or beliefs that reinforce 
the traditionally held stigma and stereotypes about singles are 
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often part of the single person’s internal dialogue, having been 
conditioned by culture over long periods of time. Recognizing 
when these beliefs arise, shedding light on them and calling them 
out for what they are, is the first step to creating awareness. 
Changing those thought patterns and replacing them with new 
beliefs about what it means to be single is a powerful process. The 
transition from thoughts and fears of being or going it alone, 
being lonely, and not good or worthy enough can be changed into 
thoughts in which the single person develops an appreciation for 
their privacy and time to devote to solitude or to meaningful and 
fulfilling activities of their choosing. These new mental frame-
works and beliefs have a powerful downstream effect on the emo-
tional experience of the single person, having great power to 
affect the ways in which the single person shows up in the world 
and the way in which their life either thrives and flourishes or not.

 The Importance of Social Capital

Social capital is understood as “the norms and networks facilitat-
ing collective action for mutual benefit” [84]. It refers broadly to 
effectively functional social groups and includes interpersonal 
relationships, a shared sense of identity, a shared understanding, 
shared norms, shared values, trust, cooperation, and reciprocity 
[85].

Social capital is of particular significance for singles [86], as 
outlined in the following five reasons:

 1. Singles derive more happiness from social capital because they 
meet more diverse people and engage in a wider variety of 
activities. They have a diverse set of confidants and create 
stronger core networks in which they experience less isolation 
than married peers [87, 88].

 2. Whereas couples participate in increasingly uniform and 
conformist social activities, singles are more flexible and 
become ever more adept at constructing social frameworks 
that cater to their needs, while remaining flexible and open to 
change [89].
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 3. Singles are more attentive to social relationships and make 
them central to their lives. They focus on a wider sphere of 
family and friends [90].

 4. Singles utilize modern technology to facilitate and maintain 
their social capital and to make it more efficient [91].

 5. Markets have adapted to the rise of singlehood and new prod-
ucts, services, and living arrangements targeting singles, such 
as community spaces in condominiums to facilitate the devel-
opment of social ties [92–94].

Maintaining social capital has been found to be a direct predic-
tor of well-being and has strong correlation with greater life satis-
faction, involvement in clubs, nonpolitical societies, and 
noneconomic organizations [95–99]. Religious social capital, 
such as measured by attendance at church, is also positively asso-
ciated with well-being [100]. Social capital has been shown to 
contribute to the development of greater awareness, improved 
health via physical training, increased economic support, and an 
improved ability to deal with stress [101, 102]. Additionally, it has 
been shown to decrease anxiety and increases motivation to lead 
an active and healthy lifestyle [103].

Singles who proactively and creatively pursue the develop-
ment and maintenance of social networks and who intentionally 
cultivate social capital via participation in social activities (volun-
teering, social clubs) and social meetings (visiting friends or fam-
ily) do so to the benefit of their happiness, life satisfaction, and 
well-being [104]. In addition, they enjoy greater resilience in the 
face of adversity and receive support found in the midst of and 
after divorce, or in the midst of single parenthood [57, 105, 106].

Singles do not all want to be partnered, but they do want to be 
included and are willing to extend themselves to others in recog-
nition of our common human condition. Singles spend time and 
energy building their own social networks by participation in 
social meetings and activities (volunteering, civic organizations, 
charities, clubs), nurturing these relationships as central to their 
lives, much like couples turn inward and focus on their relation-
ships. Singles often form more diverse, flexible, sophisticated, 
and efficient networks. Their wider sphere of confidants is held in 
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high esteem, like a nonromantic, nonsexual network of people 
who serve as the safety net of connection singles desire and that 
can be relied on.

 The Physical and Material Challenges 
of Singlehood

It is not just the emotional, mental, or social challenges that sin-
gles navigate, but also the actual physical and material challenges 
of living life solo. As a Physical Medicine and Rehabilitation phy-
sician, I am routinely using physical functional assessment tools, 
such as the Functional Independence Measure (FIM) (Fig. 9.3), to 
assess a patient’s level of function as it relates to various activities 
of daily living (ADLs) and instrumental activities of daily living 
(IADLs) [107–112]. These physical, cognitive, communication, 
and behavioral realms are assessed in the setting of a patient’s 
specific medical diagnoses. These measures provide a more 

Instrumental Activities of Daily Living (IADLs)

Cleaning and maintaining the house
Managing finances
Community Mobility
Preparing meals
Shopping of groceries and necessities
Taking prescribed medications
Using the telephone or other form of 
communication
Care of others
Care of pets
Child rearing
Communication management
Health management and maintenance
Home establishment and maintenance
Religious observances
Safety procedures and emergency responses

Functional Independence Measure -
Activities of Daily Living (ADLs)

Self-Care
 Eating
 Grooming
 Bathing
 Dressing –Upper Body
 Dressing –Lower Body
 Toileting
Sphincter Control
 Bladder
 Bowel
Transfers
 Bed, Chair, Wheelchair
 Toilet
 Tub, Shower
Locomotion
 Walk / Wheelchair
 Stairs
Communication
 Comprehension
 Expression
Social Cognition
 Social Interaction
 Problem Solving
 Memory

Fig. 9.3 Functional Independence Measure (FIM)
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 objective description in regard to a person’s capability to perform 
various tasks. In rating the task, the level of function is described 
as independent, independent with some type of aide or equipment, 
or some version of dependent, which can vary from requiring only 
supervision for safety to completely dependent on the assistance 
of another in order for the task to be completed. Some activities 
are deemed necessary for fundamental functioning in life and 
other tasks are not necessary but if able to be performed allow an 
individual to live independently in a community. These are the 
essential tasks for living, and when the busy professional, who 
dedicates their time to the care of others or their business, is 
unable to do these tasks on their own, they will need to at least be 
able to manage or delegate them in a way that allows for their 
completion.

Vignette: At this very moment, on a Saturday morning, I am 
not only sitting at my dining room table working on writing this 
chapter, but also am processing a third load of laundry through 
the separate/wash/dry/fold/put away process. My workout this 
morning was followed by my centering prayer/mindfulness/
meditation practice. I have made arrangements with my parents 
to have dinner with them tonight, necessitating travel 20 min in 
each direction. My dog sitter is out of town next week, so I have 
also coordinated with my mother to watch my dog through that 
time, and I need to make sure that I pack up everything she will 
need to spend a week away from home. I sent a message to a 
friend regarding an exciting event she had planned for her busi-
ness this weekend, offering my support, encouragement, and 
congratulations. I spoke to a family member with a recent medi-
cal issue. I called my 98-year-old grandmother and bought and 
sent birthday cards/gifts to my two nieces who live out of state, 
for their respective upcoming birthdays. I turned down an invita-
tion to a social event for tomorrow, choosing instead to honor 
my spiritual practice of attending church and participating in my 
faith community. Tomorrow, I will also stop at the grocery store 
to purchase food and supplies in preparation for the next week 
and put those items away upon returning home along with doing 
some food prep work so that healthier meals are more readily 
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available. I will attend to the delivered mail, the monthly 
finances, and e-mail communications. The air conditioner in my 
home has been not working well, necessitating a total of 12 
phone calls and 4 in person visits thus far in the last 2 weeks and 
is still not working correctly and for which I tentatively have a 
service appointment for early next week, which will require that 
I coordinate with someone to be available to let them in, as I 
have a full schedule in the clinic and hospital coverage. I need to 
make flight and hotel reservations for an upcoming work trip 
and find someone who can sit and wait and drive me home after 
an upcoming colonoscopy. The plants in my house look droopy, 
as I look at them now, and at some point, they will need some 
“TLC” (i.e., water) this weekend too. Whew, so much for the 
weekend.

 Time and Energy

We all have time (24 h, 1440 min, 86,400 s per day) and energy to 
give to each day. The way we think about, organize ourselves 
around, and prioritize our use of time and energy will depend on 
many factors. For the single, woman physician with extended and 
often irregular work hours, overnights, weekends, and on-call 
responsibilities, and limited time for out of work activities, the 
time and energy spent managing and engaging in life has to be 
strategic. Can I also give a special shout out to and special recog-
nition for the single physicians (women and men), whether by 
choice or by circumstance, who are also parenting children or 
caregiving for a parent or another extended family member or 
even perhaps caring for a friend in a time of need?

While it would be nice to have a personal chef and personal 
assistant or concierge service to help in our personal lives, and 
this type of service is becoming more readily available and 
frankly more necessary, single women physicians have typically 
had the responsibility of doing it all and doing it all alone. A list 
of activities and responsibilities on the home front, each requir-
ing management to make the rest of life and going to work even 
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feasible, is noted in the table below [112]. For the single, there 
is no partner with whom to split or share the tasks of running a 
home or having the semblance of a social calendar. While one 
may not perform the actual tasks themselves (i.e., pool care), 
these tasks require at least a measure of time for supervision, 
monitoring, and management. In my personal experience, it is 
amazing sometimes how challenging it is, and what a special 
effort it takes, to be able to enjoy the simple act of sitting down 
at a table to eat a healthy home-cooked meal, even if that meal is 
just for me.

A Single’s Work (at Home) [113]

• Child care, parenting, school events/parties, athletic or 
club activities

• Pet care
• Laundry
• Grocery shopping
• Food/meal preparation
• Housekeeping
• Yard care
• Pool care
• Exterminator (monthly)
• Termite inspector (yearly)
• Car care
• Appliance maintenance (i.e., A/C filter changes)
• Appliance repair service appointments (i.e., twice-yearly 

A/C – heat systems service)
• Management of finances
• Time for personal shopping
• Houseplant care
• Gift and card buying
• Travel planning and associated coordination
• Celebration and social event planning and associated 

coordination
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These necessary tasks can end up taking a majority of the single 
person’s time when away from work. Some tasks may even need to 
be attended to during work hours. The time and energy required for 
management of these activities can end up leaving very little actual 
time to engage in true restorative, leisure activities, limiting the 
time to relax or the energy to enjoy the important process of build-
ing a supportive social network. If supportive and helpful extended 
family are available, keeping these relationships close is vitally 
important for the single person, as it is these individuals on whom 
the single will call for help when in times of need. Those singles 
who truly are living solo without the support of family locally, 
must strategically prioritize their time and energy in order to attend 
to these tasks. They must also prioritize time for self-care and for 
nurturing trusting relationships that become “like family” in order 
to achieve at least a measure of work–life integration.

 When the Single Is Sick

What happens when the single person gets sick, has an accident, 
needs a surgery, or suffers immobility, disability, or job loss? Who 
helps the single person in their time of need? Those in partnered 
relationships, and even more so those with a partner and children, 
are culturally assumed to be better off when it comes to times 
when one needs physical assistance in the setting of illness, immo-
bility, disability, or job loss. There is an assumed “safety net” of 
guaranteed help in times of need. Marriage doesn’t necessarily fix 
this problem as it is noted that following the loss of a job, there is 
an increased risk of also losing a marriage. It is also well noted that 
people with a disability are 42% more likely to be divorced than 
those without a disability, perhaps for the burden that a disability 
puts on the relationship and the ability of the spouse to provide the 
expected support and attention required [95, 114, 115].

Single or married, we all need a little help from our family/
friends, at least every once in a while. The simple act of opening a 
jar needed for the evening meal’s recipe, which if unable to be 
opened and necessitating and block long search for a neighbor to 
help, can make a single woman feel completely frustrated, iso-
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lated, alone, and even helpless, when all she wants to do is make 
dinner after a long day at work. Packing up and moving out of your 
home and the comfort of your own bed and into your parent’s 
house for a period of time, because you needed surgery and a place 
to recover, where you have someone to look out for you, are some 
straightforward examples of how the single adapts to their life cir-
cumstances, and demonstrates their being available to ask for help, 
to include others and to nurture the kind of relationships in which 
trusted help is found. When a person who is single gets sick and 
needs help, who do they call for help? Who’s available to help 
them? Often singles are left to fend for themselves. The feelings of 
inadequacy, isolation and helplessness can be paralyzing; the vul-
nerability and the fear of being stranded are real.

It would certainly be nice if we could predict and plan for our 
physical needs as it relates to illness, disability, and our care lead-
ing up to the time of our death, but we can only prepare to a cer-
tain extent. For the single person, this means that preplanning 
often includes not only the traditional legal paperwork and pre-
planning, but also consideration of a network of non-immediate 
family and friends; individuals outside of the traditional immedi-
ate family become potentially all the more important. A strength-
ened role of friendship, which is likely even stronger among those 
that are mutually single, may be relied upon for emotional, social, 
 material, and even financial support that was once traditionally 
provided by the family.

Help in times of need comes from within this community or 
network with which the single person has forged deeper relation-
ships and accountability. The richer, more diverse social lives of 
singles versus married partners, who spend most of their time 
investing in their mutual relationship, seem to be the key to allow 
for this type of networked support to be created and leveraged in 
times of need. Singles are also more poised to be of help to their 
extended families and friends and can benefit in return. These net-
works, however, take time and effort to develop and sustain, which 
for the busy practicing single professional can be an obstacle and 
challenge to their finding a satisfying and reliable social support 
system outside of the workplace.
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 Singles and Burnout

 Integrating Work and Life

In comparison to married persons, for singles, and especially 
the long-term, never-married single, the pursuit of a career and 
job satisfaction versus the creation of a nuclear family often serves 
as a means to self-fulfillment and happiness [120]. In particular, 
highly individualistic singles tend to value meaningful work 
because it actualizes their capabilities, brings them a sense of 
freedom, and makes them feel worthy, thus gaining for them-
selves more life satisfaction [121, 122]. Singles, therefore, stand 
to gain more from investing in their career than married individu-
als do [123]. Never-married singles have freedom to choose a 
potentially less secure career path, or ones that may be more emo-
tionally rewarding, than those who are married and/or have family 
who select jobs with more security and financial stability [124]. 
Many singles are happier with their singleness and find their lives 
enriched, when they are unbound by family responsibilities and 
can fully invest in their careers, even choosing not to enter rela-
tionships because they want to avoid the work–family conflict 
[125].

• A job = work that provides financial reward and is neces-
sary for subsistence and paying the bills.

• A career = work that fulfills the necessity of earning an 
income, with the added value of permitting one to seek 
advancement, to feel successful and capable.

• A calling = work in which workers choose their profes-
sion for reasons of personal enjoyment and fulfillment, 
or with a focus on creating change and/or contributing 
to a wider cause [116]. Self-fulfillment, whether having 
to do with meeting personal goals, seeking deeper 
meaning in life, or the fulfillment of one’s hopes, 
dreams, and ambitions is now a direct measure of our 
happiness [117–119].

9 Going It Alone: The Single, Unmarried, Unpartnered, Childless…



248

One can see then that the single person, in general, might make 
for a loyal, committed employee, having great capacity, ability, 
and desire to commit to meaningful and fulfilling work. However, 
in the absence of integrating the other realms of life, being “mar-
ried” to work puts the single person at increased risk for job burn-
out. In fact, there is evidence that unmarried individuals, especially 
men, are more prone to the symptoms of job burnout compared to 
those who are married [126–128]. Singles (never married) seem 
to experience even higher burnout levels than those who are 
divorced (previously married) [128].

Job burnout is a type of stress characterized by elevated levels 
of exhaustion, cynicism, and inefficacy. Singles do not wish to 
neglect friends and family, but they may experience job burnout 
when they place high importance on their professional lives, along 
with a driving need to be perceived as a successful and dynamic 
professional at the expense of supportive networks [129]. 
According to Elyakim Kislev, PhD, “…by placing such high 
value on their careers, single people have more at stake in their 
jobs. Challenges in this sole realm of focus can prove daunting. 
The pressure to succeed is greater and the risk of losing one’s 
sense of self-fulfillment because of underperformance is higher” 
[130]. In comparison, married couples have a “safety net” of sorts, 
in that they place high importance on their roles as spouses and 
parents; thus, work is not their only source of satisfaction.

On the other hand, the safety net that the single person attempts 
to create for themselves through involvement in a wide variety of 
activities (sporting, volunteer, community, and family−/friend- 
related activities may divide their social lives into far more pieces 
than coupled individuals) [12]. This multiplicity of roles played 
by singles can in turn become a source of imbalance and addi-
tional conflict, thus contributing to the development of burnout 
[131]. In his book, Happy Singlehood, Dr. Kislev also explains 
that the “emotional and physical exhaustion among singles is evi-
dent in today’s workplace because of ignorance, about their needs, 
and because of pervasive, yet seldom scrutinized discrimination 
against singles” [130]. As discussed earlier in this chapter, singles 
may be prone to place excessive pressure on themselves to per-
form in order to perhaps compensate for their self-perceived 
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lesser value or in fact the actual external expectation that singles 
will work harder than their married colleagues. These sources of 
overwork without a net gain of benefits have an effect on work–
life integration that is a direct result of the workplace itself, 
employers, and policies [132]. Unmarried people without chil-
dren are at particularly high risk. The cultural “assumption that, 
since singles do not have traditional familial responsibilities, they 
can meet higher work expectations” overlooks the notion that 
many singles are balancing numerous social roles outside of work 
and are often leading much more involved and complicated lives 
than coupled individuals [133]. In contrast to the assumption that 
married individuals are the ones for whom the balance is difficult 
because of family responsibilities, it is actually singles who suffer 
more from the difficulties of work–life integration, as evidenced 
by widowed or divorced singles, who are 31% and 22%, respec-
tively, more likely to think their work and lives are out of balance 
compared to married people [133].

The overattention in “work–life balance” directed to “life” as 
“family,” and as such the nuclear family, is unfair to the single 
worker [134]. “Life” includes, among other things, the pursuit of 
leisure, educational activities, community involvement, house-
hold management and maintenance, and friendship development 
[135]. Family is but one of many domains of “life” that deserves 
cultivation by the application of our attention, time, and energy.

 Work–Life Integration Strategies for the Single 
Female Physician

In his book, Happy Singlehood: The Rising Acceptance and 
Celebration of Solo Living, Elyakim Kislev, PhD, identifies 6 
ways that happy singles broaden their understanding of the work–
life integration [136]:

 1. Complement work with a healthy array of leisure activities 
(casual leisure time activities or serious hobbies).

 2. Foster enriching educational activities (learning outside of the 
formal work environment). Highly individualistic singles are 
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especially interested in noncompulsory learning, reading, or 
taking a course. Others pursue extra degrees, certificates, or 
other general self-improvement.

 3. Make time for health and appearance needs (exercise, cooking 
and eating healthy meals, and spiritual practices, prayer, or 
mindfulness). Mindfulness, spirituality, and, in some situa-
tions, religion can be used to increase singles’ happiness at 
work [137–140]. Several studies show a strong positive rela-
tionship between mindfulness and job satisfaction and a strong 
inverse relationship with work burnout [141, 142]. Mindfulness- 
based cognitive therapy for the divorced single reduces anxiety 
and depression [143, 144]. Prayer or meditation calms and 
improves spiritual health for those who practice Islam, and in 
India, the practice of dharma is an important predictor of stress 
reduction and increased well-being [145, 146]. Loneliness and 
depression among older singles were found to be moderated 
by one’s spiritual practice and religious beliefs [147].

 4. Creative attention to household management (housekeeping, 
yard care, bills/finances, food shopping/meal preparation, 
home improvements/services, car care, and social responsibili-
ties). Singles, who live alone and who work long hours that eat 
into the time required for housekeeping tasks, let alone their 
other multiple social responsibilities, can find this to be a very 
challenging aspect of work–life integration. Even if money is 
not an issue, finding the time to complete these tasks can prove 
to be a burden. Being organized and yet flexible, hiring or ask-
ing for help, exchanging services, and keeping a positive atti-
tude for getting tasks done are helpful strategies.

 5. “Selecting” a family for oneself (family, friends). The idea that 
your friends are the family you choose for yourself is of ben-
efit to the single person. Singles, and particularly those who 
live alone, are very likely to be solely responsible for their time 
outside of work, so purposely investing more in their chosen 
relationships is even more important for their well-being than 
for married couples, cohabitators, and parents, all of whom are 
naturally consumed by their nuclear family.

 6. Turn the work environment into a social one (find connection 
and community at work). Singles are constantly finding and 
making new friends, both in the community and at work. 
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Making friends at work helps to diffuse the alienation that can 
be felt in the workplace, eliminate the emotional distance 
between colleagues, and even disrupt the hierarchy within an 
organization. Singles who find personal connections in their 
work environments are happier by virtue of their tending to 
their need for work–life integration.

 The Workplace

 Income
Another area of concern for singles that can tie into burnout is 
equality in pay, which is also associated with ratings of job satis-
faction among singles. This is especially so, considering the effort 
some singles give to their work when compared to married col-
leagues. Married individuals in the workplace (both men and 
women), in one study, were found to earn approximately 26% 
more than singles performing equivalent jobs [148]. Another 
study suggests that there is a correlation between marital status 
and wealth level for men and that married men between the ages 
of 28 and 30 make $15,900 more than their single counterparts, 
whereas the difference becomes $18,800 for men between 44 and 
46 years of age [149]. They also found that married men were 
working 400 more hours per year than single men of comparable 
educational achievement and similar economic classes, conclud-
ing that married men are motivated to maximize their income and 
benefit from the advice and encouragement of their wives. But 
what about the extra burden that the single man has in managing 
life outside of work? Is that perhaps what keeps him from work-
ing the extra hours and receiving the added benefit of social sup-
port he needs in order to rise to greater success?

Singles who choose to invest themselves in their work, over- 
deliver value, and go beyond the contribution of their married col-
leagues should be acknowledged and financially rewarded 
accordingly. In healthcare, this might look like the physician or 
employee who takes extra shifts or coverage for colleagues, takes 
more overnight calls, does more travel, or covers holidays. In con-
trast, for those seeking better work–life integration, one may 
choose to work less and sacrifice income in order to have time off 
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every day for oneself, to manage life outside of work, to pursue 
time with family and friends, or to pursue hobbies or other inter-
ests. If a nontraditional work schedule is an option and helps one 
to promote and preserve a positive work–life integration, then it 
should not be judged and perhaps even encouraged.

 Healthcare and Other Benefits
Employers subsidize the cost of healthcare and other benefits for 
an employees’ spouse, children, or domestic partner, but offer no 
such benefit to the single person’s parents, siblings, or close 
friends [150]. The single who might wish to take time off to pro-
vide needed care to someone within their close network of social 
support, often consisting of other singles, is not supported. When 
the single employee is sick, they are potentially in a much more 
vulnerable position than their married colleagues, because they 
may not have anyone to provide needed support or assistance. 
Their closest support system may consist of other singles, who are 
employed and do not have the ability to take time off to help. 
Whereas for a married couple, when one individual is ill, their 
spouse is granted time off or leave through the Family Medical 
Leave Act in order to help provide care for their ill spouse.

For singles who also have the responsibility of parenting chil-
dren or who oversee the care of a parent or other family member, 
having access to a work environment that is understanding and 
supportive of these additional roles is vitally important. Workplace 
support services that provide day care or elder day care might be 
an important benefit that allows an employee to go to work, know-
ing that their child or loved one is being cared for in a safe, stimu-
lating, supportive, and caring environment. If not on- site, then 
employee programs that provide support or assistance in finding 
quality at-home or community-based childcare or elder care ser-
vices are helpful. Quality day care, after-school care, or care for 
children or adults that includes off-hours or overnights is essential 
for the busy working single physician. If this type of care and 
supervision cannot be arranged through coordination with other 
family members or friends, then having assistance to connect with 
quality services either through the workplace directly or via rec-
ommendations of community providers is a benefit that helps 
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meet the most basic of work–life integration needs of the single 
physician parent or single physician who is responsible for the 
care of one of their own immediate or extended family members.

 Choice of Specialty
It is well known that women, more often than their male physician 
colleagues, who have or expect to have children, consider current 
or future family obligations, among other factors, when choosing 
either a particular specialty or a particular job [151–153]. Those 
who are single or who expect to remain single may make specialty 
choices and career move decisions with regard to their expecta-
tions of current or future family obligations and their perceived 
ability to find work–life integration. There is no data specifically 
looking at this and more research is needed to define how single-
ness for the female physician plays a role in specialty choice and 
opportunity.

The Medscape Physician Lifestyle & Happiness Report 2019, 
a survey of 15,069 physicians across 29+ specialties who prac-
ticed in the United States between July 27 and October 16, 2018, 
indicates that there is a similar percentage of men and women 
physicians who rate themselves as having a low or very low self- 
esteem, 7% versus 9%, respectively [13]. However, men reported 
having very high or high self-esteem at a much higher rate than 
their female colleagues (61% versus 47%, respectively). Carol 
A.  Bernstein, MD, a professor of psychiatry and neurology at 
New York University School of Medicine/NYU Langone Health, 
says that she believes “that the major causes for the discrepancy 
are ongoing cultural issues in medicine and in our culture overall. 
While women and men are entering medical school in equal num-
bers, male physicians are more frequently promoted and advanced 
in their careers than are women [13].” Additionally, “there is also 
the impression that women are more likely than men to acknowl-
edge their insecurities. Women will more frequently admit that 
they lack confidence and state that they are struggling.” Does this 
have an effect on their own perceived capability to pursue a par-
ticular specialty? Does this affect how they are perceived by oth-
ers as potential candidates for a specific specialty training or 
promotion? Does the added social burden of being a single woman 
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 contribute to any more or less of a difference from their married 
or partnered female colleagues? More research is needed to 
understand these influences.

 Mentorship, Sponsorship, and Promotion
Singles, both men and women, may encounter marital status bias 
in the workplace [154, 155]. Marital status bias has been shown to 
be present in the workplace in regard to employees and employ-
ment decisions. A study consisting of three survey experiments 
was performed to look at different aspects of marital bias and the 
perceptions of employees or job applicants [156]. In the first 
experiment, participants were asked to report their perceptions of 
a prospective female employee (e.g., her willingness to work long 
hours) whose purported marital status varied by condition. The 
findings showed that participants rated a married female job 
applicant as less suitable for employment than a single counter-
part. The second survey looked at how perceptions of prospective 
employees varied by marital status for both women and men. 
Participants again perceived a female job applicant less favorably 
when she was married; in contrast, a male applicant was perceived 
more favorably when married. The third survey experiment asked 
participants to predict how a male or female employee’s  suitability 
for his or her current job (e.g., dedication and work performance) 
would change following his or her recent marriage and whether 
these predictions affected participant’s willingness to lay off the 
hypothetical employee. In this experiment, participants predicted 
that a recently married woman’s job performance and dedication 
would decline, whereas a recently married man’s dedication was 
predicted to rise; this difference made participants more willing to 
lay off the woman than the man. This form of marital bias, whether 
conscious or unconscious, may play a role in the way that women 
are evaluated for employment or perhaps even within the context 
of their ascension and promotion. More needs to be done to study 
this form of bias and the ways in which to create greater aware-
ness of its presence and methods to prevent it from keeping 
employers from allowing these biases to influence employment 
and promotion decisions.
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Despite the fact that there are 50% women graduating medical 
school, the number of women in leadership positions are far less, 
with only 16% of medical school deans being women [157]. A 
study looking at the process of professional identity formation 
(PIF) for women physicians found that professional identity was 
profoundly affected by gender stereotypes. It further revealed the 
existence of conflict between married and unmarried women phy-
sicians, creating a considerable gap between them [158]. “Female 
physicians lived with conflicting emotions in a chain of gender 
stereotype reinforcement,” suggesting that in addition to being a 
woman physician, being a single woman physician carried an 
additional burden of stereotyping. The study proposed that “it is 
necessary to depart from a culture that determines merit based on 
a fixed sense of values, and instead develop a cultural system and 
work environment which allow the cultivation of a professional 
vision that accepts a wide variety of professional and personal 
identities, and a similarly wide variety of methods by which the 
two can be integrated.”

Due to the earlier noted culturally held stereotypes and stig-
matized perceptions that those who are single are less capable, 
less socially mature, less well-adjusted, and more self-centered, 
singles perhaps are less likely to be mentored or given opportu-
nities to grow in their leadership skills. This may be reflected in 
the current difficulty early career women encounter in obtaining 
mentorship and sponsorship, especially in specialties where 
there are few women and the ones who do choose these special-
ties rely on and must forge relationships with their male col-
leagues.

Mentorship refers to someone who imparts wisdom and knowl-
edge and can be at any level in an organization. Mentors are 
selected for their content expertise and often work behind the 
scenes to support their mentees. Sponsorship involves action on 
the part of a highly placed individual within an organization, who 
provides public support for the advancement and promotion of an 
individual within whom they see untapped or underappreciated 
leadership potential. The challenges or barriers to obtaining ade-
quate mentorship and/or sponsorship may also influence a 
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 woman’s ability to pursue leadership training and contributes to 
her ability to otherwise achieve future job promotion and self- 
actualization of her full potential.

 Part-Time and Other Work Models
The esteem doctors hold in the eyes of their colleagues has often 
been linked to their dedication to work [159–161]. This dedica-
tion used to be regarded as being synonymous with the number of 
hours worked: the more hours you worked, the more doctor you 
were. Given the multiplicity of outside of work demands that the 
single must also attend to, having flexibility and control in sched-
ules and the option for part-time work are often considered as one 
way of dealing with the incompatible demands of work and life 
[159, 162].

Income inequality is yet another barrier to working part-time. 
If a woman is being paid less for full-time work to begin with, 
there is an additional financial loss to consider when contemplat-
ing the possibility of working part-time in an effort to create better 
work–life integration. In one study, although almost one-third of 
women indicated they were working or had in the past worked 
part-time, those aged <35 were least likely to do so and 86% of 
the women physicians responded that there were barriers that pre-
vented them from working part-time [151, 152, 163]. In another 
study of part-time radiologists, comparing them to their full-time 
colleagues, the part-time employees had disproportionately fewer 
benefits, were less likely to be partners, and had lower academic 
rank [153, 164]. In addition, there were statistically significant 
differences in part-time versus full-time benefits in regard to 
health insurance, disability insurance, vacation time, sick leave, 
and time for educational meetings.

The single, woman physician wishing to work part-time in 
order to achieve greater work–life integration needs to be aware of 
the potential barriers to doing so. Evaluating the standards for or 
the actual negotiation for an equitable income, schedule, and ben-
efits portfolio will go a long way in helping to craft a meaningful 
integration of work and life. With the advance of technology and 
telemedicine, work from home options may be an appealing con-
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sideration for the single physician, who perhaps can design a 
more flexible work schedule allowing them to be creative in 
achieving a fulfilling work–life integration.

 Work Policy and Benefits
Vacation benefits: The amount of time taken by physicians as 
assessed by the Medscape Physician Lifestyle & Happiness 
Report 2019 indicates that the average number of vacation days 
taken by Americans in 2017 was 17. Nearly a quarter of all physi-
cians reported taking 5 or more weeks of vacation, yet the major-
ity takes less. Forty-three percent of doctors reported taking 3 or 
4 weeks of vacation annually, while 28% take 1 or 2. The impor-
tance of time off and employers who encourage physicians to take 
their available time off is not to be underestimated as it pertains to 
the discussion regarding work–life integration, burnout preven-
tion, and burnout recovery.

When the Single Is Sick: Legislation systematically advan-
tages married individuals, without also offering assistance to sin-
gles. One example of this includes the rules and regulations of the 
Family Medical Leave Act (FMLA), which are not universal and 
are not necessarily implemented effectively, but which are 
designed to allow protected time away from one’s work for the 
purpose of caring for a spouse or immediate family member, 
whereas the single person does not enjoy the same freedom to 
care for someone equally close, say perhaps another single friend 
with whom they share a mindset of “adopted” or alternative 
 “family,” for the purpose of providing that basic level of needed 
human support.

When a single person is sick, a tremendous sense of perceived 
or actual vulnerability can arise. A straightforward case of the flu 
or a passing gastrointestinal bug can be of great challenge for the 
single, let alone a more protracted or serious illness requiring care 
over a more extended period of time. When simply navigating 
from bed to bathroom is a challenge, making it to the kitchen to 
make a bowl or pot of soup, or to let the dog out, is an extra stress 
and sometimes simply not feasible. Having a plan and the sup-
plies needed ahead of time helps, but there is no going to the store 
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when one is ill. A grocery delivery service may be of help, but for 
the single it sometimes means calling in a favor from a local fam-
ily member (if you have one), a neighbor or a friend, or a church 
or social group that you are a part of, letting them know of your 
need and placing trust in “the universe” and human kindness to 
help meet ones’ needs. These types of situations for the typically 
highly independent single can be particularly humbling and chal-
lenging, sometimes reinforcing a sense of isolation and loneli-
ness, even provoking feelings of helplessness. It raises the 
questions: Who can take time off to care for the single person 
when they experience their time of need? Who can “be there,” 
providing moral support when one is given bad news? Who is 
available to give a ride home after a medical procedure performed 
in the outpatient setting with sedation, and who will stay with 
them at home to ensure their expected recovery? In my personal 
experience these have been some of the most isolating and hum-
bling experiences as a single person living alone and sometimes 
far away from all immediate family.

Policy and employment contracts should be designed in such a 
way that takes into account the single physician, woman or man, 
who is juggling work and life; they should promote a fair, equi-
table, or prorated (for those working part-time) sharing of work 
(patient care schedules, cross-coverage, on-call duties, travel, 
overnight, or holiday coverage), access to benefits (health insur-
ance, disability insurance, vacation time, sick leave, time for edu-
cational activities), and opportunities to grow and mature 
professionally (attendance at professional educational activities 
and academic advancement) in one’s career.

I was the only woman in my department for the first 8 of my 
now 16  years with my department. For most of that 16  years I 
have also been the only woman in the department working as an 
outpatient PM&R musculoskeletal and sports medicine specialist. 
I also have training as a life, health, and weight loss coach and 
have a certification in acupuncture. I have a skewed patient popu-
lation as a result of this. I receive referrals that are different from 
my colleagues and I have chosen to allow patients to “request” 
the female doctor. My patient portfolio is therefore different from 
my male colleagues. My practice includes patients that, while I 
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have no additional or special training above or beyond that of my 
male colleagues, simply prefer to be seen by the “woman,” in the 
department. These cases, while not always unusual or extraordi-
nary, have been some of the most clinically challenging cases I’ve 
ever encountered. Fortunately, I work with colleagues who under-
stand this dynamic and have been supportive, perhaps in part 
because they know that if it were not for me, they would be seeing 
these cases.

 Legislation
As stated in an article entitled, The High Price of Being Single in 
America, “over a lifetime, an unmarried person can pay as much 
as a million dollars more than a married one for health care, taxes, 
IRAs, Social Security and more.” The authors “found over a thou-
sand laws providing overt legal or financial benefits to married 
couples that are unavailable to singles. This is despite US Federal 
Code, which, in title 5, part III, says ‘The President may prescribe 
rules which shall prohibit discrimination because of marital sta-
tus’” [165].

 Marketplace Economic Interactions
Healthcare: Single, women physicians can even experience chal-
lenges or discrimination at the hands of their own health-care col-
leagues and institutions in which they receive their own health-care 
services. Bella DePaulo, PhD, describes that health-care provid-
ers, upon knowing that a woman is “single,” may make certain 
assumptions in regard to their patient’s health-care values and her 
ability to have the support needed to endure certain treatment pro-
tocols [166]. A treatment considered the best and most recom-
mended for a certain type of cancer, but also associated with a 
greater risk of side effects thought to be more difficult to endure 
without the assistance of a spouse/family member, might sway the 
practitioner to offer a lesser effective, but possibly better tolerated 
therapy or surgical procedure. The practitioner may offer only 
what he/she believes would be the best option considering their 
patient’s single status and not the patient’s preference for a par-
ticular approach to treatment. This can occur even in the face of 
singles who, while they may not have immediate family support 
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available, may have an extensive and supportive, network of 
friends and “extended family.” Thus, training health-care practi-
tioners to enquire about the single person’s health values, life, and 
support system may help optimize outcomes in their care.

Housing: When otherwise presented with potential residents of 
equal education, job, age, and interests, there has been shown to 
be a clear preference by realtors to rent a property to a married 
couple (61%) versus a cohabitating romantic couple (24%) and 
lastly a man and a woman presented as “just friends” (15%) [12]. 
When asked why the realtors had a preference, the answer was 
that singleness was reason enough and their judgement of the 
singles was not self-identified as overtly discriminatory. As in my 
own personal story at the beginning of this chapter illustrates, 
“singlism” is a cultural phenomenon, often unrecognized, and 
affecting all aspects of the marketplace and economic interactions 
of the daily life of the single person. Marketing targeting couples 
or family travel, special offers on memberships and discounts for 
couples, special deals like 2 for 1, and discounts for families all 
serve as a constant reminder and sometimes an affront that being 
single is not seen as equal or as valued.

 Putting It All Together, The Single, Woman Physician 
in Perspective
Single, women physicians, who are either single by choice or by 
circumstance, are a phenomenon to which the greater culture and 
the workplace is still adapting. While the feminist movement has 
allowed women to become legally single, it is still whether a woman 
is socially single (i.e., married or not) that culture deems as matter-
ing most. By pursuing high levels of education, careers which 
demand greater time and energy to perform than the average worker 
and challenging or even defying traditional relationship norms (sin-
gle mothers and those who never marry or never partner), single, 
women physicians face their own form of being misunderstood. 
They encounter stigmatization, stereotypes, and discrimination, 
both inside and outside of the workplace that go beyond that of even 
their female married physician colleagues. “Singlism” is often not 
even recognized by singles themselves, but like discrimination in 
all forms is damaging and has consequences. Measures of psycho-
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logical distress, psychiatric disorders, feeling life is harder, and 
sensing interference with life are some of the perceived ways that 
discrimination exerts its effects [167–169]. In addition, there are 
strongly associated physical heath markers in which perceived dis-
crimination has influence, including weight gain, obesity, higher 
blood pressure in minorities, and elevated levels of smoking, alco-
hol use, and substance abuse [170–173].

Single, women physicians, while misunderstood, have great 
capacity, in part due to their greater freedom to pursue work that 
they find meaningful and which provides them a sense of fulfill-
ment or self-actualization. They, in addition, have the financial 
ability to support themselves and perhaps too their families and 
even their closest of chosen non-intimate, non-romantic friends. 
Because they are able to commit themselves to, and find great 
meaningfulness in, their work, they can fall into the trap of over-
work or in some cases are actually inequitably singled out to work 
in ways such that they become “married to work.” The work of an 
in-demand highly trained physician within the context of the cur-
rent health-care system requires the single, woman physician to 
be awake and aware of the potential pitfalls that lead to being 
“married to medicine.”

The cultural, and even workplace-generated, perception that 
the single person has more freedom and flexibility to do more at 
work is a myth. Singles, and especially those who are unpartnered 
and do not have children, while they can make fabulous, loyal, 
committed workers or employees with great capacity to produce 
value, can actually fall more easily into overwork, isolation, lone-
liness, vulnerability, and burnout. Doing it all, and doing it all 
alone, is simply not possible. Singles require adequate time and 
energy to attend to the areas of life that make work and life pos-
sible. The management of one’s home and social capital including 
family, friends (“the family we choose for ourselves”), and other 
social networks takes time and energy, but serves the purpose of 
providing social company, emotional support, intellectual stimu-
lation, and even physical and financial assistance.

The single, woman physician’s abilities to maintain perspec-
tive, create awareness and a positive self-perception, choose 
single- friendly environments, directly call out singlism when it 
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occurs, empower oneself, and build social capital and networks of 
support are essential work–life integration skills. Time and energy 
are the limiting resources that make work–life integration chal-
lenging. Personal strategies that can be used by single, women 
physicians to prevent or combat burnout include engaging in lei-
sure activities, participating in educational activities, making time 
for health and appearance needs, managing household tasks, 
“selecting” a family for oneself, and turning the work environ-
ment into a social one. The irreplaceable time and energy, which 
the single person needs for the management of their personal at- 
home life and for the development and maintenance of a robust 
and supportive network of deep, personally satisfying and 
accountable personal and social, “family, and family-like” rela-
tionships, is vital to the health and wholeness of singles.

Single women physicians can and should be educating work-
places and employers regarding not only their desire for and abil-
ity to pursue fulfilling and meaningful work, but also what it takes 
in terms of time and energy to manage all of life outside of work, 
so that a better balance can be found. Workplaces need to ensure 
that women receive equal pay compared to their male colleagues 
for equal work. Work schedules, cross-coverage, on-call, travel, 
educational responsibilities, and vacation coverage among other 
work responsibilities should be shared in equitable ways among 
colleagues, so as to allow them each to have a measure of work–
life integration. Training programs must recognize that barriers 
exist that inhibit women from entering certain specialties and, 
even once entering them, limit their ability to engage in meaning-
ful mentorship or obtain sponsorship, and being a stigmatized 
single woman may even perhaps accentuate this phenomenon. 
Opportunities for promotions among women physicians, and 
especially among single, women physicians, should not be inhib-
ited because of traditionally held cultural stereotypes or stereo-
types of single women, but should be made based on their 
expressed interest and deserved merit. Workplace polices and 
benefits plans should take into account the needs and circum-
stances of singles. Part-time employment should not further com-
promise the ability of the single to maintain work–life integration. 
Flexible schedules and support for safe, reliable childcare allow 
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single, physician parents to attend to both their work and parent-
ing roles. The use of technology and alternative work sites (work 
from home, telemedicine) will likely appeal to and help the single 
who is juggling multiple roles at work and within a more complex 
web of social networks. Sick leave policies and resources that 
help singles when they themselves are sick, or that allow for the 
single who wishes to provide needed care to a non-intimate, non- 
romantic, likely also single, friend in their time of need, would be 
of support to the greater network of singles in the community. The 
workplace can also, on behalf of their single employees, advance 
and advocate for legislation and other marketplace economic fair-
ness policies to be implemented.

In 2011 the World Health Organization declared July 30 to be 
Friendship Day and in 2015 Facebook promoted Friends Day on 
February 4th, the anniversary of its founding [174, 175]. 
Communities of singles that have nothing to do with dating or 
romantic relationships will likely increasingly contribute to the 
wellness and well-being of singles. Due to the prioritization of 
social capital, singles spend a larger portion of their incomes on 
clothes, food, restaurants, leisure, and entertainment and their 
expenditures are increasing [176, 177]. The trend of increasing 
singlehood will have effects throughout culture including change 
in the demands on housing and urban planning, home/housekeep-
ing management, food preparation and delivery, medical care, 
other goods and services, solo travel, technology use for connec-
tion to services, and social communities.

There are more people on any given day in the building where 
I work now than lived in my hometown where I lived for the first 
18 years of my life. The clinic and the hospital where I work are 
like cities in and of themselves. They each have their own physi-
cal landscape, leadership, management, city planners, smaller 
communities with variable qualities, and organizational and traf-
fic patterns along with multiple social structures. I have learned to 
navigate not only the city within their walls, but also one of the 
largest metropolitan cities in the United States. I have come a long 
way since growing up in a rural farm town with one stoplight. I 
provide care for patients in one of the world’s foremost health- 
care systems. I work in the outpatient and inpatient  settings.  
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I have taken first call as an attending physician, a week at a time, 
for 16 years. I have served as a first responder on the side of the 
road, on the game field sideline, in my church, while on vacation, 
on a hiking trail in a foreign country, on an airplane at 30,000 ft, 
and for my own friends and family. My calling to be single for a 
while and the calling to be a healer have been a gift in my life. It 
has not been easy and there have been times when I have resisted 
or buffered myself in the midst of my journey. I have become 
comfortable in the solitude that my singleness allows and yet I do 
regularly seek out opportunities to connect and grow my personal 
network of support and community. I continue to stay open to 
receive the calling and the vision for being a physician, using the 
masculine, logical, linear, structures, protocols, and frameworks 
in support of the more feminine, flexible, intuitive, empathic, and 
passionate means of healing. I strive to use my time well and 
make the most of my personal gifts, talents, and opportunities. I 
trust that those who cross my path are those I am meant to see and 
serve. I care for my patients in their time of need, in the midst of 
their pain and life suffering. They come with anxiety, fear, worry, 
resistance, and overwhelm. I see them through their time of loss 
and grief, their transition into a life with functional impairments 
or a new disability. I help them rehabilitate lost function and 
retrain for a new level of function, along with a new self-identity. 
I help them to be whole, to perform to the best of their ability, 
whether they are looking to lose weight and get in better shape in 
order to lower their cholesterol or risk related to glucose intoler-
ance. I help the teen with an ankle sprain and trying to make their 
high school team, the recreational athlete who falls and has a 
brain or spinal cord injury. I help the elderly who present with 
deficits from a stroke, those involved in trauma resulting in loss of 
limb(s), the severely deconditioned in the setting of complex 
medical care, the elite athlete who needs to tweak their training or 
their mental game in order to achieve peak performance, or the 
geriatric weekend warrior who simply wants to stay active and fit 
and enjoy living in and moving their body while maintaining their 
functional independence. We talk about lifestyle, habits, sleep, 
nutrition, flexibility, strength, balance, agility, endurance, stress 
management, resilience, having fun, nurturing their closest 
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 relationships, growing their social capital, and all of what makes 
life for them meaningful, fulfilling, and worth living. I hope to 
challenge and inspire them to develop themselves to live the best 
life that they can. In order to do this, I must walk my walk and talk 
my talk, to live authentically, honestly, and within boundaries that 
keep me aligned with my own life values, purpose, and goals. 
This means that I must tend my own garden if I am going to flour-
ish, as I strive to be at my best every day.

The single, woman physician is an empowered force; she has 
defied traditions and norms; she has navigated the stigma, stereo-
typing, and discrimination from traditional culture in general, 
from her workplace, and even sometimes from her own family 
and friends. She is free to be dedicated to her calling, the healing 
work that is her profession. She expends her time and energy serv-
ing others, giving of herself in ways that are in turn meaningful 
and fulfilling to her. She desires to self-actualize and grow and 
wants to see others be able to do the same. Isolation, loneliness, 
and vulnerability are all part of her experience at some point in 
time, and yet she cultivates not only her own positive self-image 
and an attitude of positivity as she serves others, but also culti-
vates a community, a network of extensive support that may 
include family or a “family of friends.” She bears the burden of 
work and also the work of managing life outside of work, which 
may include the parenting of children or the care of other family 
members. She does it all. She faces the challenges of the solo 
journey and the potential path of burnout by taking herself by her 
own hand and understanding that her independence, health, and 
success are best supported by her interdependence within her 
greater social community. She is a catalyst for change, a flourish-
ing queen and an example of what is possible.
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Navigating a Traditionally 
Male-Dominated Specialty 
as a Woman

Pelagia Kouloumberis

It was just past midnight on a night in mid-2004. The paramed-
ics were just about done giving me report on a critically ill gen-
tleman in his mid-forties who was found unresponsive at home 
by his wife. This man had suffered a subarachnoid hemorrhage 
from rupture of an intracranial aneurysm. I was near the end of 
my first year as a neurosurgery resident and, at this point, was 
quite adept at taking care of these types of patients once they 
arrived in the intensive care unit of the Chicago hospital where 
I trained.

The dangers of intracranial aneurysm rupture are many. 
However, my first priority was to assess him and determine if he 
needed an emergent bedside procedure to help drain the cerebro-
spinal fluid that normally bathes the central nervous system which 
was no longer being absorbed normally by his stunned brain. 
Following my initial assessment, my next task involved discussing 
his condition with his family in a manner that addressed all of 
their concerns, while staying focused on the fact that this proce-
dure needed to happen in an expedited fashion to provide the best 
possible clinical outcome for my patient. I reviewed the disease 
process with his wife and her sister; explained to them my role on 
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his team, clearly stating that I was a physician; and obtained 
informed consent for the procedure that would take place within 
the next few minutes.

I was very pleased when following the procedure, he showed 
promising signs of recovery within the first few hours. His family 
was also overcome with emotion and immediately declared that with 
what I had just accomplished, “they” should just allow me to become 
a doctor. This was one of the first times in my medical career that, I 
can very clearly recall, someone had very poignantly distinguished 
me from my colleagues based solely on my gender. Despite my intro-
ducing myself as Doctor, that declaration reinforced by the MD fol-
lowing my name on my hospital ID badge, and the embroidered 
indication of my station in life on my white coat, these family mem-
bers instead chose to believe that I was not a physician. This was my 
conscious introduction to a life of being constantly underestimated. 
It is not lost on me that, in this particular case, I have chosen a cer-
tain interpretation of that statement that may not reflect the actual 
meaning intended by the family. However, I assure you, I have suf-
fered through many other conversations during my professional life 
that lend themselves to much less ambiguity.

Throughout the years, I have lost track of the number of times 
patients, colleagues, and sometimes perfect strangers have ven-
tured a guess on what my role within the health-care system is. On 
more than one occasion, I have entered a patient’s room and have 
been asked to place a pillow behind his head, followed by the ques-
tion “do you know when my doctor will be here?” I have listened to 
wives, mothers, husbands, and sons end calls with loved ones 
because their physical therapist has arrived. I have even been asked 
who will actually be performing the surgery at the end of a clinic 
consultation. On rare occasion, I have entertained the occasional 
request from patients who have requested that a male colleague 
assist me with their procedures at the begining of a consultation.

In 1995, Dr. Greenwald lay the groundwork that demonstrated 
our social behavior is not always necessarily under our conscious 
control [17]. In developing the Implicit Bias Test, he established 
that we are not in complete control of our reaction to every situa-
tion. As a female neurosurgeon, I have often had to remind myself 
of this throughout the years. Also as a result, I have become more 
aware of my own implicit biases.
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I was asked many years ago, during an interview, what it felt like 
being a female neurosurgeon [15]. At that time, I only personally 
knew two other female neurosurgeons. My answer to that ques-
tion was very calculated and safe. I responded that I did not see 
myself as a female or male neurosurgeon, but simply as a neuro-
surgeon. Despite my many experiences to the contrary, I wanted 
desperately to believe that neurosurgery saw no gender. We all 
take calls, we endure long hours, and we treat our patients to the 
best of our ability, regardless of our gender identity, ethnicity, or 
religious beliefs. Throughout my entire training, I had been the 
only female resident. I had a very strong female mentor who never 
made gender the focus of any discussion. If asked that question 
again today, I would answer it with a bit more grit and I would 
shed the idealism. Years of being in practice has made me acutely 
aware of the challenges that women face in traditionally male- 
dominated fields. Neurosurgery is no exception. As Dr. Stamp 
stated in a recent piece she wrote for The Washington Post, “When 
girls or women ask me if they can be a surgeon, I’ll still say yes, 
they can. I’ll still encourage them because despite the obstacles, I 
love my job and I want to see the ranks swell with more women. 
And I will still tell them that just because they are female, it has 
no bearing on whether they can or should do a job. But I will then 
tell them that it may not be an easy or fair road, and that I am 
going to keep fighting and holding accountable the people and the 
system who will make a liar out of me and a tough road ahead for 
the next generation. Despite my fears, I don’t lie to the next gen-
eration, but I am determined to change the system, not the women 
who try to survive in it” [52].

In 1965, women represented only 9% of US medical school 
enrollment and only 7% of medical school graduates [41]. Since 
2011, more women have graduated from medical school than men 
[13]. In 2017, for the first time in history, there were more females 
enrolled in medical school than males [20]. Despite this trend, 
following the 2018 Neurosurgery Match, only 17.5% of neurosur-
gery residents were women [13, 43]. This represents a slight 
improvement from 2015, when only 15.8% of neurosurgery resi-
dents were female, even though women represented 46% of all 
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US medical residents [41]. While there has been an increase in 
female representation in neurosurgery, these gains do not parallel 
those seen in the general population of residents, neurology, or 
even general surgery. We are bridging the gap, but at a signifi-
cantly slower pace [5, 58, 10]. Retention of female neurosurgery 
residents is also lower than their male counterparts. Eighteen per-
cent of women do not complete residency, while the male attrition 
rate is only 10% [1].

 Mentorship

What drives the decision process when medical students are 
choosing what field to pursue after graduating? While there are 
many factors involved, mentorship is one of the most important. 
Mentorship has repeatedly been shown to be very important when 
deciding what field to pursue following medical school. Females 
lacking a female mentor were less likely to apply to surgical resi-
dency [26]. Females also reported greater interest in applying to 
programs with other female residents and faculty members [48]. I 
can personally attest to this influence. When I was rotating at my 
home institution as a medical student, a very outspoken female 
chief resident encouraged me to consider applying to neurosur-
gery. Up until that point, while I had a very strong interest in neu-
roscience, neurosurgery seemed like a pipe dream. However, not 
only do we need mentors to advise us, sponsorship from our men-
tors is critical for advancement. And yet, male neurosurgery men-
tors are more likely to advocate for their same-gender mentees on 
a professional level, whereas females are more likely to receive 
psychosocial guidance and personal advice from their male men-
tors [58].

 Leadership

There is a paucity of female physicians in academic medicine 
and leadership roles. The ones that are there earn, on average, 
10% less than their male colleagues [4]. The first female chair-
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person of a neurosurgery department was not appointed until 
2005, when Dr. Karen Muraszko was appointed at the University 
of Michigan [4]. If we review the academic genealogy of neuro-
surgery, it quickly becomes very apparent why there has not, 
until recently, been a female chair of neurosurgery. Of the 377 
chairs identified, none were women [59]. I can confirm from my 
personal experience that several female peers approached me 
after learning that I would be entering a neurosurgical training 
program and commented that they did not realize that neurosur-
gery was an option for them. Reflecting on these comments now 
makes me realize how rapidly one’s perspective can change. I 
consider myself beyond lucky, as I was also fortunate enough to 
be taken under the wing of the then chief resident of the neuro-
surgical service during my medical school elective rotation. I am 
not sure if I would be where I am today were it not for the strong 
female role models I was fortunate enough to encounter along 
my journey. Even since my graduation from residency in 2010, 
there are now five female residents in the program in which I 
trained. Up until 2010, there were only two female graduates 
from my program. The only other female resident before me 
graduated in 1983 [4].

Jaclyn Janine Renfrow, MD, and her colleagues from the Wake 
Forest School of Medicine reviewed data from the American 
Association of Neurological Surgeons (AANS) and the American 
Board of Neurosurgery (ABNS) from 1964 through 2013  in an 
attempt to determine the number and trajectory of female neuro-
surgery graduates. During that time period, there were 379 female 
neurosurgery residency graduates. Only 70% became ABNS- 
certified and 27% pursued fellowship training. Between 1960 and 
1969, only two women were board-certified in neurosurgery [43].

The ABNS was formed in 1940. As of March 2018, in its 
78 years, the ABNS has certified 7142 neurosurgeons. Less than 
8% of all neurosurgeons receiving board certification in the 
ABNS’ 78-year history have been female. Board certification is 
an arduous process in all medical fields. In neurosurgery, you are 
first required to take written boards, which most programs require 
before being allowed to serve as chief resident, followed by the 
dreaded oral board examination that takes place anywhere from 2 
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to 5 years following graduation from residency. The first female 
diplomate of the ABNS was Ruth Kerr Jakoby, MD, JD [51]. She 
was board-certified in 1961. This was 21 years after the formation 
of the governing body. After developing an interest in medical- 
legal issues, she also received her JD from Northern Virginia Law 
School in 1986, becoming the first female neurosurgeon to also be 
a lawyer. She is still living and is 89 years old.

Another important milestone was reached this past year. In 
2018, the AANS inducted its first female president, Dr. Shelly 
Timmons. It has taken 78 years for the field of neurosurgery to 
elect a female as the leader of one of its two main congresses: 
American Association of Neurological Surgeons (AANS) and 
Congress of Neurological Surgery (CNS).

It seems difficult to believe that as late as the 1990s, more than 
30% of all US neurosurgical residency programs had never gradu-
ated a female neurosurgeon. As of 2007, there were still 4 pro-
grams that have never had a female resident [4]. Another milestone 
was reached in 2017, when Johns Hopkins Hospital accepted its 
first black female resident, Dr. Abu-Bonsrah [27].

I feel very fortunate to have been exposed to neurosurgery in 
medical school at a time when not many women received this 
opportunity. When reflecting on my journey, I feel a sense of pride 
at being a part of something so wonderful. I do not deny that many 
days are filled with unique challenges. Yet many of today’s medi-
cal students are not afforded the early exposure to neurosurgery I 
had. For our current generation of students to flourish in a field 
that would benefit greatly from a greater presence of women, we 
must actively combat gender discrimination, lack of female role 
models, and abjuration of work-life conflicts [39].

 The Impact of Gender Discrepancy in Certain 
Fields of Study

Since graduating in 2010 from residency, I have held two faculty 
positions. In both environments, I have been the only female 
attending. I have often wondered why there are so few women in 
my field and the impact this has on how neurosurgery has evolved 
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and continues to evolve as a profession. Neurosurgery, like other 
fields in medicine and outside of medicine, has always suffered 
from a lack of gender diversity. These inequalities have been 
shown to become even greater as one ascends in the educational 
hierarchy [57].

Despite the fact that higher education is available to both men 
and women in our current society, it seems that the environment 
that awaits following graduation is not always the welcoming one 
we would hope for as women. In 1998, Benokraitis very aptly 
wrote in her book, Career Strategies for Women in Academia: 
Arming Athena, “Subtle sex discrimination refers to the unequal 
and harmful treatment of women that is typically less visible and 
less obvious than blatant sex discrimination is. It is often not 
noticed because most people have internalized subtle sexist 
behavior as normal, natural, or acceptable. It can be innocent or 
manipulative, intentional or unintentional, well-meaning or mali-
cious” [9]. What makes this behavior difficult to label and, there-
fore, correct is that it lends itself to multiple interpretations. What 
may seem offensive to some may appear harmless to others. The 
example she gives is a classic one: a man and woman are having 
dinner. When it comes time to pay the bill, the woman hands the 
waiter the credit card and bill. The waiter returns with the receipt, 
handing it to the man. No atrocious crime has been committed. 
Yet the waiter’s action implies a certain male authority. This 
authority is recognized in most settings. I have lost count of the 
number of times I have entered a patient’s room with a male nurse 
or midlevel provider, only to have the patients and their family 
members address my male counterpart as their doctor and me as 
his assistant.

Examples similar to the one above exist in everyday life and 
color our world. Eventually, if allowed to fully evolve, they help 
form our self-identity. If left unchecked for too long, Imposter 
Syndrome imposter syndrome may result [8]. For a female in a 
male-dominated field, it may be something as simple as being 
less likely to be called on during a meeting to share an opinion, 
not having your male  colleagues ask what you thought of last 
night’s football game, having to endure sexist humor for fear of 
exclusion if you object, or co- workers assuming that you are 
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always the right person with whom to discuss a difficult personal 
situation. Over time, as self-worth devolves, we are less likely to 
reach heights that a more supported individual may reach. 
Therefore, while subtle sexist behavior may be just that, it is 
important to recognize early the effect it may have on us, so that 
we may change our course. While we may not be able to elimi-
nate these behaviors in others, we can at least become aware of 
them and alter the way we process them.

Over the years, I have used humor on many occasions to dif-
fuse otherwise tense patient interactions involving my gender and 
being a surgeon. As it is not infrequent enough that patients ask 
who will actually be performing their surgery, I assure them that I 
am better at sewing than some of my male colleagues. While I 
find this type of humor necessary during those especially awk-
ward times, it is also a form of self-deprecation that I do not con-
done. I am ashamed to admit that, on occasion, self-deprecating 
humor has been my escape, especially when my gender in rela-
tionship to my career choice has been called into question. 
However, as Hannah Gadsby so eloquently stated in her recent 
Netflix comedy special, Nanette, self-deprecating humor from an 
individual who already exists in the margins is not humility. 
Instead, it is a form of humiliation [34]. Using self-deprecating 
humor to speak is perhaps a way by which a minority seeks per-
mission to speak – to be heard. This may perhaps be one manifes-
tation of the commonly discussed Imposter Syndrome.

The impact on a field has to be considered from two different 
perspectives: First, we have to consider what it means to be a 
minority in your line of work. Second, we have to consider the 
evolution of a field. Does it follow a different trajectory when 
there is gender diversity? Stated in simple terms, what could a 
female colleague bring to the table that differs from her male 
counterpart?

As far as neurosurgery is concerned, women are given “less 
than minority” status. This is defined as a group with fewer than 
15% representation [4]. A group that is assigned “less than minor-
ity” status does not meet the criteria for critical mass. Being part 
of such a small group does not allow that group to function as a 
minority, but rather as isolated individuals.
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Being “the only” in any situation, a term used by David 
Goggins in his book Can’t Hurt Me, changes your constitution 
[16]. As adolescent and teenage girls, we congregated in the halls 
to share secrets and discover the norms of society. In a workplace 
where you are the only female, the congregation changes. 
Friendship among colleagues is an important component of any 
work environment. We all have an inherent need to belong. 
Belonging has to be very clearly distinguished from just fitting in. 
Fitting in requires changing who we are to be a part of a group. 
Belonging, on the other hand, does not require this change. We 
are a part of a group because of who we are. Belonging feels natu-
ral and there is no need to hide or alter our fundamental values and 
beliefs. We enjoy the company and value the opinions of those in 
our circle. In an environment such as this, one can thrive. On the 
other hand, when we do not belong, we are emotionally exposed, 
which leads to an increase in stress and distress [6]. Eventually, 
these may manifest as physical symptoms. One study out of 
Sweden found that females in male-dominated fields take twice as 
much sick leave as their male colleagues [46]. This corresponds to 
the deterioration in the psychosocial work environment as the 
number of women decreases in the workplace. Furthermore, 
absences secondary to illness are multidimensional and did not 
only comprise biomedical complaints. One of the most convinc-
ing findings is that the amount of sick leave was also proportional 
to the employees’ resources, demand of the work, and social fac-
tors. Much of the leave was related to burnout, depression, and 
other stress- related illnesses. A lack of mentorship was also men-
tioned during the interviews regarding the work environment. It 
has also been reported that emotional burnout may lead to changes 
in serum lipids [49].

Men and women have different styles of friendship formation. 
As a result of this, underrepresented genders are likely to have a 
more negative experience than those in gender-typical occupa-
tions. This includes increased psychological stress and a poorer 
self-assessment of overall health. This also manifests as a higher 
rate of sick leave in individuals working in gender-atypical occu-
pations [42]. Women in male-dominated careers face many strug-
gles when it comes to successful social assimilation in a 
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gender-atypical environment. Many male-dominated work envi-
ronments are described as agentic, where assertiveness, competi-
tiveness, and a hierarchical approach to workplace dynamics are 
valued. This is contrary to the characteristics typically associated 
with women, which include collaboration, process, and equaliz-
ing behaviors [14]. This creates the dilemma of either trying to fit 
in or being true to one’s nature.

I offer a different perspective for the reader to consider. In my 
personal experience, I do not believe that the work dynamic 
described above is quite so simple. I believe that women working 
in a male-dominated environment adapt and may, on the con-
trary, find it difficult to make friendships with other women out-
side of the workplace. Over the years, while I am still a mother 
with maternal tendencies, I have found it increasingly difficult to 
form friendships with other women in the conventional sense. I 
do not have a group of close girlfriends and rarely find myself 
attending “girls’ night.” Furthermore, when attending social 
functions with work colleagues, I find myself in the awkward 
position of figuring out where I belong. Do I socialize with the 
“work wives,” or engage my colleagues in social banter? These 
types of situations defy the commonly held ideals of gender 
socialization. Gender socialization is a concept that describes 
how we are taught to socialize from a very young age. As the 
term implies, these norms are predominantly defined by society 
and are not solely rooted in biology.

When it comes time to secure a position, climb the academic 
ladder, or merely survive residency, negotiation is paramount. 
Women and men have, on average, very different approaches to 
negotiating. Women tend toward a “relational style.” The relation-
ship between the two, or more, parties involved is the focus when 
attempting to achieve a goal. Men, on the other hand, rely on a 
“competitive style” that focuses more on achieving the desired 
result [33]. In 2002, Sandra Ford Walston wrote a piece entitled 
“Women Integrating Workday Courage.” In it, she describes that 
being more courageous in our place of employment allows us to 
design our lives rather than being told who we are and led down a 
path created for us, instead of by us. It is very common for a woman 
to thank an employer for a raise or an opportunity instead of under-
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standing that it was her hard work that led to the recognition. My 
favorite quote from her writing should serve as a mantra to anyone 
and everyone who goes to work and wishes to rise above the daily 
chaos: “Remember, getting a promotion or some other accolade at 
work isn’t a gift. It’s something you’ve worked hard for and 
deserve. The action you take or don’t take during such a situation 
reveals your true courage quotient. When you fail to insist on credit 
for your accomplishments, your spirit slowly shrinks” [56].

There is no canon that defines with unwavering certainty what 
comprise the expectations of a specific role and, therefore, no 
objective standards by which to judge oneself. In today’s shifting 
society, we must all learn to wear multiple hats. Women who work 
and are also mothers experience a role conflict that can put them 
at risk for burnout. Mentoring and self-care are two techniques we 
can employ to prevent burnout before it happens. Recognizing 
that it is not easy, or maybe even impossible, to be everything to 
everyone is important. As such, women who work in male- 
dominated fields often describe feelings of social isolation and 
loneliness. Loneliness has been linked to almost all forms of men-
tal illness [44]. Last year, loneliness was reported as a potentially 
bigger health risk than smoking or obesity [54].

As physicians, it is in our DNA to find solutions to problems. 
However, we cannot begin to solve the problem of gender inequal-
ity within certain fields until it has been clearly defined. Especially 
because women who work in traditionally male-dominated fields 
also defy the model of the nuclear family discussed by Talcott 
Parsons in 1955. In this model, there is clear role segregation, 
placing the female in charge of maintaining the household, while 
the male is expected to be in the workplace.

Current trends in the United States now tend more toward a 
social construct of role integration, as opposed to role segregation, 
e.g., work-life integration versus work-life balance, as a more 
realistic approach to the reality of multiple roles when managing 
work and home. The proportion of women comprising the total 
labor force participation has been steadily rising. Today, almost 
half of the workforce is female, which is a significant increase 
when compared to approximately 34% in 1950 and 43% in 1970 
[53]. Despite this progress, many fields of medicine still lag 
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behind. And regardless of the percentage of women in any given 
field of medicine, women still take on the majority of household 
responsibilities [30]. The conversation regarding gender parity in 
the workplace is an important one that cannot be disregarded. 
Until there is organizational citizenship that addresses the role 
conflict many women face today, we need to keep talking.

If one performs a Google search of women in male-dominated 
fields, it may come as no surprise that there are 27,900,000 results. 
You are then confronted with titles such as Male-dominated fields 
should remain male-dominated, as well as a piece from The 
Guardian published in February, 2019 entitled Female surgeons 
frustrated by male dominated field – study. There is no paucity of 
literature on this topic. I do not claim to have reviewed all these 
results for pertinence to this chapter, but what struck me with 
most everything I did read was the insistence that we are unable to 
look past the negative aspects of the gender discrepancy and, 
instead, make lemonade. It seems that it is time to move forward 
with embracing the inherent differences between men and women 
and extracting their best qualities to create a rich and diverse 
workplace. Gender equity in the workplace may enhance job sat-
isfaction for women, as well as men. While a woman’s job satis-
faction is not as strongly correlated to pay as a man’s, working in 
family-friendly work environments, and believing their place of 
business practices this, the perception of gender equality in the 
workplace has been shown to correlate with high self-reported 
levels of job satisfaction [22].

 Navigating the Waters of Traditionally Male- 
Dominated Fields: How We Adapt to Our 
Environments

Women in male-dominated careers face unique challenges when 
compared to those working in gender-balanced positions. While 
some women integrate femininity into their work environment, it 
is not uncommon for women in predominantly male environ-
ments to adopt classically male behaviors in order to fit in [31]. 
The reality is that many female physicians experience burnout at 
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some point in their career. One study found that female physicians 
were 1.6 times as likely to suffer burnout when compared to their 
male counterparts [32]. Some of this is due to the gendered expec-
tations placed upon us by colleagues and patients. One theory is 
that patients have different expectations of care provided by 
females than of that provided by males. Females are expected to 
be more empathic and as such are often confronted with patients 
that offer more psychosocial complexity [28]. The result of this 
expectation differential may be reflected in the Press Ganey 
Patient Satisfaction Scores. In a 2017 study, the Press Ganey 
scores of female gynecologists were significantly lower than their 
male colleagues [45]. Please see Chap. 2 for further details regard-
ing gender differences in patient satisfaction scores and outcomes.

Even after removing gender from the equation, some fields 
have a high risk of burnout. In a very poignant essay entitled 
“Physician Burnout: Is the Foundation of Your Life Crumbling?”, 
Dr. Kraig Burgess, a hand surgeon, describes the insidious nature 
by which neglect of our personal lives may result in the dissolu-
tion of the family unit and offers personal insights as to how one 
might assuage the negative effects of a surgical career on one’s 
family life [7].

There are many cautionary tales to be told. You can find them 
by the hundreds on social media sites. As that is the case, why is 
it taking so long for people to listen and act? How many times 
must history repeat itself before we remove the blinders? To some 
extent, we all believe that we are impervious to the ordinary. Our 
lives will somehow manage to defy reality. We are extraordinary. 
However, once you reach the summit of that hill, the fall can be 
steep. The abovementioned essay and many others like it are per-
fect illustrations that by the time you are rolling down the hill, 
momentum makes it difficult to reverse course.

The reality is, however, that although most physicians, both 
female and male, probably experience varying degrees of burnout 
throughout their careers, we are very likely to attribute those feel-
ings to long hours and the emotionally demanding nature of our 
work and our current regulatory and electronic environment. That 
stress may be compounded by added sexism experienced outside 
the workplace. Many times, we may suffer at the hands of our own 
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friends and family. I have been asked countless times why I decided 
to pursue neurosurgery as a career, given the demanding nature of 
the work and the impact it will have on my ability to take care of 
my family. I have come to the point now where I have pretty much 
worked out the following standard response: The fact that I work is 
the very reason I am able to take care of my family. Having a 
demanding and rewarding career like neurosurgery also fosters a 
desire in my daughters to seek independence and knowledge as 
they believe this to be the modus operandi of all individuals. While 
living in a dual-income household means that we rely on the help 
of substitute caregivers, we stress to ourselves and to our children 
that while our careers fulfill us, it is our family that completes us.

There is a common perception that women and men have dif-
ferent leadership styles. Most perceive women as having a leader-
ship style that is more people-oriented, while men tend to be more 
task-oriented [24]. This misconception may be in part attributed 
to the social role theory in which women are viewed as nurturing 
and men “get things done.” This characterization pervades our 
society as demonstrated by the adjectives masculine and feminine. 
The word masculine implies strength, while feminine brings to 
mind something delicate. Even when describing music, feminine 
refers to a final chord occurring on a weak beat, while masculine 
is a final chord occurring on a strong beat. It is a hybrid approach 
that I believe characterizes the strongest leaders.

Work-life balance is perhaps the most talked about conflict that 
affects working women. Drs. Toby Parcel and Elizabeth Menaghan 
have authored multiple research articles and books regarding the 
effect on a child’s well-being when both parents are employed. 
They have written extensively about the detriment to both cogni-
tive and social development in children who are raised by substi-
tute providers and the resulting attachment insecurity [38].

The term work-life balance itself implies two opposing forces. 
Instead, they should be experienced on a continuum. While I do 
work longer hours than the average gainfully employed individual 
[3], I strive to involve my family in decisions regarding my work 
life. I am clear with my children regarding my work responsibili-
ties and the importance of the work I do, all the while emphasiz-
ing that they will always be my top priority. I also involve them, 
when appropriate, by taking them to work functions with me, as 
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well as visiting my office on off-hours occasionally so they can 
see where I am when I am away from them. Conversely, my col-
leagues and I speak often about our families and lives outside of 
medicine. Of course, in a field like neurosurgery, social capital is 
not viewed as important as professional capital. Despite this, even 
though the care of my patients is wildly important to me, I have 
not been able to think of myself as a neurosurgeon first since 
becoming a mother. While some may define this as a weakness, I 
believe this has helped shape me into a more present and compas-
sionate doctor. While empathy has been shown to decline through 
the course of medical school and residency [35], it is through 
interaction with society’s most innocent citizens, our children, 
that we can reawaken our emotional understanding of another 
individual’s experience and needs [40].

As I mentioned above, while I do not miss an opportunity to 
tell my family they remain my top priority, that does not translate 
to my presence at every school function or extracurricular activity. 
Also, the fact that I occasionally sacrifice professional opportuni-
ties to be present at times when most of my contemporaries are 
not has taught me an important lesson in the last decade. We place 
too much pressure on ourselves to have it all. Instead of having it 
all, I have found a new equilibrium that has worked very well for 
me. I no longer strive to have it all. I strive to have enough.

 Bridging the Gap and Moving Forward

We all strive to create a workplace with gender parity, so much so 
that we do not want to treat individuals differently. What we fail 
to realize is that women and men are quite different. Years of mis-
information has created the belief that those difference lie in their 
intellectual abilities. In our pediatric rotations during medical 
school, we are repeatedly reminded that kids are not just small 
adults. I think a similar statement may be made regarding females 
and males: women are not just men with less bodily hair. We do 
not want to be treated exactly the same. We want our unique qual-
ities and skills to be recognized, accommodated, and celebrated 
so that we can thrive in the professional world just as men have for 
hundreds of years.
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 Creating Awareness and Comfort

First, and foremost, we need to create awareness of the gender 
discrepancy that exists in some fields. Whenever there is any 
imbalance in nature, scientists have jumped into the field to 
determine the cause in order to begin work on solutions. Gender 
discrepancy is no exception. There is a growing body of litera-
ture regarding this topic. When performing a literature search 
for “females in male-dominated careers,” there are almost 28 
million results. However, when researching “burnout of females 
in male dominated careers,” there are 4.5 million results. We 
have spent a lot of time observing, and now we need to system-
atically begin working on actionable solutions. By clearly defin-
ing an issue and assigning vocabulary to it, only then can it be 
tackled.

When one is a minority in his or her environment, the risk of 
isolation and attrition increases. Small work groups, referred to as 
“microenvironments,” have been shown to be beneficial in 
increasing confidence and comfort with speaking up and contrib-
uting to assignments [11].

Professional women need to be more visible and available to 
medical students throughout their training. We need to be seen. In 
my field, the image that most people conjure in their mind when 
they hear the word neurosurgeon is someone sitting under a 
microscope for 12–24 h. The question I am still most frequently 
asked when people find out that I am a neurosurgeon is how I can 
operate for so long without going to the bathroom. Never mind 
that the majority of the procedures I perform require less than 
3–4 h. Also, I believe one of my patients said it best when she 
declared, “I expected someone much older and more male.”

 Eliminating Negative Stereotypes Through 
Mentorship

All individuals are biased to a certain degree. Cognitive biases are 
shortcuts that have evolved during our socialization that allow our 
brain to decipher what it sees without wasting time. The most 
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automatic calculations our brains make revolve around age, race, 
and gender. A person’s gender allows us to socially categorize 
every individual we meet [25]. In order to eliminate negative ste-
reotypes, we need to reprogram the way we think. Implicit biases 
exist in most of us, despite our best intentions and conscious dec-
larations. The Implicit Association Test (IAT) has become one of 
the most commonly used tools in the workplace to evaluate our 
implicit biases.

Research in child development indicates that the performance 
and interest in STEM topics is equal during early childhood 
between girls and boys. It is only later, due to societal standards, 
that participation in these fields changes [18]. The factors involved 
are multiple and complex. They are beyond the scope of this chap-
ter. However, awareness of this fact and early intervention may 
foster interest in females and males alike, which may change 
 societal nuances to pave a drastically different road for future gen-
erations.

I often feel like I live somewhere in the gulf between surgeon 
and mother. After all, the two are not typically assigned to the 
same individual. The old riddle about the boy involved in a car 
accident continues to stump many people to this day. If you have 
not heard it, it goes something like this:

A young boy and his father are on their way home from a soc-
cer game when they are involved in a motor vehicle collision. The 
father dies instantly, but the boy survives and is taken to the near-
est emergency department. Upon arrival, it is determined that the 
boy requires immediate surgery.

However, the surgeon assigned to the case appears and states, 
“Call my partner STAT to the operating room. I cannot operate on 
this patient. He is my son!”

This riddle has stumped many well-intentioned adults. Good 
Morning America approached random people on the streets of 
New York. Surprisingly, the majority were unable to solve this 
riddle. Instead, it was a group of fifth-graders in Manhattan that 
were almost all able to answer without hesitation [55].

It has been clearly demonstrated that there is a positive correla-
tion between the proportion of women surgeons on a faculty and 
the choice to pursue a surgical career in female medical students 
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[36]. It is often said the best way to lead is by example. It follows 
suit that we will only be able to shatter stereotypes through men-
torship. As I mentioned earlier in the chapter, I truly believe that I 
am here today as a result of having positive experiences during 
my medical school and residency training supplied by strong, 
female role models.

There have been a lot of efforts made throughout the past few 
decades to integrate females into the STEM fields. One challenge, 
however, has been retention. The current environment has proven 
to be hostile and wrought with workplace incivility, resulting in 
female attrition. This can be as subtle as gendered language to 
interrupting someone while speaking, or addressing a colleague 
inappropriately [47]. By working to increase the number of female 
mentors in all fields, gender equity is sure to follow. In order to 
accomplish this task, we must continue to not only mentor, but 
sponsor, future generations [21].

 Recognizing Gender Difference in Burnout

Burnout in medicine is an important area of study for multiple 
reasons. From a financial perspective, it results in a $4.6 billion 
burden to the US health-care system per year [19]. This is, in part, 
due to higher than expected physician turnover and decreased 
clinical hours. Burnout comprises two main components: emo-
tional exhaustion and depersonalization. It may come as no sur-
prise that women and men experience burnout differently. While 
many confounding factors prohibit any truly declarative state-
ments from being made, it appears that women are more likely to 
experience emotional exhaustion, whereas men more commonly 
experience depersonalization. There is an inherent bias that burn-
out is more commonly experienced by women than men. This 
presents two very clear dangers: women may be less likely to be 
assigned more challenging tasks or receive promotions, while 
men experiencing burnout may go unrecognized and fail to 
receive much needed care [42]. As a surgeon, I am especially 
interested in correcting the course we are all on, as burnout affects 
the care I deliver to my patients, my patient satisfaction scores, 
and my personal risk for being involved in a malpractice suit [50].
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 Is “Self-Care” the Answer?

As a health-care provider, it is very easy to hide behind the work. 
I spend most days taking care of other people. I listen attentively 
to their problems. I offer advice. On the best days, I am in the 
operating room, surgically correcting what ails them. When we 
spend our days tending to the needs of others, it is not uncommon 
to forget our own. Over time, we become better at caring for oth-
ers than of ourselves. In their book, “Leaving it at the Office,” 
John Norcross and Gary VanderBos pose the following conversa-
tion opener, “You are fine. How am I?” [37]. It is not very often 
that we ask ourselves that question. The suggestions offered in 
this book are both realistic and do not require finding extra time in 
our schedules to implement. They include things such as setting 
boundaries and refocusing the rewards. During our fast-paced 
days, we rarely take time to receive the rewards our patients 
unknowingly offer us. They offer the following old Chinese 
 proverb:

• If you want happiness for an hour – take a nap;
• If you want happiness for a day – go fishing;
• If you want happiness for a month – get married;
• If you want happiness for a year – inherit a fortune; but
• If you want happiness for a lifetime – help someone else.

We are given a gift that rare other professionals ever experience. 
We are entrusted with our patients’ most vulnerable moments. It is 
not uncommon for patients to share with us information that does 
not fall on any other ears. They look to us for guidance and answers. 
Even though we are not always able to provide solutions to all 
problems, the reward is immeasurable when we do.

The focus on self-care these days has shifted to tangible activi-
ties, things like manicures, massages, and yoga; the list goes on 
and on. I think it was said best by Catherine Dietrich when she 
likened today’s self-care as one more thing to add to our to-do list 
[12]. Self-care does not need to be complicated, but it is neces-
sary. It can be as simple as sitting in a room alone with your 
thoughts for a few minutes meditating, or not.

10 Navigating a Traditionally Male-Dominated Specialty…



296

 Reproductive Life Planning

In examining the literature on reproductive planning, there are 
thousands of articles about how to discuss this with our patients. 
However, there is virtually no information specifically geared 
toward health-care providers and how this may contribute to burn-
out. Childcare in certain fields is regarded as an impediment to 
climbing the professional ladder. There have not been any studies 
that look at the importance of this for medical students, residents, 
or attending physicians.

I hope that a new world will be waiting for the trainees and 
students of the future. It was not too long ago when I found out 
that I was pregnant just before my chief year of residency. 
Although, alone in my bathroom staring at that little stick that 
notified me of the happiest news of my life, I was absolutely 
elated, the realization of what this might mean for my profes-
sional life was a different reality all together. I immediately felt 
complete and utter fear that I might be fired with only 1 year left 
in residency training. While I admit this was a rather intense reac-
tion, the fact that the thought even entered my mind speaks to the 
culture at that time. Being the only female in my residency pro-
gram did not offer any rational comparisons by which I could 
accurately calculate my fate. That, coupled with my first trimester 
routine of vomiting on the way in to the hospital at what I affec-
tionately began referring to as “my” trashcan every morning, 
definitely made for an interesting experience.

 Social Networking

It is estimated that by the year 2020, there will be almost  
3 billion social network users (Statistica). Social media is how 
we connect on a social and professional level. This platform will 
continue to grow and gives us instantaneous, worldwide access 
to similar professionals. The role of social media in healthcare is 
multifaceted. It can be used to educate as well as network. It has 
been shown to assist with mentoring for women in male-domi-
nated specialties by connecting them with mentors across the 
world [29].
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 Conclusion

In a recent book written by Siri Hustvedt, she states that “gulfs of 
mutual incomprehension among people in various disciplines 
may be unavoidable” [23]. Although her text does not specifically 
address the topics covered in this chapter, I feel that this gulf 
exists in any situation where all the moving parts are not necessar-
ily the same. A multidisciplinary approach will be required to 
bridge the gap.

The most potent motivator for change is having a personal 
stake in the outcome. If society is headed for change, we will only 
be successful in a system where there is a culture of personal 
responsibility and accountability. The reason most diversity and 
inclusion programs fail is due to the fact that the parties involved 
feel as though they are being talked “at” and not an agent of 
change. Mutual respect is a prerequisite for any dialogue that will 
lead to meaningful, positive change.

At the end of the day, when I look back at my 16 years spent as 
a neurosurgeon, I have always been “a woman looking at men 
looking at women” [23]. This has offered me unique perspective. 
While I would seem to wax poetic if I refer myself as a perpetual 
outsider, my gender, ironically, has offered me an atypical 
 advantage.

In order to transform our current society, we must draw on the 
collective knowledge of all its citizens. Even those considered to 
be “less than a minority.” No one should be underestimated, as the 
input of the novice may, in some cases, be more flexible and brim-
ming with infinite potential and possibility than that of an expert 
in the field. It should seem unacceptable to all parties that 88% of 
respondents to a recent survey in the UK reported that they felt 
surgical subspecialties remain male-dominated and that 59% have 
witnessed discrimination against females in their workplace [2].

Nowhere in the literature is it stated that women lack the intel-
ligence required to enter specific fields. To the contrary, girls 
score at higher levels in some areas of STEM than boys during 
childhood [18]. Despite this, and the abundance of literature on 
the topic, no significant cultural shift has occurred even though 
the number of women in the workplace has been steadily increas-
ing for decades. Instead, highly educated women find themselves 
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falling prey to Imposter Syndrome and having to endure gendered 
language and adopting male personality characteristics to survive 
the daily grind.

In a quote commonly attributed to both Anais Nin and the 
Babylonian Talmud, “we don’t see things as they are, we see 
things as we are,” we get a glimpse at how our perception affects 
our reaction to everyday events. It seems that it may be time we 
reshape our preconceptions in order to alter our perception of pre-
viously fixed roles that, thus far, have not be fully available to 
women. Acceptance is an essential element to feeling whole. As 
mentioned earlier in the chapter, Brene Brown spoke very con-
cretely about the distinct difference between belonging and fitting 
in [6]. Once we all stop trying to fit in and, instead, belong, we 
will be able to move forward as a cohesive community in a more 
constructive way.

Perhaps all of our current attempts at creating gender parity 
have been a bit short-sighted. As sociologists attribute gender 
socialization to predominate during the early childhood years, 
perhaps it is time to consider a paradigm shift in the types of gen-
dered language, activities, toys, and expectations to which we 
expose our children. While the inherent biological differences 
between men and women cannot be denied, we should consider 
allowing our children to grow into themselves as opposed to 
molds we prepare for them, as a society.

In the meantime, until gender roles are redefined, I suppose we 
can continue going it alone, together.
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Exemplary of a champion, NIH director Dr. Collins wrote…

“I want to send a clear message of concern: It is time to end the tradi-
tion in science of all-male speaking panels,”…. “Starting now,” he 
added, “when I consider speaking invitations, I will expect a level 
playing field, where scientists of all backgrounds are evaluated fairly 
for speaking opportunities. If that attention to inclusiveness is not evi-
dent in the agenda, I will decline to take part. I challenge other scien-
tific leaders across the biomedical enterprise to do the same.” [1]

New York Times June 12, 2019

In 2019, the World Health Organization published “Delivered 
by Women, Led by Men: A Gender and Equity Analysis of the 
Global Health and Social Workforce.” The authors reported that 
70% of the global health-care workforce is female. Labor was 
segregated by gender norms, horizontally (across specialties) and 
vertically (through leadership). The gender pay gap in healthcare 
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was higher than in any other sector of the economy. Female pro-
fessionals were clustered into “low-status/less paid” roles. There 
was a lack of gender parity in leadership driven by “stereotypes, 
discrimination, power imbalance, and privilege,” and that this dis-
advantage can be multiplied by other factors such as race, class, 
etc. The authors reported that bias, discrimination, and harass-
ment were associated with attrition, low morale, and ill health. 
Whereas empowering women with education, financial well- 
being, and autonomy generally improves the well-being of her 
family, community, and society at large, and female leaders com-
monly improve health for all [2].

Men and women in medicine are held accountable to the same 
rigorous strictly enforced standards for entering and graduating 
from an accredited medical school, passing national licensing 
exams, completing approved residency training, achieving board 
certification, maintenance of certification, and credentialing and 
complying with the oversight of medical staff. Women pay the 
same tuition, make the expected personal sacrifices, and are as 
capable as their male colleagues. Since half of the medical gradu-
ates are female, it follows that we would want female physicians 
working at full capacity. Yet currently female physicians do not 
achieve the same level of success (professional rank or reward).

In 2017, the number of women entering medical school sur-
passed men (50.7%) [3]. However, in this chapter we will demon-
strate that without a substantive change in the culture of medicine, 
the likelihood a woman entering medical school in 2017 will 
become chief medical officer, dean, department chair, full profes-
sor, editor in chief, RO1 grant recipient, first or last author on a 
manuscript, invited editorialist, or a specialist in the most lucra-
tive specialties is significantly less than that of her male counter-
parts. It is less likely that she will marry or have children, and if 
she does, it is more likely she will carry more domestic responsi-
bilities related to the care of the household and children. These 
discrepancies in her success, defined as personal and professional 
rank and rewards, cannot be completely explained by specialty, 
practice setting, work hours, productivity, race, ethnicity, year in 
academia, marital status, and parental status.
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In this chapter we explore the gender gap in career success, 
explore some of the theories offered in the literature that underlie 
the gap and may explain a proportion of the phenomenon, and 
finally seek potential strategies and tactics to close the gap.

 The Success Gap

 Pay Gap

Female physicians have been reported to earn less than their male 
colleagues. Female physicians are reported to earn from 64% to 
90% that of male physicians [4–8]. Women in other fields gener-
ally earn 80–82% of what men are paid for similar work [9]. 
These pay gaps start with the first job after training and persist 
over a women’s career [10, 11] and can be especially problematic 
at the intersection of gender and race with Black, Native American, 
and Latino women making 52–58% of their male colleagues [9]. 
From the start of her career, at the time of this writing,  female 
physicians earn an unadjusted average of $20,000 less in annual 
compensation than male counterparts [7, 8, 10, 12, 13]. Per these 
authors, this pay gap was not attributable to her specialty, practice 
setting, work hours, productivity, race, ethnicity, year in aca-
demia, marital status, or parental status. However, after adjusting 
for working part- time and taking leave, the pay gap shrunk 
to  approximately $17,000 and did not reach statistical signifi-
cance [7]. Part- time physicians reported lower compensation and 
fewer opportunities to advance, which in turn lowered career sat-
isfaction [7, 14]. Women are more likely to work part- time. 

Female physicians  seem to be segregated into specialties 
with lower status and compensation. The gender pay gap was 
seen across 446 major US occupations examined by the Wall 
Street Journal; they found women earned less than men in 439 
of these occupations, and this gap was magnified in some of the 
highest- paying occupations, specifically doctors and surgeons, 
financial specialists, and lawyers and judges [4]. In medicine, 
Desai et al. examined 13 medical specialties and found that the 
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more lucrative the specialty, the more likely it was dominated 
by male physicians even after adjusting for hours, productivity, 
and years of experience [12]. Specialists stand to earn two to 
three times the salary of general medical doctors [15]. In 2012, 
cardiology was the medical specialty with the lowest percent-
age of women at 10.7% [12]. Whereas,  general  primary care 
was 49% female in 1999 and dropped to 33% by 2008 [10], 
which suggests  evidence of diversification. Perhaps more 
importantly, female patients may benefit from having more 
female specialists. For example, cardiologist Dr. Donna Arnett 
advocates for more female cardiologists since heart attacks are 
the leading cause of death in women, and their presenting 
symptoms are currently described as “atypical” compared to 
those seen in men [16].

 Leadership Gap

Women are less likely to be recognized as leaders. It has been 
reported that in the United States, approximately 95–98% of chief 
executive  officers of Fortune 500 and S&P companies are men 
[17]. Both men and women have an implicit bias that leaders are 
men; perhaps the fact that men are in leadership positions serves as 
a confirmation bias to reinforce that perception [18]. In healthcare, 
approximately 3–18% of chief executive officers and chief medi-
cal officers, 6–16% of deans, 13–15% of department chairs, 9% of 
division chiefs, and 19% of full professors are female [19–22]. 
This is in spite of the fact that 70–80% of the health-care work-
force, 50% of medical school classes, and 34–40% of the practic-
ing physicians are female [21–23]. 

Women can be exceptional leaders, but face confirmation 
bias  Women can be exceptional leaders, but seem to face some 
bias. Zenger et al., in one study published in Harvard Business 
Review, found that women were perceived as or more effective 
than men in 17 of 19 leadership competencies and were excep-
tional at taking initiative, practicing self-development, and driving 
for results and displaying honesty and integrity (men scored higher 
on strategic perspective and technical/professional expertise) [17]. 
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In a different study, it was found that strategic roles are more often 
assigned to men, whereas operational roles are more often assigned 
to women, which can convey a bias that women have less aptitude 
for strategy and their absence in these roles serving as a confirma-
tion bias [24]. Zenger et al. also evaluated how 40,184 men and 
22,600 women assessed their own leadership effectiveness and 
found that women underestimated their abilities and men overesti-
mated them [17]. Perception is not always reality, which suggests 
that men and women would both make better decisions if more 
aware of inherent bias in themselves and others.

Gender diversity in leadership improves organizational per-
formanc Gender diversity in leadership improves organizational 
performance. Valerio et al. reported that after they sorted compa-
nies into quartiles based on their proportion of women on the board, 
the companies in the top quartile of female inclusion outperformed 
those in the bottom quartile by 15% for sales, customers, and profits 
[25]. Turban et al. examined 1069 companies in 35 countries over 
24 industries and found that a 10% increase in Blau’s index (a 
diversity index taking into account the  ratio of men to women) 
increased the market value to 7% when coupled with the belief that 
gender diversity was important and “normatively” accepted (pub-
licly declared and actively pursued in earnest) [26]. Furthermore, 
67% job seekers look for diversity in the workforce, and 61% of 
female candidates look for gender diversity in the leadership team 
and opt to join a firm with diversity in the leadership team [26].

 Clinical Care Recognition Gap

Female physicians were less likely than male physicians to be rec-
ognized as physicians by patients (78.5% vs. 93.3%, in one study 
of ER physicians) [27]. Yet female physicians perform as well as 
their male counterparts. In an analysis of 1.5 million Medicare 
patients treated by female versus male physicians, the patients 
treated by female physicians had a statistically significant lower 
30-day mortality rate (15.02% versus 15.57%) and a lower hospi-
tal readmission rate (11.07% versus 11.49%) [28]. Female physi-
cians have been shown to be more likely to spend more time with 
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patients and engage in shared decision-making, counsel patients, 
tend to their psychological needs, attend to preventative services, 
and achieve better outcomes with less litigation [29, 30].

 Academic Success Gap

Female physicians are less likely to be introduced by professional 
title when presenting at major meetings and are less likely to be 
invited to give these important presentations [31, 32]. In spite of 
being as equally committed to academic medicine as male coun-
terparts and comprising 40% of the academic faculty at the time 
of this writing, female faculty make up only a quarter of tenured 
faculty [7]. Women advance to full professor more slowly and are 
less likely to make full professor with a ratio of female to male 
full professors of 1:4 [16, 21, 23, 33, 34]. Furthermore, a 2016 
study of 10,241 academic physicians from 24 public medical 
schools reported that female full professor salaries were compa-
rable to male associate professors and female associate professors 
salaries were comparable to male assistant professors [35]. 
Despite adjustments for potential confounders including age, 
years of experience, faculty rank, specialty, scientific authorship, 
NIH funding, clinical trial participation, and Medicare reimburse-
ment, nearly 40% of the differences in salaries between men and 
women remained unexplained. In academia, if one does not 
advance to full professor, it can account for a $60,000 annual pay 
gap [7]. These financial inequities compound over decades.

Academic institutions have been reported to give less generous 
start-up packages to women than men, reporting a difference of 
$585K versus $980K, respectively [36]. In another study, Bates 
et  al. reported a similar disparity of $400  K for junior facility 
doing basic research [36]. Compared to men, the women are less 
likely to transition from a K Award to an established RO1 within 
5 years, 19% versus 25% [34]. Women seem less likely to apply 
for RO1 grants, compared to men, 27% to 73%, respectively. In 
published work in the medical journals, women account for a 
third of the first authors, 4–19% of senior authors, 11–19% of 
invited guest editorials in the prestigious journals  NEJM and 
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JAMA, and account for 7% of the editors in chief [34]. The slow-
down during the critical early years in a woman’s career has been 
often been referred to as  “the motherhood tax,” “the maternal 
wall”, which will be discussed below.

 Family and Citizenship Gap

Female physicians are less likely to marry (79% versus 89%) or have 
children (81% versus 92%) [7]. Half of female physicians are mar-
ried to another physician (42–50%), whereas, a less than a third of 
male physicians are married to another physician (15–30%) [37]. 
Compared to their male colleagues, women are less likely to have a 
partner who works less than full-time outside of the home (85.6% 
versus 44.9%) [38], and it is not clear what proportion of these female 
physicians are the primary bread winner for their families. Women 
are more likely than men to work part- time or to take an extended 
leave (22% versus 15%). Female physicians are more likely to be the 
one who is primarily responsible for domestic duties, including care 
of the children and elderly. On average, female physicians with chil-
dren were found to perform 10 hours less professional work per week 
than those without children, and female physicians perform 100 more 
minutes per day or 8.5 more hours per week on domestic work (car-
ing for children and running the household) than male physicians [38, 
39]. In addition to a disproportionate share of household and family 
responsibilities at home, many women also report discrimination at 
work for having these responsibilities. In one survey of 5782 female 
physicians, 66.3% reported gender discrimination at work, and 
35.8% felt discriminated against for issues related to motherhood. Of 
those who experienced maternal discrimination, 89.6% reported dis-
crimination against pregnancy and taking maternity leave [40]. 
Female physicians felt judged as “lazy” professionals if working 
part-time and judged as a bad mother if working full- time [22, 40]. 
For men, the family is considered a support system. For the women, 
the family is considered an additional responsibility. This shift for 
women to cut down on professional work to take on more domestic 
work is coined the “motherhood penalty” and the “fatherhood bonus” 
[8]. This is not to say that men would not also prefer to have equal 
time bonding with and raising their children.
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 Exploring the Gap

The segregation of women in medicine into low-status, low- 
earning areas horizontally (across specialties) and vertically (in 
the hierarchy) raises the question of whether women self-sort as a 
reflection of women’s preferences toward “caregiving” traits, or 
whether they are marginalized by a male-dominated profession 
[41]. Riska et al. offer several models to consider. Perhaps women 
are socialized into gender norms based on a “deficient focus” 
(lacking traits as a gender needed to advance within the profes-
sion), or “asset focus” (possessing traits, for example, suited to 
compassionate care for children and the elderly). Or, perhaps the 
status of the male-dominated profession must be defended by sub-
jugating or excluding women. Another possibility is viewing the 
medical profession as what Riska calls “discourse and relational,” 
and thus discursive strategies are used by the male-dominant in- 
group to create cultural practices that define women’s roles (e.g., 
women’s health specialty) [41]. The dominant group might also 
claim a lack of qualified candidates to explain the underrepresen-
tation of women – the “meritocracy myth” [42–44]. However, the 
female may not be deemed as qualified because she has not had 
the opportunity, through position and promotion, to demonstrate 
her qualifications; this privilege might be considered an “asset” 
that the nondominant group members do not possess [45, 46]. 
Compared to a member of the dominant in-group, the nondomi-
nant group member may have to work much harder to “merit” the 
opportunity. For example, as reported in the review by Kang et al., 
women had to be 2–5 times more productive than men to be hired 
for similar postdoctoral positions [47]. Those that succeed lead in 
shaping the future of medicine.

Perhaps, men and women have a different notion of suc-
cess. One hypothesis for the gender gap is that men and women 
define success differently and pursue it accordingly. One study of 
physicians asserted that men define success as achieving goals 
and social recognition through income and promotion, 
whereas,  many women define success by their social relation-
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ships, “personal challenges,” and the desire to be more “autono-
mous and less dependent on external recognition.” These authors 
defined objective career success as titles, publications, and orga-
nizational metrics and subjective career success as satisfaction 
and self-efficacy in teaching, research, and clinical work. The 
authors found a gender gap in objective career success, but not in 
subjective career success. These findings seem to conform to gen-
der norms, and the conclusion drew criticism for not accounting 
for the social constructs that could have produced the results such 
that they may not be reflective  of  women’s preferences [48]. 
Others have speculated that due to estrogen women may be more 
emotionally attuned, nurturing, and relational, whereas men, due 
to testosterone, may be more competitive, risk-takers, aggressive, 
and more independent-minded.  It remains unknown to what 
extent  female and male physicians self-sort into their pre-
ferred roles versus are expected to maintain the norms of the 
dominant culture. 

Women will self-silience themselves for fear of losing critical rela-
tionships. A 2019 review on “self-silencing and women’s health” 
explains the phenomenon [49]. More than men, perhaps due to a 
combination of gender norms, lower social status, and biologic 
sex, women have been more dependent on and gain power 
through  relationships and communication. As such, the authors 
explain,  many women develop “rejection sensitivity” through 
which she knows when to silence herself in order to survive, feel 
protected, or accepted. Women may silence themselves to avoid 
conflict and loss. Women may also self-silence if they believe self-
sacrifice is a form of love and care, making them more valuable, as 
a way to raise their status in society. Some will conceal their true 
self to present the external false self that is expected by others and 
to conform to the social norms of feminine “goodness.” Those who 
have an “externalized self-perception” dependent on what others 
think of them lack confidence or suffer from perfectionism and are 
even more prone to strictly conform to perceived gender norms in 
order to fit in. The authors explain, she may hide her anger and 
sense of unfairness, as these displays are socially unacceptable for 
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women. However, as Maji et al. describe, concealing one’s authen-
tic self can lead to internalized anger, frustration, unmet needs, and 
risk becoming disconnected from others. Self-silencing is also 
considered a form of abandonment of one’s true self, perpetuates 
self-doubt, and has been linked to depression [49]. 

The confidence gap between men and women has gained atten-
tion through investigative journalists Claire Shipman of ABC News 
and Katy Kay of the BBC World News [50]. They report, women 
exhibit more perfectionism and are more likely to experience the 
“imposter syndrome,” in which they feel inadequate and fraudulent 
in their success, despite the evidence they are performing as well as 
men. The authors reported that the sense of mastery and confidence 
comes from learning from trial and error, but women miss out on 
opportunities to grow from mistakes when they are worried about 
being perfect, being liked, and fear failure. This may explain why 
women consistently underestimated their abilities and men consis-
tently overestimate their abilities, though both perform equally 
well. Women are more likely to blame themselves (internal forces) 
for shortcomings, whereas men are more likely to blame external 
circumstances. These journalists go on to report that women are 
less likely to speak up or apply for a job unless they are absolutely 
certain they are correct in their statements or that they meet all of 
the stated job qualifications. Whereas, men will apply if they meet 
60% of the qualifications and expect they will learn what they do 
not know on the job [50].

Zenger et al. found that the confidence gap between the gen-
ders starts at an early age. Between the ages of 8 and 14 years, a 
girl’s confidence drops 30%, and their fear of failure increases 
150%. The perception of being “liked” drops from 71% to 38% in 
the early teen years. Perhaps this is due to the fact that adolescent 
girls get the message to value perfection and avoid risk, there-
fore,  they may miss out on the opportunity to grow confident 
through learning from mistakes. At age 25, women will start to 
gain confidence and finally close the gap by age 60. During this 
period, from 25 to 60  years old, women gain 29 points on the 
confidence scale, compared to the men who gain 8.5 points during 
the same period of time. Because women lack confidence during 
the early stages of a career, she may not assert her competence 
and capabilities thus losing out on opportunities [17, 50].
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Double standards and “the double bind” can be particularly 
challenging for successful women. Unlike men, in the current cli-
mate women are not perceived to be both assertive and warm, 
competent and “likeable,” simultaneously. The presence or 
absence of one infers the presence or absence of the other, called 
the “innuendo effect.” To say that a woman is “not likable” or “not 
a good fit” may sometimes be a euphemism for discrimination by 
gender norms against her ambition, even if unintentional. This can 
be confusing for women in leadership who get high marks and 
often exceed expectations on tasks but are held to “double stan-
dards” in managing work relationships. For example, researchers 
found that in the same performance reviews women may be told 
to “say no more often” and “not be afraid to make decisions that 
are unpopular,” while at the same time needing to “take others 
viewpoint into account” and “be more collaborative.” An aspiring 
female physician leader may try to be everything to everybody 
simultaneously. Or she may feel the need to conceal parts of her-
self (such as her strengths), unable to be fully authentic, expres-
sive, or efficacious. This can be likened to the feeling of “walking 
a tight rope” or “walking on eggshells,” which feels isolating, 
stressful, and exhausting. The energy needed to conform to gen-
der norms and be “liked” by everyone can detract from the pri-
mary work. Furthermore, the pressure to conform to the gender 
norms along with the biased double standards and double binds 
perpetuates the “hidden curriculum,” in which one generation of 
women teaches the next generation of women to conform to gen-
der norms and conveys the message that her authentic self is unac-
ceptable [42, 51–53].

Women are expected to put others first. Compared to men, 
women have been shown to generally behave more  collaboratively 
and look after the greater good, which has also been demonstrated 
in research and education [22]. Still women are often chastised for 
too much ambition and self-sacrifice to attain success, even if her 
ambition is to serve others. Per gender norms, she may be shamed 
for expecting credit for her own work. Some say, “nice girls don’t 
get the corner office” [54]. However, she may need to be “liked” 
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and to “fit in” with the male-dominant “in-group” to get an oppor-
tunity. She may even be expected to downplay her achievements 
to be deemed more “likable.” To be “liked”, she may be relegated 
to the “helper role” by the dominant group, and vulnerable to oth-
ers taking credit for her labor, such that being a “teamplayer” does 
not necessarily translate into advancement.  This is a “double 
bind”. And if she were to express anger about the situation, her 
anger is more likely to be perceived as irrational and evidence of 
her lack of competence, whereas a man’s anger is more often 
attributed to external conditions and deemed reasonable, rational, 
and persuasive [51], which is a "double standard". 

The “token” status of women in certain aspects of medicine 
does not fully explain the challenges they face to be accepted, fully 
participate, and advance in her field. By "token", we mean being 
less than 15% of a group. By raising the proportion of women 
in the group, it does not necesssarily resolve the obstacles women's 
face for upward mobility. In the comprehensive review on the sub-
ject of “tokenism” by Zimmer [55], the author provides some 
examples. For example, a decision-maker may purposefully pro-
mote a “token” outsider from the nondominant group as proof that 
he or she, the  decision-maker, is not discriminatory  and as  evi-
dence that they are compliant with expectations for desegregation, 
diversity, equity, and inclusion. However, these motivations do not 
guaruntee that those selected from the token group are most likely 
to succeed. Furthermore, it also suggests that a smaller proportion 
than than those qualified will be advanced. And furthermore, those 
token women  that are hired into male-dominated fields such as 
medicine, police work, or the military are often segregated into 
positions with less power and less opportunity to advance. In con-
trast, men in female- dominated fields such as teaching and nursing 
are often disproportionately upwardly mobile and powerful. More-
over, as women rise in proportion in male-dominated fields, there 
was found to be a proportionate backlash of harassment to prevent 
them from advancing [55].

Women may fear rejection and retribution from the “in-group” 
that holds authority over her success. In a 2019 study of 7409 resi-
dent surgeons, 30% of women and 4% of men who felt sexually 
harassed feared the negative consequences if they complained about 
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it. Hu et  al. found that 65% of female surgery residents reported 
experiencing gender discrimination and 20% experienced sexual 
harassment, compared to 10% and 4% of males, respectively. Their 
supervising attending physicians were the most frequent source of 
sexual harassment (27%) and abuse (52%). This study also reported 
these experiences were associated with symptoms of burnout and 
suicidal thoughts, and these consequences were no longer present 
after adjusting for such mistreatment [56]. Women face hostility in 
the workplace and for reporting it [57]. A sexualized workplace can 
make women and men fearful of one another and therefore less 
likely to hire women in order to avoid risk, especially if it is believed 
that there is little to gain [58]. Perhaps this will resolve by normal-
izing gender diversity in the workplace.

Unconscious, implicit, second-generation bias is uninten-
tional, yet omnipresent and detrimental to the advancement of 
women. Thus, it is imperative to deconstruct gender stereotypes 
that impose “double standards,” put women in the “double bind,” 
impose “self-silencing,” and undermine women’s confidence, for-
bid their ambition, and perpetuate the expectation that they behave 
according to gender norms to “self-sacrifice” and help others 
without the expectation of credit or reward. Making the necessary 
corrections role model for young girls and the next generation of 
female physician that their hope to be successful is acceptable and 
attractive, to be celebrated and not concealed. She should have 
permission to be simultaneously strong and warm, competent and 
likable, ambitious and collaborative, and authentic. This should 
strengthen her relationships and not detract from them. Like men, 
she should be able to be a parent and a professional. In achieving 
all of this, women should not be penalized with the “minority tax” 
in which she is tasked to resolve her own marginalization and 
devaluation, which further detracts focus from the primary work. 
It is a societal problem that requires a societal solution.

 Closing the Gap

Negotiation training can help women navigate gender stereotypes. 
In “Negotiation Strategies for Women, Secrets to Success” by the 
Program on Negotiation at Harvard Law School [24], the authors 
refute the claim that women are less skilled or assertive in negotia-
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tion; however, they negotiate less frequently and they often ask for 
less in order to protect against the backlash they face for breeching 
gender norms. The authors write that women are expected to be 
“accommodating and cooperative,” “nice and empathetic,” and 
“warm not assertive,” and to put others needs ahead of their own. 
The authors report that women may advocate forcefully for others, 
but not themselves, and ought to avoid negative masculine traits 
such as “dominance, arrogance, and entitlement” [24]. Their goal 
is to get their request granted while remaining likable, lest an 
“unlikability” judgement  taint their career long term. Therefore, 
Professor Bohnet refers to Sheryl Sandberg’s advice to “combine 
niceness with insistence” to be “relentlessly pleasant” and “adhere 
to biased rules and expectations.” To avoid backlash, Professor 
Bowles recommends to “link aggressive demands to the needs of 
others, such as the organization,” and men and women ought to 
“audit their judgements for the subconscious tendency to view 
assertive women negotiators as unlikeable and overly demanding” 
and otherwise “reference relevant [objective] standards that would 
be difficult for the other side to ignore.” Bowles suggests commu-
nicating that she cares about the relationships and “legitimize” her 
negotiation behavior (e.g., such as by referencing that    a  “team 
leader suggested asking about compensation”).

Protecting against the backlash of breeching gender norms may 
be possible under some circumstances. For example, women per-
ceived as “high status” may not experience  as much backlash. 
Professor Bowles referred to the work by Professor Amy Cuddy 
and Professors Amanatallah and Tinsley in stating that even striking 
a pose or anything that generates a psychological sense of power 
can improve negotiations for women. Professor Bohnet relays how 
habitually  facing your fears to “overcome stereotypical expecta-
tions through positive experiences” can increase your mastery and 
confidence in future negotiations [59]. Martin et  al. found that 
women with “gender blindness” are more likely to feel confident, 
take initiatives, and take risks, than those who were “gender aware”; 
there may be some advantages to downplaying gender [60].

Women in male-dominated fields may benefit from being self- 
aware of their implicit tendencies to compensate for social con-
structs of gender norms, thus be more intentional in choosing a 
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particular non-gendered response. For example, in “Tokenism and 
Women in the Workplace: The Limits of the Gender Neutral 
Theory” [55], Zimmer reports how women respond to being in 
positions that lack power or opportunities to advance. The author 
describes that those who lack power may exercise “authoritarian-
ism and use of coercion over subordinates.” Those who lack 
opportunities for advancement may “respond with lower aspira-
tions, parochialism and heightened commitment to nonwork 
rather than work activities.” If working alongside men in leader-
ship, the “token” women may be “highly visible and intensely 
scrutinized” and respond by “overachievement or underachieve-
ment.” The dominant group may differentiate from the “outsider” 
by grossly exaggerating stereotypes, thus “boundary heighten-
ing”— increasing the obstacles for the "token" women to advance. 
The minority may experience a sense of isolation. Zimmer, citing 
Kanter, explains how some women  may assimilate via “role 
encapsulation,” by acting within a female caricature  – “the 
mother, the pet, the seductress, the iron maiden” – which influ-
ences the responses and evaluations from the dominant group but 
limits one’s ability to be a successful authentic leader. As Kanter 
wrote, “Tokenism is stressful: the burdens carried by tokens in the 
management of social relationships take a toll in psychologic 
stress, even if the token succeeds in work performance. 
Unsatisfactory social relationships, miserable self-imagery, frus-
trations  from contradictory demands, inhibition of self-expres-
sion, feelings of inadequacy and self-hatred all have been 
suggested consequences of tokenism” [55, 61, 62].

Male sponsors and mentors are critical in the advancement of 
women [20, 25, 47]. After interviewing 500 company executives, 
Valerio et al. found that effective male “champions” considered gen-
der equity integral to talent management, ensured equal opportuni-
ties for women, and involved both men and women in working 
toward gender equity. As “sponsors,” those in the dominant group 
often transfer some of their own social privilege and power in sup-
port of those they sponsor, to raise the visibility and credibility of the 
individual they sponsor. As “mentors,” the male  senior executive 
integrated the mentee into their work to role-model and teach the 
leadership process. Ibarra et al. found that men were more likely to 

11 Mind the Gap: Career and Financial Success for Women…



318

have been mentored by the CEO or another senior executive, 78% 
versus 69%. Within 2 years the men had received 15% more promo-
tions. Furthermore, women in top positions were nearly twice as 
likely to be hired from outside their firm [63], meaning they were 
less likely to be hired into top positions at their home institution. It is 
also worthy to note, that in calling out gender bias, male champions 
often risk resistance from their own dominant in-group [25].

Engaging male allies can triple the chance that organizations 
will improve gender inclusion (96% versus 30%), say Johnson and 
Smith [64]. Smith et al. reported on reasons why male allies may 
remain on the sidelines and how they might be more willing to 
show more public support for gender equity [64, 65]. To overcome 
the “bystander effect,” in which a potential ally thinks someone else 
will do something about gender bias, the would-be bystanders 
might benefit from learning well established techniques that  they 
can easily do to help in reduce unconcious bias [65]. For example, 
they might call out“microaggressions” by unwitting transgressors, 
in order to increase our collective awareness of bias. In the case of 
inactivity due to “psychological standing,” in which he may think it 
is not his place to speak on this issue in which he does not have a 
stake, the potential male ally may be more willing to engage if they 
knew their role was important and dignified [64, 65]. It is also 
important for women to appreciate that male allies sometimes give 
up their comfort in choosing to confront  the dominant norms 
upheld by their own dominant in-group and sometimes risk “stigma 
by association” or the “wimp penalty” or may be considered less 
masculine for “power-sharing” and working collaboratively with 
women [64]. At the same time, men and women might wish to 
avoid the “pedestal effect” in which the appreciation of these male 
allies overshadow the long-sustained work done by women over the 
years, thus reinforcing the hierarchy. Similarly, the authors make 
note of the possibility of “fake male feminists” who may use the 
title for praise or to wield influence over women [64]. Overall, men 
and women will be more successful teaming up together to improve 
gender diversity, equity, and inclusion for the good of all. Both men 
and women would benefit from developing more self awareness 
and situational awareness for bias that mascarade as "the norm". 

Role modeling, peer mentoring, and coaching can help reduce the 
sense of “otherness” that women may feel as the minority group at 
the top, especially if caught in one of the seemingly impossible "dou-
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ble binds" as described above. The Physicians Mom’s Group started 
online through Facebook in 2014 and now has over 70,000 members 
[66]. Here, female physicians share common experiences and find 
peer support. These peer groups provide role models, mentors, and 
coaches to help women reframe their experience and gain confidence 
in navigating the road to success [22]. President of Barnard College 
and cognitive scientist, Professor Bellock emphasized how important 
it is to practice cognitive reframing to combat the self-doubt, “learned 
helplessness,” and “imposter syndrome” that can sometimes result 
from environments with pervasive though subtle bias against women. 
She advocates that journaling is one method that can help to work 
through emotions, maintain confidence, and focus inner voice [67].

Affirmation will be needed to keep female talent engaged.  Women 
in leadership may be given resources to learn the skills needed for 
the job. She may be offered resources on how to have an “execu-
tive presence” in how she looks, speaks, and behaves. However, as 
Ibarra et al. advise, it is also important to be aware of the mis-
match between how these traits are portrayed and perceived 
within current gender norms. Ibarra et al. describe that people will 
recognize the emerging female leader to not be what they expected 
(as they are accustomed to the current culture in that white males 
define executive leadership) and may accept or reject her or affirm 
or deflate her self-perception as an able leader. Thus, it is impor-
tant to have opportunities for substantial achievements and to gain 
organizational endorsements. Ibarra et  al. explain that through 
positive experiences, facing fear, and moving out of the comfort 
zone, the emerging leader will internalize her leadership identity. 
Ibarra et al. recommend facing the likability conundrum by nei-
ther being too feminine nor too hard charging, but to anchor in a 
sense of purpose that is value-aligned and serves the collective 
good. As the authors note, such an approach provides a compel-
ling clear reason for action, conveys authenticity and trustworthi-
ness, lends authority, and builds relationships [24]. 

How leaders might manage the “double bind” to be simultane-
ously tough and nice was investigated by Zheng et al. who inter-
viewed 64 women in leadership (VP level or higher). They 
identified four “double bind” scenarios and five strategies to man-
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age them. The four scenarios included 1) the need to be highly 
demanding of others while demonstrating warmth and care and 2) 
assert competence and decisiveness (strength) while showing vul-
nerability (weakness) and asking for collaboration (help), 3) advo-
cating for oneself (so as not to feel taken advantage of) while 
focused on serving others (not being too aggressive with stake-
holders to advance goals), and 4) maintaining distance (to gener-
ate leadership presence and maintain respect) while being 
approachable and accessible (without being perceived as infor-
mal, not serious, playing favorites). The strategy offered by the 
authors is to choose appropriate times when to use and signal 
niceness or toughness, distance or approachability, caring-collab-
orative or tough-directive traits for a particular situation and when 
it will first and foremost build relationships and trust and engage 
people. The authors suggest seeing assertiveness as a form of 
genuine care. They quote, “be tough on tasks and soft on people” 
[68]. Perhaps, this is not unlike parenting.

Implicit bias training can reduce bias. Implicit, unconscious, or 
second-generation bias is that which is inherent to existing organiza-
tional structures and practices and go unnoticed but harbor uninten-
tional prejudices with adverse effects on women’s access to 
opportunities and rewards. Unlike first- generation bias which has 
been made illegal in the workplace, second-generation bias goes 
unchecked (e.g., judging men and women differently for being 
assertive and advocating for themselves) [24, 69, 70]. Decision-
makers who scored high on the implicit association tests (assessing 
one’s unconscious associations with stereotypes) are more likely to 
hire the status quo; they are more likely to perceive those who are 
different from themselves or the dominant in-group as a risky choice. 
If the individual’s difference is overt, i.e., cannot be concealed, it is 
even more likely that the decision-maker will infer competence 
based on the difference (e.g., gender, weight, race, etc.), making it 
more likely that the individual who is not in the “in-group” will be 
ostracized [71]. The implicit bias scores amongst health-care profes-
sionals are similar to those found in the general public, which is 
especially concerning given healthcare’s pressured fast-paced envi-
ronment, and thus prone to overly rely on cognitive shortcuts, fraught 
with bias to make quick decisions [42, 52, 53, 72]. 
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An implicit bias course may make individuals more self-aware 
of their inherent bias, making them less likely to inadvertently 
perpetuate it. Gonzalez et al. describe one such method in which 
a course might provide the psychological safety necessary for a 
“transformational learning experience", in which the learner is 
faced with a profound example of a biased-based experience, fol-
lowed by critical reflection and a “deeply moving” guided dis-
course, resulting in growth-enhancing behavior change in which 
the learner is made more aware of bias and the adverse effects 
such that they  are less likely to inadvertently prejudice their 
judgements in the future [73]. Also, Kang et al. bring our attention 
to the resources available from the Center for Worklife Law at the 
University of California Hastings College of Law and those cre-
ated by the Engendering Success in the STEM consortium, 
namely, the “Bias Interpreters” and the “Bias Busting Strategies,” 
respectively [47].

A gender-diverse “promotion-focused” C-suite and board 
improve the financial success of the organization (as described 
above). Johnson et al. explained how the CEO and existing board 
members  may inadvertently employ a “regulatory focus” in 
selecting individuals to steer the organization. Based on “regula-
tory focus  theory", decision-makers may unconsciously employ a 
“promotion focus” or a “prevention focus” in considering what 
they have to gain versus what they have to lose, respectively. 
Those that adopted a “promotion focus” are less likely to engage 
in “group think” and achieve greater financial success. However, 
84% of existing board members reported they are less likely to 
endorse an independent thinker. Existing board members may feel 
beholden to the CEO and the fellow board members who recruited 
them and wish to avoid dissenting views or see change as risk to 
be feared. The CEOs may prefer to appoint a known entity, such 
as other active CEOs. New members are likely to come from the 
same networks as the existing individuals and therefore likely to 
be of a similar race, sex, sociodemographic, behavioral, and inter-
personal characteristics – predominantly white men (6% female). 
However, those with “promotion focus” were more likely to have 
diverse members that would challenge the CEO’s position. They 
also reported more enjoyable dynamics, avoided group think, and 
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had better financial performance. Disruptions in the organization 
or board are a good time to integrate new members, say Johnson 
et al. [74].

The ability to report harassment without fear of retaliation or 
stigmatization improved reporting and increased satisfaction for 
medical students, reported Mangurian et al. [22]. In “Organizational 
best practices toward gender equity in science and medicine” pub-
lished in the Lancet by Coe et al., it was noted that women are at 
risk of a “double dose of hostility,” given the prevalence of bias 
and risk of backlash for confronting it. Therefore, Coe et al. rec-
ommend that, as a starting point, those in power “listen to women, 
without comment, and believe them as they share their stories and 
experiences” [42].

Organizational accountability can improve diversity. Given the 
prevalence of unconscious bias by gender and the fast-paced 
nature of healthcare prone to cognitive shortcuts reliant on pattern 
recognition, which reinforces the status quo, health- care organi-
zations might set a goal for gender equity as a proportion of 
women in all facets of healthcare vertically and horizontally and 
create a plan to achieve it and check the progress regularly [23, 
42]. 

Add more women to the pool of candicates. Johnson et al. had 
200 undergraduate students determine who to hire as the research-
ers changed the proportion of female candidates by changing the 
names on the applications for a fictitious nurse manager job. 
When two of three candidates were men, the participants were 
statistically more likely to hire a man for nursing leadership. In a 
follow-up study of university hiring patterns, Johnson et al. aggre-
gated the finalists for jobs (an average of 4 individuals per finalist 
group for a total of 598) and examined those 174 who were 
extended a job offer. They found that the woman had zero chance 
of being hired if there was only one woman in the finalist pool, 
and she was 79 times more likely to be hired if there were two 
women in the finalist pool; however, the chances did not improve 
for each additional woman added to the pool [71]. To avoid 
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anchoring expectations based on a male in the role, Johnson et al. 
suggested that the decision-makers interview the women first. 
Beware that when there is only one female candidate, her candi-
dacy may be seen as a token of attempted gender diversity and 
undermine her chances [74]. 

Blinded assessments can reduce bias. Bates et  al. reported on 
ways that blinding applications can improve gender parity, just as 
orchestras had increased the hiring of females by 25% when they 
blinded the audition. Similarly, the authors’ commentary suggests 
that masking the gender of the principal investigator for grant 
applications to the National Institute of Health may reduce the 
bias against women’s grant applications [36]. 

Structured interviews have been shown to be less biased than 
unstructured interviews.   Bohnet et  al. found that unstructured 
interviews are more prone to bias and less likely to determine job 
performance. For example, the authors found that three-quarters 
of the ratings that determined whether medical students were ini-
tially accepted to or rejected from medical school were based on 
perceptions and not objective facts, and it was not predictive of 
their future success. The authors explain that decision- makers can 
be overconfident in their own judgments and impressions, favor-
ing those who “look the part” or “best person for the job,” often 
hiring someone like themselves, thus reenforcing the status quo 
and gender-based segregation of roles. Bohnet suggests keeping 
interviewers as independent as possible, compiling objective data, 
establishing a question set to which interviewers can compare 
answers, having a scoring system, scoring and submitting the 
interview immediately, and aggregating the assessment before the 
meeting to discuss the candidates. The authors suggest eliminat-
ing group interviews in order to reduce “group think” [23, 75]. 

A 6-point rating scale may be less biased than a 10-point rat-
ing scale when making assessments of men and women. Rivera 
et  al. explain that when qualifications and behaviors are equal, 
women are less likely to be given a “perfect 10.” Men are more 
likely to receive praise and the women are more likely to receive 
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scrutiny. The authors examined 105,034 college student ratings 
made by 369 instructors in 235 courses after switching from a 
10-point to a 6-point rating scale and found this eliminated the 
gender gap in the assessment of these otherwise equally qualified 
individuals. In a follow-up study in which they had a male and 
female deliver the exact same lecture, the female was scored 
10–20% lower on a 10-point scale by 400 students, but had equiv-
alent marks on a 6-point scale. This is important because these 
assessments determine wages and who will be given opportunities 
to advance to the top level of the organization. Over time, these 
discrepancies add up, determining one’s level of success [76].

Wage transparency and an accurate accounting of work have 
been shown to shrink the wage gap between male and female phy-
sicians and slow the wage inflation for men [77]. As case in point, 
there was no pay gap for male and female otolaryngologists work-
ing in level I Veterans Affairs Medical Centers [78]. The authors 
attribute this in part to several decades of government-mandated 
initiatives starting with the 1963 Equal Pay Act. Salary data is 
transparent and publicly available. Stepwise increases are pro-
vided for years of service. Every 2  years, an objective review 
including an updated market evaluation is available. When over-
sights occur, adjustments can be made at later dates and retroac-
tively applied. These researchers expanded the work to examine 
whether this phenomenon held true for other surgeon specialists. 
On univariate analysis, there was no difference in pay across 13 
surgical subspecialties. On multivariable linear regression analy-
sis, gender was a significant predictor of pay (p < 0.001), but the 
absolute differences were substantially reduced when compared 
to other work environments and absent in some specialties [79]. 
Other models of gender-blind value-based payments exist includ-
ing the Mayo Clinic and Kaiser Permanente. Common themes 
emerge: similar starting salaries, stepwise increases, objective 
market review, and pay transparency.

Annual salary review can correct course. For example, as 
Warner et  al. reported, Johns Hopkins found they were paying 
female physicians 3.4% less per FTE salary and 8.6% less in total 
salary. The University of California San Francisco Medical School 
could not justify the wage gaps between male and female physi-
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cians under the California Fair Pay Act and made $1.58M in sal-
ary adjustments [8]. Other prestigious medical schools followed 
suit.

Institutional funding, bridge grants, and skill building can help 
retain and promote junior faculty [23]. Female junior faculty are 
eager for professional development programs. Valantine et  al. 
reported that of the 657 who participated in workshops, 64% were 
women. The topics covered included how to negotiate and dele-
gate, write grants and manuscripts, communicate and present, 
time management, navigate work-life balance and implicit bias, 
and get reappointed and promoted.

Recognize the value of clinical work and clinical educators, 
which has a predominance of women. For example, Duke 
University, Dana Farber Cancer Institute, and Brigham and 
Women’s Hospital have created ways to recognize clinical prow-
ess and some have created a tenure track for these positions [21].

A more flexible “academic clock” may allow more women in 
academia to achieve full potential [23, 36, 80]. Advancement in 
academic medicine is often dependent on the rate at which a fac-
ulty member procures grants, publishes papers, and becomes 
engaged and renowned in their field. Often, eligibility for key 
grants and promotion is time limited, within the first 10 years of 
one’s career. This may be when women, who have already delayed 
childbearing during training, now plan to have their children. An 
updated, flexible academic “clock” supported by academic pro-
motion policies may be more effective in retaining and engaging 
top talent and promoting diversity, as top talent is a precious 
resource. Valentine et al. describe “Academic Biomedical Career 
Customization” with flexible policies that allow women to be 
available at home at critical times, such as tenure track extensions 
and parental leave, individualized career plans, flex up and down 
in research, patient care, administration and teaching, and facili-
tating physician engagement and satisfaction [20].

Support for work-life integration eliminates obstacles for 
women, especially mothers. Per the review by Mangurian et al., 
currently family leave policies at US medical schools are not 
compliant with the advice physicians give patients and society. 
For example, the Academy of Pediatrics is recommending 
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6  months of paid leave after childbirth, and most US medical 
schools only allow 8 weeks. Furthermore, family leave is often 
restricted to the “primary caregiver,” which often defaults to the 
women to care for the children and elderly while limiting the 
option of “cooperative parenting” or shared caregiving, especially 
as half of physician mothers are married to a physician father. 
Mangurian et  al. recommends a universal standard of at least 
12 weeks paid childbearing leave, additional 4–12 weeks for chil-
drearing for all new parents, lactation rooms and time to pump 
breast milk, on-site childcare, paid catastrophic leave for life- 
threatening illness or injury, flexible schedules and promotion 
policies, and legislative protection against employment discrimi-
nation against those with family caregiving responsibilities [22]. 
In Scandinavia where there is maternity-paternity leave for chil-
dren under 1 year and accessible and affordable childcare for chil-
dren under 6 years old, work and children were not considered an 
obstacle, and it has improved women’s position in the workplace 
[41]. Warner et al. cite that companies such as Home Depot, Clif 
Bar, and Patagonia argue there is a strong business case for offer-
ing on-site child care, especially in improving engagement and 
reducing turnover; furthermore, 91% of the cost could be recouped 
in tax credits. The business case is likely to be more true for physi-
cians, with replacement costs ranging from $250,000 to $1M per 
physician [8, 81]. Valantine et  al. argue now that 50% of the 
American physician workforce comprises women, and work poli-
cies should not remain predicated on the idea that one spouse stay 
at home full-time [20].

 Financial Freedom

Women need to achieve financial independence, perhaps more 
than men. On average, women live longer, are paid less, and 
are more likely to have work gaps. These gaps affect early, 
middle and late career. Childbearing and child rearing may 
affect early and early-middle career, and acute and/or chronic 
illness and care of elderly and aging family members may be 
more likely to affect middle and/or late career. Divorce and job 
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prospects dependent on her partner’s professional obligations 
can also affect a woman’s career. Since women live longer than 
men and her wages peak earlier, and she is less likely to have as 
much invested for retirement; she is more likely to be widowed 
and at risk of financial “illness.” Financial self-care reduces 
stress, increases confidence, and allows one to have more con-
trol over life choices. Strategies for achieving financial health 
and financial independence depend on managing debt, behav-
ior (i.e., living below one’s means), investing, and asset protec-
tion [82].

Manage  debt by paying off high interest loans first. 
Alternatively, choose to pay off a smaller debt first and use the 
momentum from that success to inspire the next round of debt 
reduction. What about paying off medical school debt? Generally, 
if the interest rate is low, your money may be better spent invest-
ing in another investment vehicle with higher returns and paying 
down the difference. If the interest rate is high, it is better to pay 
off the student loan directly.

Set goals, budget, and save. In addition to traditional forms of 
information, such as books and brokers, there are a number of 
online resources such as The White Coat Investor [83], Physician 
on FIRE (Financial Independence and Retire Early) [84], and 
Wealthy Mom MD [85]. These resources are geared toward physi-
cians and women physicians, respectively. In addition to saving 
and investing, factors such as specialty choice, practice type, and 
geography can substantially influence one’s ability to build finan-
cial independence [6]. The highest paid specialties are typically 
procedural and/or surgical in nature. On average, owners/partners 
make more than independent contractors, who make more than 
employees. While compensation in the highest paying metro areas 
may be 37% higher, the cost of housing can vary tenfold, so living 
in a less expensive city with a slightly lower pay check may make 
more sense in the long-term. National cost indexes can be used to 
compare cost of living in metro areas to make sound decisions 
based on professional opportunities, family needs and quality of 
life.
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Minimize medical school debt. For those of you reading this 
before or during medical school, minimizing school debt can help 
reduce stress and achieve financial freedom. In 2018, the median 
debt for medical student graduates who borrowed money was 
$200,000; this debt may increase by 20–50% by the completion 
of training [82]. Unfortunately, increased medical student debt 
has been associated with delays in making major life decisions 
such as marriage, children, and/or purchase of a home [86]. Sev-
eral studies have associated medical school debt with choosing 
higher paying specialties [87]. In addition, medical student debt 
may be negatively associated with mental health, well-being and 
academic outcomes [87]. Some strategies to minimize school debt 
include choosing a state school over a private institution, sharing 
housing with a  roommate, and selecting a less expensive city or 
one with good housing subsidies.

Investing is a critical part of growing wealth. Compared to 
men, women tend to be more likely to save and less likely to 
invest, which can hurt long-term growth. While some prefer tradi-
tional financial advisors, there are now online robo investing tools 
such Ellevest (ellevest.com), Betterment (betterment.com) and 
Wealthfront (wealthfront.com) to consider as part of your invest-
ment strategy. Ellevest is one of the few designed specifically for 
women and takes into account that women have a higher risk of 
gaps in work and a longer life span on average. Additionally, 
Ellevest provides resources to help educate oneself on financial 
decision making. Readers are advised to do their own research 
and vetting prior to making any investment decisions.

Anticipate life events, learn and plan accordingly. Many of the 
tools available are beyond the scope of this chapter, but they may 
be found in some of the online resources listed above. It is useful 
to educate yourself on topics such as the financial benefits of mar-
riage and the cost of divorce, managing a dual physician house-
hold, delayed child-bearing and the cost and logistics of fertility 
treatments, the cost of childcare and education, the state varia-
tions in child education pre-tax investment devices, the rules for 
calculating and claiming social security benefits, retirement 
accounts, disability insurance, health insurance, life insurance, 
malpractice insurance, umbrella insurance, and state to state vari-
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ations on what aspects of your personal financial portfolio would 
be at risk in case of a malpractice suit. While you build your finan-
cial security, you will also have to defend it. 

Financial independence is defined by some as the ability to 
live on 4% of the overall value of one’s investment portfolio annu-
ally [82]. For example, a $1,000,000 portfolio should generate 
$40,000 of income per year on average, a $2,000,000 portfolio 
should generate $80,0000 per year on average, and a $3,000,000 
portfolio should generate $120,000 per year on average. Keep in 
mind that investing for a steady and reliable source of income is 
different than investing for long-term growth; the expected return 
on investment will be lower on average, but less volatile. Another 
simple way to calculate the amount needed to reach financial 
independence is to multiply one’s annual cost of living by 25. For 
example, if your family lives on $200,000 per year, you will need 
a portfolio worth $5,000,000 to be financially independent.

Invest in yourself. You must invest in your most important asset: 
yourself. Disability insurance, particularly specialty- specific 
insurance and one that is portable, can help insure you against loss 
of income. Life insurance may be important if you have others 
that depend on you. Liability coverage can help protect you and 
your assets from other types of risk. Most importantly invest in 
your physical and mental health, carving out time to invest in your 
rest and rejuvenation for a long life of personal and professional 
success. 

 Conclusion

Now that women have achieved parity in medical school, it is 
essential to be sure that women physicians have equal opportunity 
to achieve career success. The reasons for the gaps in pay and pro-
motion are multifactorial and will require a multifaceted approach 
involving both men and women, individuals, and institutions. 
Personal and professional freedom to participate and achieve rank 
and reward is a key component to women physicians’ professional 
success, financial independence, and mental well-being.
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Depression, Suicide, 
and Stigma

Pamela Frazier

 Introduction

Serious and dedicated women practice the art of medicine using 
their hearts as well as their minds to do this work [1]. As a group, 
they have what might be called “gravitas” as in their practice of 
medicine they manage illness, adversity, despair, and defeat  – 
including death – while maintaining hope and inspiration for their 
patients. These physicians often find themselves simultaneously 
bravely battling their own problems with mental health while try-
ing to remain productive and effective in their clinical roles. Their 
symptoms may range from major depression with insomnia to 
stress arising from the role conflict experienced by many women 
physicians struggling to juggle the competing demands of work 
and home responsibilities. These are women with many strengths, 
which include their practical, proactive, and purpose- driven qual-
ities. They live in a complicated world fraught with challenges 
related to demands placed on them as partners, mothers, daugh-
ters of aging dependent parents, or women living alone trying to 
manage work-life balance. Unfortunately, their concern about 
stigma often makes them reluctant to seek psychiatric help when 
they need it. Their  personality strengths may cause them to go it 
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alone rather than to seek support and connection. In addition, they 
are profoundly affected by job-related problems and the inability 
to control their work schedules. Unfortunately, the literature to 
date is inadequate regarding women physicians and their unique 
difficulties. There is a great need for ongoing longitudinal studies 
of the risks of women physicians for mental illness. What is 
known about depression, suicidal ideation, suicide, and stigma 
regarding mental illness and its treatments for women physicians 
will be explored and illustrated in case vignettes.

 Burnout: The Beginning of Mental Illness

Burnout has been described as a psychological syndrome charac-
terized by exhaustion, reduced personal accomplishment, and the 
state of “depersonalization,” or being disconnected from the self 
as one goes through the motions of living without feeling [2]. 
Later on, the description of burnout was refined to include cyni-
cism as one of the cardinal signs of the syndrome [3, 4]. Self- 
reported physician burnout has grown from 40% in 2013 to 51% 
in 2017 with female physicians reporting a higher rate of burnout 
than men [5]. Burnout leaves its victims depleted with a negative, 
pessimistic, and misanthropic outlook on work and life which 
naturally leads to marginal productivity and diminished empathy 
which impacts success with both patients and staff. As a result, 
medical errors, compromised patient safety, and less optimal out-
comes occur [5]. The symptoms of burnout constitute a danger 
signal. Often it can be difficult to differentiate the point where 
burnout stops and full-blown depression begins. Burnout appears 
to occupy space along a continuum between mental health at one 
pole and depression, substance abuse, and suicide at the other. In 
the center there exists healthy, resilient coping. However, the dif-
ferentiating core feature of burnout appears to be stress at work. 
The concept of “job-induced depression” has been suggested as 
a more effective way to understand and intervene in this toxic 
syndrome [6, 7]. If it is recognized and treated early enough, 
 progression to depression, substance abuse, and suicide should 
be preventable (Fig. 12.1).
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If left untreated, studies strongly suggest that burnout will lead 
to suicidal ideation and clinical depression in a subset of burnout 
sufferers. According to a 2006 to 2007 study of medical students, 
burnout is experienced by approximately 50% of medical 
 students, 10% of whom experience suicidal ideation during 
 medical school [8]. Since recovery from burnout is associated 
with a decline in suicidal ideation, there appears to be a strong 
correlation between burnout and suicidal ideation.

The practice of medicine involves making life and death 
decisions. This is a profession that is intense and demanding. 
Delay of gratification is necessary in order to achieve expertise 
over a lengthy education followed by internship and residency 
training. Because medicine is practiced at the battlefront of dis-
ease and death, doctors judge their own performance harshly 
and failure can have dire consequences. If the physician’s per-
sonal limitations are added to the risks of practice, some stum-
bling blocks are inevitable for doctors as they navigate training, 
practice, and life.

Vignette 1: The prototype of a burned-out woman physician 
who later develops clinical depression
Dating back more than 20 years, I treated a 37-year-old depressed 
woman physician I’ll call Dr. Rollins. She was my first physician 
patient with burnout. In addition to taking care of patients, she 
had an academic teaching role and administrative responsibili-
ties. At our first appointment she complained that she needed to 
have her job “fixed,” as if it were broken. Her job stress and the 
onus of responsibility she felt for her patients conflicted with her 
role at home as a wife and the mother of a 3-year-old daughter. 
When and how would she be ready to have another baby? During 
our initial consultation, she admitted she had been sneaking away 
from home on the weekends to catch up on progress notes for her 

Mental Health    >    Stress    >    Burnout    >    Depression/SA/Suicide
Healthy coping Maladaptive coping Psychiatric Illness and life riskAdaptive coping

Fig. 12.1 The impact of burnout and maladaptive coping on progression to 
psychiatric illness
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practice. This was a secret she hid from her husband. Dr. Rollins 
was  idealistic, caring, perfectionistic, and guilt-ridden. She 
believed patients and doctors had to have partnerships in order 
for healthcare to work. “Physicians must try to hear people in 
order to help people,” she insisted. How her colleagues were see-
ing new patients for 30-minute evaluations while meeting with 
established patients for no more than 12-minute office visits con-
fused her. She asked me, “How can they be doing all they 
should?” If something bad happened to a patient she blamed her-
self, soul searching while probing, “What could I have done bet-
ter?” Honesty, integrity, and loyalty were all extremely important 
to her. When she began to experience intractable insomnia, she 
knew she had to get help. Her husband complained she was 
unavailable and preoccupied. There was more emotional distance 
between them than ever before in their 7 years together. It seemed 
like he was always angry at her. Because she felt unsupported at 
work, she was critical of office staff whom she did not trust to do 
enough for her patients. Only if she did everything herself could 
she be sure things would be done right. However, she was over-
whelmed. Although she thought about suicide, she had never 
made a plan or attempted it. She would never abandon her daugh-
ter to be raised without a mother. Dr. Rollins felt there simply 
was not sufficient time to keep up with her own learning, teach 
residents, and see patients. Could she find a way to create time 
and space for herself, her work, and her family?

Dr. Rollins’ treatment plan began with a leave of absence 
from work. No longer could she pretend to do it all alone. By the 
time she entered treatment, she was suffering from major depres-
sive disorder with insomnia and was functioning poorly at both 
work and home. Treatments included SSRI antidepressant medi-
cation together with individual and marital therapy. Focusing on 
better resolution of the conflicts between work and family was 
essential [9, 10]. For the first time in their married life, she and 
her husband, working together constructively, decided to arrange 
for more help at home. The psychotherapy included work on 
improving her coping skills, reordering priorities, and decreasing 
her strong tendency toward self-criticism [11], perfectionism, 
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and catastrophizing. Instilling a more realistic appraisal of her-
self and her capacities and limitations, as well as setting more 
attainable goals, was key to decreasing her stress. In the process, 
she made time for an abandoned hobby: playing tennis. When 
she returned to her practice after a 12-week medical leave, she 
was in remission from her depression, healthier, happier, and 
wiser.

Though not true for all, there exists a vulnerable subset of 
women physicians who are at risk for depression and other mental 
illnesses which, if untreated, may lead to serious symptoms and 
outcomes including suicide. Women physicians are growing in 
number and currently constitute over half of all medical school 
matriculants in the United States [12, 13] and one-third of the cur-
rent physician workforce [14]. Many physicians who regard med-
icine as a satisfying career nonetheless report that it is stressful. 
As we look at women’s burnout risks, we cannot ignore that 
women physicians react to and tolerate stress differently than do 
men. Also, women may have a higher subjective sense of medical 
practice as stressful compared to men [15]. Despite the fact that 
some women accept less than full-time pay and hours as they aim 
for a “lighter” professional workload, they actually spend more 
time connecting and communicating with patients, adding extra 
time to their days in the clinic, and sometimes putting them behind 
schedule [16]. Their responsibility and commitment to patients 
and to excellence propels them to extend themselves. Studies have 
revealed positive patient outcomes including lower mortality of 
patients treated by women physicians. This may reflect the greater 
time spent communicating and empathizing with their patients 
[17, 18]. Although all the reasons why women have a higher sub-
jective sense of medical practice as stressful have not been eluci-
dated, there is likely greater overall pressure on women, who 
usually have more stress outside the workplace, i.e., at home, than 
men do [15]. Women continue to bear more responsibility for the 
care of children than men. In fact, if the number of hours of unpaid 
labor at home is added to paid and unpaid hours at their jobs prac-
ticing medicine, the total number of hours per week worked by 
women physicians is far greater than those of their male physician 
counterparts [19].
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 On Self-Awareness and Acknowledgement 
of Mental Illness Among Physicians

Physicians are healers. They heal others while often ignoring their 
own needs and the reality that they are human beings with falli-
bilities and vulnerabilities. The practice of medicine demands 
courage and strength as doctors preside over serious and some-
times critical matters that involve life and death. The work evokes 
feelings and reactions which extract an emotional toll on the doc-
tor. However, the profession of medicine, which until the past few 
decades has been predominantly male, has been critical of weak-
ness in physicians, especially if they have psychiatric problems. 
Historically, substance abuse disorders have been more accept-
able problems and better tolerated by the medical profession than 
mental illness. In addition, medical doctors have protected them-
selves and each other rather than confronted one another about 
signs and symptoms of mental illness and substance abuse. The 
stigma associated with mental illness has caused doctors to fear 
loss of respect in the medical community, trouble with state med-
ical boards, and threats to their livelihood and income. There are 
multiple reasons why this culture has evolved [15, 20].

Fortunately, with the recent advent of more openness about 
psychiatric diagnoses, the medical profession has begun to wit-
ness a decline in stigma. Physicians’ open acknowledgements of 
mental illness and its treatment appear to lead to greater public 
acceptance of the benefits of treatment. There is hope and opti-
mism in the disclosures of doctors who have confronted mental 
illness. If established physicians get treatment, which allows for 
long, successful lives and careers in medicine, perhaps others will 
not fear diagnosis and treatment [20].

Vignette 2: About her own illness by Judith C. Engelman, MD
The following vignette was recently shared to a group of 

medical students by Dr. Engelman.

“I come from a family with bipolar disorder. My mother devel-
oped mood swings when I was ten or eleven. They got worse 
through my adolescence culminating in psychotic manic episodes 
and heartbreaking atypical depression by the time I was nineteen. 

P. Frazier



343

Because my mother refused psychiatric treatment, my physician 
father tried to treat her himself with antidepressants and tranquil-
izers to no avail. My mother committed suicide on August 8, 1971.

Mother’s younger brother Marve was a grandiose, socio-
pathic, larger-than-life figure for as long as I can remember. He 
was married four times, constantly “borrowed” money from his 
parents which he never paid back. He was in debt to the mob and 
the IRS and around 1979, he too killed himself by taking an 
overdose.

My older brother Joel was very handsome and popular. 
Married with two wonderful daughters, at around age thirty-two, 
Joel became increasingly psychotic and found “special mes-
sages” he perceived were just for him from all kinds of sources. In 
1980 he made four serious suicide attempts. Compassionately, my 
brother Mark moved Joel from Chicago to Arizona, where it fell to 
us to look after him for the next 28 years. Joel died at age 65 of a 
stroke as a complication of the type I diabetes he had developed 
from first generation antipsychotic medications.

Though as a child I was more outgoing, funny and engaging 
than many of my friends, my first real depression occurred when I 
was 19. I had been forced to transfer to Ohio State from 
Northwestern because of finances. I became depressed and para-
noid, gained about 20 pounds and slept excessively. After a few 
months, the depression remitted without treatment. I married in 
1970 at age 22 and once again became depressed. This time I got 
a referral to a psychiatrist, walked into her office and said, “my 
mother is going to die this year from suicide or homicide and I 
want you to help me get ready.” Sadly, 5 months later, my predic-
tion came true.

I was unhappy in my marriage and unfulfilled in my job. Once 
I decided to become a doctor, I returned to school to take pre-med 
courses and my mood steadily improved. I was accepted into med-
ical school and my husband and I divorced in 1974 after 4 years 
of marriage.

One year later, I fell off a ten-speed bicycle and was, tran-
siently, a quadriplegic! It took me 3 years to regain most of my 
function but I was left with some neurologic deficits. The year 
after the accident, I had a major depression with suicidal  ideation. 
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I dropped out of medical school and returned to my psychiatrist 
who started me on medication, including lithium, to prevent mood 
swings. She was right, of course, to be concerned that I might 
develop the disease my mother had, but I was devastated. After 
5 months of treatment in 1976, I returned to medical school, found 
a psychiatrist who took me off the drugs stating that anyone would 
have become depressed after such a catastrophic accident.

I remained depression-free for a few years. However, inevita-
bly, I became depressed again and again until I finally capitulated 
to staying on an antidepressant. Though I suspected I had a vari-
ant of bipolar disorder, I denied it for years and my prescribers 
colluded in that denial, not wanting to label me with that “stigma.” 
After my brother Joel died in 2009 I found myself constantly irri-
table. I finally went to a colleague and asked that lamotrigine be 
added to my antidepressant. Despite years of ups and downs 
before lamotrigine, I have felt stable and depression-free ever 
since starting it. Around 15 years ago, a wonderful child psychia-
trist friend of mine suggested that I probably had attention deficit 
hyperactivity disorder. After further evaluation, I was started on 
medicine which has really helped me organize my thoughts and 
finish projects without the stress from procrastination. In addi-
tion, it has helped me to be on time for commitments!

As a result of my parents’ troubled relationship, I made poor 
choices in men until I met and married my husband Harry 
23 years ago who is “the wind beneath my wings”. I also strug-
gled with heartbreaking infertility but now have a wonderful 
stepson and a loving “daughter by choice” who was 15 when she 
came into my life.

In 1991, I became a certified Yoga teacher which has helped 
me with balance, strength and staying centered. I began to medi-
tate in 1976 and I have maintained a meditation practice ever 
since. In addition, I credit years of therapy, rigorous self- 
examination, spirituality, a terrific husband and brother, many 
wonderful family members and great friends for gifting me with 
such a rich life.

Medicine has been the one constant through all these traumas. 
My career has always provided me with extraordinary colleagues 
and friends, joy, intellectual stimulation and a gratifying sense of 
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“tikkun olam” which is Hebrew “for healing the world.” As a 
physician, my personal struggles have definitely rendered me 
more empathic and optimistic that we human beings can super-
vene traumas and challenges with enough determination and sup-
port. I have learned that “disorder” does not equate with 
“dysfunction.” I have learned that hope is the single most impor-
tant gift we can give our patients and that resilience is a muscle 
we can develop as opposed to something with which we must be 
born. I have learned that everyone has challenges and that feeling 
ashamed and stigmatized because of my personal challenges is a 
waste of time and energy.

Finally, I have learned that sharing my story and/or the wis-
dom I’ve gained as a result of the traumas with medical students, 
residents and colleagues provides a powerful example of hope 
and triumph over tragedy.”

Multiple studies have reported that medical students have high 
rates of depression and anxiety [8, 21–23]. Estimates are that 
approximately 11% of medical students experience suicidal ide-
ation [22]. Interestingly, after Dr. Engelman’s presentation, about 
10% of the students who attended expressed interest in psychiat-
ric treatment (albeit without specified reasons).

 On Women’s Greater Risk of Depressive Illness

Women in the general population have a 20% risk of suffering a 
depression in their lifetime in comparison to approximately half 
that number of men [10]. According to a large survey of women 
doctors, 19.5% self-disclosed a history of depression [24], virtu-
ally the same percentage as the risk for women in the general 
population. However, when self-reporting psychiatric symptoms, 
women doctors have a tendency to underreport because of stigma 
[10, 24, 25]. There is additional data that suggests a much higher 
risk of depression in women physicians. Among the data, includ-
ing multiple databases, as high as 39% [25] to 46% [24] of women 
physicians have a history of depression or meet criteria for a diag-
nosis of depression [25]. Are women doctors truly more vulnera-
ble to depression than the general population? Why are women so 
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much more vulnerable to depression than men? There are multi-
ple factors that place women at higher risk for depression, includ-
ing neurobiological sex differences and environmental stressors 
[26–28]. In fact, women physicians have more depressive ill-
nesses than their male counterparts [24].

It is worrisome that depression is higher among physicians 
than the general population, because depression inevitably affects 
the quality of a physician’s work with patients [9]. The suicide 
rate for physicians is one of the highest in any professional group, 
as much as twice that of members of the general public [29]. Even 
though doctors die at a lower rate from major medical illness, they 
die from suicide at one of the highest rates of any professionals 
[30]. The suicide rate for female physicians has been estimated to 
be as high as four times the national rate for women in the general 
population [31].

Not exclusive to medical doctors, research reveals that there 
are higher rates of depression in professional women compared 
to women in the general public [24, 25, 32]. Potentially reflecting 
how gender differences may impact stress and mortality rates, a 
Danish study showed a positive relationship between greater life 
expectancy, high achievement, and higher social class in men 
but, disturbingly, not in women, for whom the opposite was true. 
Danish women who attained higher educational level with 
increasing social class had lower life expectancy [32]. Reasons 
for this are most likely multifactorial. High-functioning women 
who have attained greater education and success at work likely 
have more stress and it is speculated that role conflict and harass-
ment at work are important factors, too [24]. Additional gender-
specific stressors that may influence the risk of depression in 
women physicians include lack of social support, greater house-
hold responsibilities, and gender discrimination and isolation, 
particularly in fields that are predominantly male [19, 33, 34]. 
Women in medicine face unique challenges that impact their risk 
of depression. Patient care exposes them to disturbing cases, 
death and dying, and threats of physical injury or violence, for 
example, which are potentially traumatic experiences [35]. 
Studies have revealed that the divergence from the general popu-
lation risk of depression begins in medical school where depres-
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sion is estimated at 27% of both men and women, which is three 
times that of age-matched norms [36].

The risks for depression in women physicians can be consid-
ered by exploring the contributions of biological, psychological, 
and social factors:

 – Cyclic hormone biology
 – Trauma
 – Neuroticism
 – Family history of mental illness
 – Risks for lesbian doctors
 – Social roles
 – The imposter syndrome

Cyclic hormone biology together with periods of radical 
changes in hormone status including puberty, the premenstrual 
period, the postpartum period, and perimenopause confer biologi-
cal risks of mood disorders [37]. Estrogen is known to be psycho-
active and to exert a cognitive-enhancing effect in the brains of 
both women and men [37]. Estrogen also interacts synergistically 
with both thyroid hormone and serotonin in the brain by binding 
and enhancing neurotransmitter activity [37, 38]. In some women, 
the monthly decline in the level of estrogen to its nadir prior to 
menses is associated with symptoms of irritability, insomnia, and 
depression during the week before her period. If this cyclic condi-
tion is pronounced and interferes with functioning, it is diagnosed 
as premenstrual dysphoric disorder or PMDD. Although PMDD 
remits when menses begin, some women, for whom symptoms 
are sufficiently severe, require treatment with an SSRI. For some, 
once-monthly premenstrual dosing during the week prior to her 
cycle eases PMDD. Estrogen and serotonin influence one another 
in the brain. The female hormones appear to regulate and enhance 
the serotonin system and response to SSRI medications. 
Conversely, the serotonergic system and serotonergic medications 
affect estrogen synthesis and enhance cellular binding of estrogen 
in the brain [39, 40]. In a similar fashion, treating depressed 
women who have high-normal TSH levels using thyroid hormone 
augmentation can boost the efficacy of antidepressant medication 
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[38]. It can be difficult to achieve remission from MDD for 
women whose TSH level is elevated at the high-normal end of the 
range. All women in the perimenopause and menopause have low 
estrogen levels commensurate with normal aging. A subset of 
these women may benefit from estrogen augmentation together 
with an antidepressant regimen [41]. The risks and rewards need 
to be assessed on an individual-by-individual basis, in particular 
in those women with family histories of breast cancer.

Vulnerability to trauma is greater in females than males and is 
highest among female children and adolescents. It is estimated 
that one-third or more of women with histories of intimate rela-
tionships have suffered sexual abuse by their partners [42]. Some 
of these women become physicians. In fact, out of a healthy 
yearning to master their trauma, histories of childhood abuse may 
draw some women toward careers in medicine. Physicians with 
problematic childhoods tend to have poor marriages, drug and 
alcohol abuse, and psychiatric problems [43]. The allure of treat-
ing and healing others is empowering, especially to women who 
have been vulnerable and without much voice in their own pasts. 
However, conflicted and unsatisfactory relationships at home and 
at work are warning signs. Intimate partner violence (IPV) can 
represent the perpetuation of a pattern of abuse dating back to 
childhood [44]. Those women physicians who have histories of 
childhood sexual or emotional abuse and neglect are at significant 
risk of depression in adulthood [42, 45]. Moreover, if indicated by 
symptoms of depression, women with current or childhood expo-
sure to violence and trauma are strongly advised to consider eval-
uation for diagnosis of PTSD and treatment with psychotherapy 
or psychotherapy plus antidepressant. Psychotherapy is signifi-
cantly more likely to lead to remission of depression in patients 
with childhood trauma by addressing and confronting the issues 
[45]. Additionally, if these women are also physicians, they will 
benefit from understanding their own histories of abuse and grow 
to become healthier doctors, partners, and mothers. Their children 
will benefit, too. Affluent mothers, who are stressed by work 
demands and are less connected to their children, have children 
with higher rates of psychopathology and drug abuse [46]. In one 
study, physician mothers under stress responded to increased 
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 support, including facilitated colleague support groups, which 
fostered not only their own well-being but positive parenting of 
their children [47].

Intelligence is usually considered a positive, protective factor, 
likely related to success and high performance at work and in life. 
Even in severe mental illness such as schizophrenia, high IQ is 
associated with improved functioning, specifically, better global 
functioning and insight, compared to typical schizophrenia [48], 
perhaps due to improved ability to problem-solve and cope with 
life’s problems, including mental illness. On the other hand, evi-
dence reveals that high verbal IQ predicts the tendency for neu-
roticism, i.e., to mull over and focus on doubts and concerns. 
Therein lies the potential for higher intelligence to increase the 
risk for developing anxiety disorders [49]. For example, more 
advanced levels of ego development in mothers failed to protect 
them from distress in their roles as mothers. Instead, these women 
had more rather than fewer psychological difficulties around con-
flicts in their roles as mother. These mothers demonstrated stron-
ger negative reactions to their own critical feelings about their 
mothering [50].

For all women who have a family history of mental illness 
including depression, anxiety disorders, bipolar disorder, sub-
stance use disorders, or suicide, burnout may be a particularly 
dangerous step on the path toward onset of a mental illness, which 
in physicians usually presents as depression or substance use dis-
orders or both [51]. Family histories provide crucial information 
about a person’s risk of depressive illness. The offspring of 
depressed parents are at higher risk for depression themselves, 
with additional risks for persistent morbidity including recurrent 
depression, poor outcomes, and mortality, well into their middle 
years [52]. A history of childhood sexual abuse and/or emotional 
abuse and neglect are associated with increased risk of depres-
sion, especially chronic depression, in adulthood [45].

Risks for lesbian doctors. Limited data exists regarding lesbian 
physicians. Lesbian women physicians deserve special consideration 
because of their elevated risk for depression or sexual abuse com-
pared to their heterosexual women physician colleagues [53]. Lesbian 
physicians reported being equally or even more satisfied with their 
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medical careers than heterosexual women [53–55]. According to two 
sources, between 2 and 3% of female physicians are lesbian. Some 
studies, but not all, suggest a higher level of alcohol abuse or depen-
dence histories among lesbian physicians. However, with regard to 
current alcohol consumption practices, there was no difference 
between lesbian and heterosexual female physicians according to one 
large comparison study [53]. Acknowledgment of a positive family 
history of alcohol abuse or dependence was a more frequent finding 
among lesbian physicians. Significantly, alcohol abuse has been cor-
related with social discrimination or family marginalization among 
younger lesbians and gays [53].

According to a study of 4501 women physicians, lesbian physi-
cians were more likely to report histories of depression or sexual 
abuse than heterosexual women doctors. Lesbian physicians were 
three times more likely than heterosexual physicians to report histo-
ries of sexual abuse, too. For example, in one study, sexual abuse 
histories had occurred in the lives of 15% of lesbian women physi-
cians compared to only 4% of heterosexual women physicians [53]. 
In contrast, as high as 20% of females in the general adult population 
had histories of sexual abuse. It is postulated that these data reflect 
the tendency for all women physicians to be psychologically health-
ier than women in the general population. Although some research-
ers posit that a history of sexual abuse may predispose some women 
to become lesbian, it is plausible that men may be more likely to 
abuse girls or women who are not stereotypically heterosexual. 
Additionally, sexual abuse history has been associated with increased 
risk of depression in adulthood, a risk which is higher in lesbian 
physicians in comparison with heterosexual women [45, 53].

Lesbians are more likely to report workplace harassment due 
to their sexual orientation. Since harassment is often associated 
with professional dissatisfaction in addition to personal distress, it 
is crucial to identify workplace harassment, prevent it, and inter-
vene appropriately to sanction the perpetrators. Prior victimiza-
tion, low self-esteem, and poor social support have been associated 
with depression in lesbians as well as gay men in the general 
population [53].

More research is needed in order to better understand the risks 
for lesbian women physicians, lesbian women in the general pop-
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ulation, and women of different races, whether born within or out-
side the United States, since most data to date is specific to 
US-born and Caucasian women only [53].

Social roles of girls and women include the care of children 
and family members as well as friends and colleagues. For 
women physicians who are also mothers, their combined caretak-
ing roles add more responsibility and can create conflict. Because 
women often hate saying “no,” they are at increased risk for tak-
ing on too many patients, projects, and obligations and increas-
ing their risks of burnout and/or resentment of family demands 
[25]. Women work a greater total number of hours every day per-
forming unpaid labor for their families. If their work at home 
plus work at the clinic are totaled, women physicians work much 
longer hours than their male physician counterparts [42].

Depression is more common among women doctors who were 
not partnered and were childless [24]. According to the findings of 
the Women Physicians’ Health Study [24], women physicians 
who developed depressive illness were more likely than nonde-
pressed women physicians to also have the following:

 – More stress at home
 – Worse physical or mental health
 – Concurrent history of obesity or chronic fatigue
 – Alcohol substance use
 – A household gun
 – A comorbid diagnosis of an eating disorder or another psychi-

atric disorder [24].

In addition, other key risk factors for women doctors include 
working too many hours and having career dissatisfaction, high 
job stress, and less control of their work schedules [24].

Among women physicians, those who reported depression or 
suicide attempts had a higher likelihood of personal histories of 
the following:

 – Cigarette smoking, or alcohol or substance abuse
 – Sexual abuse or current domestic violence
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 – More severe harassment at work
 – Psychiatric disorders in their families of origin [24].

The imposter syndrome (IS) is more common in women than 
in men and is characterized by feelings of being a fraud who is 
unworthy of successes gained because the sufferer believes she is 
not truly intelligent [56]. In contrast to men, who attribute their 
successes to their own abilities, women are more prone to believe 
their successes are due to luck or the transient efforts they have 
managed to put forth [57]. Historically, it has been found that IS 
begins to develop in girls due to the family’s expectations of her, 
whether they are high or low. The family expectations have 
tended to mirror societal expectations of girls in comparison to 
boys [57]. As women are increasingly accepted into advanced 
professional education programs and professions such as medi-
cine, it might be anticipated that IS will be less of a problem to 
girls and women in the future, but that is currently unknown. 
When the syndrome is present, IS provides insight into the inner 
struggle of the woman in the performance of her professional 
role. The symptoms of IS include cynicism, depersonalization, 
and emotional exhaustion, thus overlapping with, as well as lead-
ing to, increased risk for burnout. In the early career years of the 
developing professional, the imposter syndrome may be part of 
the normal transition to a new professional identity. As an exam-
ple, upon graduating from medical school, she is no longer a 
medical student; now she is a doctor. However, that feeling of 
inauthenticity, phoniness, or pretense ought to disappear as the 
women gains experience and incorporates her professional iden-
tity into her whole identity.

If the woman doctor chronically believes herself to be less 
intelligent and less competent than other physicians, IS is likely 
to become a pathological state. Interestingly, as they progressed 
through their clinical years, male medical students were observed 
to grow in self-esteem but that was not true of the female medical 
students [51]. Male doctors have been observed to be more vul-
nerable than women doctors to insults or injuries to their sense of 
self-worth or narcissism [51]. Yet it has been observed that both 
patients and hospital staff react to male doctors with more respect 
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and fewer challenges to their authority than is true for female 
doctors [51]. This respect that men receive from others buffers 
them from their insecure feelings of self-worth. Alarmingly, the 
same results have been borne out in a recent pilot project for 
evaluating emergency medicine (EM) residents. These results are 
discussed in a lively podcast interview with Dr. Jeannette Wolfe 
[58]. The results revealed that both male and female EM resi-
dents got similarly high grades at the end of PG year I, but by the 
end of PG year III, the male doctors had much higher evaluations 
in addition to stronger encouragement from evaluators [59, 60]. 
One would anticipate that IS would be worse if gender bias, com-
municated by less confidence in women’s abilities and less 
respect for women as doctors, was routinely signaled to the 
female doctors. We might expect that a sense of inferiority would 
increase, despite greater experience, due to negative reactions 
toward women as doctors. In some specialties, like EM, quick 
decision-making and authoritative taking-charge are more impor-
tant than thoughtful, deliberate interactions with patients over 
longer periods of time, such as the specialty of psychiatry 
requires.

To date, there is little or no research that compares women to 
men in medicine with respect to acceptance of criticism, their 
coachability, and reactivity or defensiveness. For both women and 
men physicians in training, feedback is more difficult to accept if 
it is derisive. Moreover, if feedback is excessively negative, it can-
not be constructive and subsequently would not be expected to 
lead to desired growth and change in the physician in training. In 
addition, women have been socialized to be “communal” and 
cooperative at the expense of the more “masculine” attribute of 
“agentic.” Consequently, women are trained to be less “aggres-
sive” or decisive and can be penalized when they are, whereas the 
opposite is true for men [61]. Such experiences undermine wom-
en’s feeling of mastery and self-esteem. Just as in burnout, indi-
vidual strategies to cope and adapt are helpful, but understanding 
the organizational and cultural factors contributing to the higher 
incidence of IS among women physicians is critical to addressing 
the problem [62]. Group therapy has been found helpful to women 
with IS, and the experience of admitting their secret fear of being 
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a fraud to other women who share the same fear has been found to 
be therapeutic in overcoming the syndrome [57].

Vignette 3: A depressed woman physician presenting with 
somatic features, an eating disorder, and anxiety with 
additional risk factors of a history of childhood psychological 
abuse, adolescent trauma with resulting PTSD, and being 
unpartnered
Presentation: Dr. Renata Renzi is a 46-year-old divorced woman 
cardiologist who presented with gastrointestinal complaints, 
insomnia, and anxiety. Her work in academic and clinical practice 
was stressful and she was deeply unhappy that she was still single, 
years after an early marriage and divorce in her 20s. However, she 
was consumed with her work, so she thought there was neither 
time nor energy for dating. Her problems with insomnia and early 
morning awakening began over the previous summer when she 
was diagnosed with irritable bowel disorder (IBS). In addition, she 
had lost ten pounds over that year, which led her to become obses-
sive about her food choices. Despite developing physical symp-
toms, she made it clear that she enjoyed her work and had close 
friendships that were important and rewarding to her.

Dr. Renzi was raised in Detroit, the second of three children, 
and only daughter in a Catholic family. Her father worked for a 
mortgage company and her mother had been a nurse until the 
couple started their family. Dr. Renzi’s earliest memory was at 
3 years old, the year her younger brother was born and her father 
had his first heart attack. The memory was a frightening one. She 
vividly recalled the emotional drama of the paramedics taking her 
father away. During her upbringing, her father was the dominant 
figure at home, a strict disciplinarian who expected nothing but 
academic excellence from all his children. Renata was the best 
student but rebellious during her adolescence. She was fearful of 
her father who yelled and was verbally abusive to all the children, 
often threatening to abandon the family. Her mother stayed out of 
the way while the father raged. Although her mother was referred 
to as “the calm and gentle one” of the family, as Renata told her 
story, it became clear that her mother had a tendency to distance 
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herself emotionally from her children and her husband, thus emo-
tionally abandoning her children. From her mother’s example, 
Renata learned to distance herself emotionally, also. Many years 
later, she discovered that her mother had struggled with depres-
sion. When Renata got pregnant in her junior year of high school, 
her mother failed to notice that her oldest daughter was in crisis. 
Renata did not dare to confide in her parents and get their help. 
Instead, she found a way to get an abortion. From the symptoms 
she described following the abortion, it is likely she had an undi-
agnosed and untreated PTSD. She suffered insomnia, weight loss, 
and anxiety symptoms for 6 months after the abortion.

In young adulthood, Renata became the highest-achieving per-
son in her family when she was accepted into medical school and 
fulfilled her dream to become a physician. Several years later, when 
she was in her residency, tragedy struck. Her youngest brother 
drowned in a boating accident, and with this sudden traumatic loss, 
Dr. Renzi’s insomnia and anxiety returned. This time she entered 
psychotherapy and was treated with an SSRI. After she recovered 
fully, she abruptly decided to marry her college sweetheart. Initially 
it was happy, but her husband became verbally abusive toward her 
and she soon discovered he was unfaithful, too. Following comple-
tion of her residency, she divorced him. Claiming to have few 
regrets, she focused on embracing the future. By her late 30s, she 
had established a successful practice and was thriving. However, as 
she approached age 40, she was ambivalent about having a baby, 
having no desire to raise a child alone. She didn’t acknowledge the 
loss of that opportunity. She just looked forward.

At our first meeting, Dr. Renzi was polite and cooperative but 
intensely private to the point of guardedness. She was careful in 
her use of words. Her mood was moderately depressed. Her face 
was expressionless with affect that was constricted and almost 
flat. What was most remarkable was her exclusive focus on her 
gastrointestinal symptoms. She stayed away from emotional mate-
rial. Underneath her veneer of control, there was significant hurt. 
The history of her secret abortion in adolescence was central to 
understanding her core emotional issues. Out of “necessity,” the 
accidental pregnancy was handled without the support of her par-
ents. She voiced strong fears that her father, in his fury, would 

12 Depression, Suicide, and Stigma



356

have abandoned her. Dr. Renzi was diagnosed with major depres-
sion with somatic features and generalized anxiety disorder. The 
possible diagnosis of obsessive-compulsive personality disorder 
was considered due to her personality style and preoccupation 
with her health and diet. She had never abused substances.

Dr. Renzi’s preoccupation with medical and physical symptoms 
was an initial stumbling block to her psychotherapy. Owning her 
feelings and discussing emotions were hard for her. Because of her 
family history, she needed emotional distance in order to feel safe. 
Medication was the key first step in helping her get better. Her 
insomnia responded to low-dose trazodone at 25 mg at bedtime 
plus prn lorazepam, which she needed for only a few weeks. As 
soon as an SSRI began to exert its antianxiety and antidepressant 
effects, her depression lifted and the anxiety lessened. Only then, 
did her fixation on physical symptoms cease. She started to make 
significant progress with processing her emotional pain and grief. 
As her appetite returned and she ate less restrictively, she gained 
back some weight. Over time, she was able to express emotions 
including sadness about being alone and having no children. She 
also had lingering anger toward her father. There continued to be 
significant benefit for her  gastrointestinal, mood, and anxiety 
symptoms from the antidepressant medication. She clearly felt sup-
ported in the trust and safety of psychotherapy. In addition, in psy-
chotherapy she had a place to share her secrets, so she did not 
have to bear them alone. During the period of remission, she began 
to feel ready to start dating again.

 Personality Characteristics of Women Physicians

Physicians have certain personality characteristics which are 
desirable and highly selected for by medical schools and the pro-
fession of medicine [32]. Moreover, these same characteristics 
may put physicians at higher risk for developing depression. The 
characteristics include the following:

• Perfectionism and compulsiveness
• A need for control and mastery
• An exaggerated desire for achievement
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• A need to please
• A reluctance to say “no”
• Difficulty asking for help
• Self-sufficiency and reliability
• An excessive, distorted sense of responsibility for others and 

for circumstances beyond their control.

Obsessiveness and compulsiveness as personality traits can be 
adaptive, for example, as in the case of the doctor who worries 
about her patients and consequently commits fewer errors in 
their treatment. However, when exaggerated, these traits are mal-
adaptive and can constitute an illness. The diagnosis of obsessive- 
compulsive personality disorder (OCPD) is made when there is a 
marked degree of either or both tendencies accompanied by clin-
ically significant distress or impairment of functioning [63]. In 
turn, those feelings may lead to depression or anxiety symptoms. 
With high levels of perfectionism, there is often a tendency to 
feel guilty for failing to attain one’s ideals. In addition, there is 
 inevitable self-doubt in individuals who are always striving for 
perfection, which exacerbates both obsessiveness and compul-
sivity.

The need for mastery carries over to their personal lives, too. 
When the physician mother attempts to balance family and career, 
the person who comes last is usually herself. Women physicians 
tend to suppress and ignore their own feelings and may have dif-
ficulty making time for themselves [64]. Failure to prioritize self- 
care is frequent in women doctors. An example is the woman 
physician patient who confided to her psychotherapist: “I haven’t 
had a drink of water or gone to the bathroom all day!”

Setting their own needs aside and denying themselves self-care 
must become a priority to avoid the inevitable consequences of 
burnout and depression. There is often a belief that they should 
not be vulnerable themselves. They should be able to do it all. 
Practical solutions, such as hiring a nanny to take care of the kids 
or asking their partners to start dinner, are essential for these 
 physician mothers. If they can lighten their loads, these women 
feel less stressed and helpless so they can be better doctors, wives, 
and attentive mothers to their children.
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In addition to their altruism and evolved moral compass, 
women physicians are often intellectually smart, inventive, and 
action-oriented, which in combination may cause them vulnera-
bility to developing existential depression. If the life’s work of 
these idealistic women gets derailed from a core sense of pur-
pose – whether that is caring for patients or doing research – these 
doctors may soul-search and question themselves, “Why did I go 
to medical school?”

The following two measures of personality have been found to 
be common among physicians:

 (a) Need for approval (also referred to as dependency)
 (b) Self-critical perfectionism.

Both of these traits are associated with dysfunctional beliefs 
and, in turn, developing depression. In research conducted in 
Norway, physicians’ “need for approval” and “perfectionism” 
were assessed via a survey and use of a scale called the 
Dysfunctional Attitudes Scale (DAS). Interestingly, men doc-
tors more frequently fell into the perfectionistic/self-critical 
type, whereas female doctors were most often in the depen-
dency/need for approval type [51]. Significantly, the presence 
of high levels of self-criticism as students was associated with 
depressive illness at 2 and 10  years later, especially in male 
doctors. Self-criticism is pernicious if not harnessed because it 
affects the regulation of self-esteem, also referred to as narcis-
sism. In male medical students and interns, vulnerability to 
their concept of self predicted the development of problem 
drinking. In other words, they drank more alcohol because 
they felt bad about themselves [51]. In turn, the doctors with 
less harsh self-assessment ultimately developed fewer depres-
sive illnesses. Doctors do bear a heavy burden in caring for 
others. Yet, since they are human, doctors can and do make 
errors. If self-esteem and sense of self-worth are only as strong 
as everyday success and validation, self-confidence is likely to 
be more fragile. This fragility and development of feelings of 
worthlessness may lead to vulnerability for both depression 
and suicide.
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In the other group, predominantly women doctors with high 
needs for approval, disturbances in interpersonal relationships were 
associated with depressive symptoms. For example, a break- up 
with a boyfriend might be the trigger for depression. It has been 
postulated that medicine, because it is a helping profession, likely 
attracts students with higher dependency needs [51]. The high level 
of interpersonal connection with patients in medical practice may 
satisfy the doctors’ needs for approval. In addition, there are inher-
ent rewards in having satisfying relationships with patients. For 
some individuals with self-esteem issues, pursuit of an advanced 
degree, such as an MD, may be partially motivated by the wish to 
prove to one’s self and the world that, ultimately, they are worthy of 
respect and admiration. Additionally, identity as a physician appears 
to be central to the self-worth of many physicians. For women phy-
sicians, the gender bias problem is problematic since women doc-
tors do not enjoy as much respect from patients and colleagues as 
men do, especially within certain disciplines [19].

 The Effects of a Toxic Workplace

The work environment has become a focus of concern for prac-
titioners of medicine, in particular regarding women physicians. 
Work stress associated with the profession of medicine has con-
sequences for the quality of healthcare in addition to the impact 
on the well-being of physicians and their ability to do their work 
[27]. Very significantly, a physician who commits suicide is 
more likely to have had a job-related problem than any other 
problem including the death of a loved one or a non-work-
related crisis [21].

In the past, many doctors practiced medicine in the setting of a 
solo private practice. Increasingly, today’s doctors work in 
 salaried practice within medical practice groups or institutions, in 
particular women doctors [27]. Consequently, there is more 
 regimentation of procedures and there is greater emphasis on 
administrative duties. In particular, the requirements of docu-
menting medical treatment have grown and become dependent on 
the electronic medical record (EMR) [3]. Insurance companies 
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together with hierarchical medical care institutions are setting the 
standards of both care and documentation which leads to conflict 
about how best to utilize limited time.

Four job-related stressors have been found to predict high lev-
els of job dissatisfaction:

• Demands of the job and patients’ expectations
• Interference with family life
• Constant interruptions at work and at home
• Lack of mental well-being about work [65].

The stress of working long hours is associated with higher 
rates of sleep disorders to which female physicians are more 
vulnerable than male physicians [66]. In addition, suicidal think-
ing is increased in physicians who are working long hours or are 
enduring degrading experiences or harassment [67]. Among 
female physicians, recent suicidal thoughts, and thinking about 
the methods by which to commit suicide, were found to be pre-
dictive of suicide risk [68]. This study’s finding is in keeping 
with other research on suicidal ideation which has found a sensi-
tive connection between suicidal ideation and the risk of com-
mitting suicide. Since physicians are more likely to underreport 
than overreport suicidal ideation because of fears of stigma, 
these findings may underrepresent actual suicidal thinking 
among doctors. In contrast, for both women and men physi-
cians, high job satisfaction was associated with fewer work 
stressors and, consequently, more positive attitudes toward med-
ical practice and the delivery of healthcare [27]. For women 
physicians, adequate time for their families and their personal 
lives was an important predictor of overall satisfaction with their 
work. Both men and women reported that time pressures in their 
practice were a source of considerable stress. That includes not 
only the total number of hours they worked, but, in addition, the 
time needed to take call, to keep up with professional knowledge 
[27], and to make time for their families. For women, having 
enough time with both patients and colleagues was an additional 
predictor of job satisfaction [27].
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There are key protective factors which predict job satisfaction 
in women doctors:

• a manageable-sized workload, the ability to flexibly control the 
work schedule, and

• access to social support, specifically, participation in meetings 
to discuss stressful situations at work [68]

It is crucial that the sources of social support be confidential 
and nonjudgmental. The subjective perception of workplace stress 
is important. As an illustration, in a study of Italian doctors, con-
trol of their work schedule was more important to job satisfaction 
than the actual number of hours worked. Significantly, Italian 
physicians who were able to set their own work hours, influence 
the amount of work assigned to them, and confidentially discuss 
work-related problems had a lower risk of suicidal thinking. Even 
with higher work demands, long work hours, and less vacation, 
doctors fared better if they had more control over scheduling their 
work hours and the amount of work they were responsible for 
completing [67]. Consequently, it appears that it is the inability to 
control the work schedule that jeopardizes the mental health of 
practitioners. Women physicians who work their preferred num-
ber of hours are able to achieve the best balance of work and per-
sonal goals. For married women physicians in dual-career 
marriages, working their desired number of hours, whether they 
were full time or part time, was the most important factor in 
achieving positive outcomes. These women who worked their 
ideal number of hours had better job role quality, better marital 
role quality, lower burnout, and higher life satisfaction [69].

There is a useful model and formula available, the demand- 
control- support (DCS) model, which measures stress on individ-
ual physicians [67]. It provides a useful way to assess stress levels 
using the following factors that affect a physician’s workload:

 – Demand for work
 – Control of the workload and schedule
 – Social support in the workplace

12 Depression, Suicide, and Stigma



362

Analysis of the DCS model results highlights that conflicting 
responsibilities and demands in the workplace are associated with 
feelings of less control, higher psychological demands, and job 
strain. It is job strain that confers a significant risk for the develop-
ment of mental illness [67].

There may, however, be sex differences in the impact of any 
given type of social support. In a study of opposite sex twin pairs, 
men and women showed different responses to social support [70]. 
Among women, higher levels of support were strongly related to 
decreased risk for major depressive disorder (MDD), whereas that 
relationship was modest and nonsignificant for the men. It was a 
consistent finding that interpersonal relationships are more central 
to women and valued more highly by women than is true for men. 
It has been postulated that the explanation for these differences 
could be related to how female children are reared. Alternatively, it 
could be a sex-specific evolutionary adaptation. Females appear to 
both need and provide more social support than do males. This fact 
holds true with other mammals, too. In experiments with rats, the 
neurobiological and behavioral effects of shocking the feet of 
female rats were attenuated by social housing. If the female rats 
had companions in the cage with them during the shock trauma, 
the rats fared better. This benefit did not extend to the male rats 
who dealt no better with the trauma of shock when alone in their 
cage or in the company of fellow rats [20].

Just as social support can decrease the risk of depression in 
women, harassment can increase its risk. Studies of female physi-
cians at work reveal a striking finding associated with harassment. 
Consistently, recent degrading experiences in the workplace were 
associated with suicidal thoughts [68]. This finding was not exclu-
sive to doctors. Notably, bullying and harassment, also called 
mobbing, are associated with increased risk of suicide in the gen-
eral population at work, too [67].

The existence of gender bias in some medical specialties and 
some departments represents yet another layer of stress for women 
doctors in certain fields, especially male-dominated fields like 
surgery and emergency department medicine [33, 58]. A woman 
physician’s risk of developing depression becomes greatly ele-
vated if there is a perfect storm of genetic risk, an abusive family 
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history, current abuse, certain personality characteristics, and cur-
rent workplace stress and harassment.

There is clearly a need for more research in this area and there 
are many interventions which can change the course of events to 
steer women to better outcomes. In the treatment section of this 
chapter, interventions that can interrupt unhealthy outcomes and 
lead women doctors to better support and treatment will be 
explored.

 Suicide and Understanding Suicide Risk 
for Women Doctors

Women in the general population attempt suicide two to three 
times more frequently than men. In contrast, women physicians 
make fewer attempts on their lives but succeed at killing them-
selves more often than other women [24]. This is true despite the 
fact that women physicians suffer depression at a 20% lifetime 
prevalence which is the same as other women. Why do women 
physicians have more success at committing suicide than other 
women? Simply, they have medical knowledge as well as access 
to lethal medications. Moreover, although chilling to contemplate, 
women doctors may have less ambivalence about killing them-
selves when they put their suicidal plans in motion. Ambivalence 
is that grain of doubt about ending it all that can, and does, save 
lives. It is psychiatric distress that can shatter hope. With or with-
out a diagnosis of depression, psychological distress is shared by 
suicide victims [21].

Women physicians are much less likely to be in treatment for 
mental illness for reasons including failure of insight into their 
own illness or because they fear stigma. These are women who 
also possess a strong wish to overcome mental illness on their 
own [25]. Depending on licensure renewal requirements, which 
vary by state or country, the diagnosis of a mental illness could be 
potentially damaging to medical licensing [15, 64, 71]. In addi-
tion, physicians believe they should be able to avoid getting 
depressed. They should be strong enough and self-sufficient 
enough to manage independently [64]. Current depressed mood, 
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defined as 2 weeks prior to death, is a risk factor for suicide even 
in the absence of a known depressive disorder. Toxicology data 
reveals that physicians who die from suicide show very low rates 
of treatment with antidepressants [21]. These results are strong 
evidence that physicians with depression go untreated [25]. 
Instead of getting appropriate treatment, as high as 20% of 
depressed women physicians admitted they had self-prescribed 
antidepressant medication which may be an underestimate. In 
addition, they may have a colleague prescribe to them [21] or 
have ready access to drugs at hospitals or clinics [25].

Depression increases professional stress at the same time as it 
decreases job satisfaction among physicians [72]. The converse is 
also true. Problems at work contribute to anxiety, depression, and 
suicidal ideation in physicians. Therefore, it follows that the com-
bination of problems at work and depressed mood plays a central 
role in physician suicides [21]. Because the physician identity is 
so important to a doctor’s core sense of self and self-esteem, 
 disruption at work is very threatening and leads to distress. Suicide 
by poisoning is the most frequent means of suicide for women 
doctors, but self-inflicted gunshot wound is the most frequent 
cause of suicide among all physicians, as it is the preferred means 
of male physicians who outnumber women in completed number 
of suicides. Although the data from the National Violent Death 
Reporting System is the most comprehensive reporting on physi-
cian suicides to date, the number of women doctor victims was 
small, with only 15% of the total of 203 physician suicides 
recorded [21].

Depression alone does not adequately explain suicidal ideation 
and intent. Even among suicidal subjects from the general popula-
tion of individuals who have neither history nor diagnosis of 
depression, psychological pain was most highly associated with 
both current and lifetime suicidal ideation and attempts [73]. 
Studies suggest that widening the risk factors to include a triad of 
factors provides better predictability of suicide risk: (1) psycho-
logical pain, (2) depression, and (3) hopelessness. Using three 
factors more accurately predicts suicide risk than using only two 
measures, for example, depression and hopelessness [73].
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 Interpreting Suicide Data

The suicide data available is shocking, but it is also confounding. 
Some research studies reveal that suicides of men and women physi-
cians are two times that of the general population with a similar risk 
to both men and women physicians [74]. Other studies report alarm-
ingly higher rates of suicide among women physicians. Among the 
findings is that women physicians commit suicide up to twice as 
often as men doctors [52] but as much as four times the rate of 
women in the general population [75]. Since deaths by suicide occur 
at younger ages than are usual for female life expectancy, the calcu-
lation of life expectancy of women doctors is affected [76]. Yet stud-
ies of both women and men doctors reveal they are healthier, take 
better care of their health, and die of medical diseases at a lower rate 
than is true of the general population [32, 77]. Since women are 
known to outlive men, it would be a glaring anomaly if the overall 
life expectancy of women physicians was 10 years shorter than that 
of men doctors. Yet some research makes claims that this is so [76]. 
In actuality, the death rate of women doctors is low except due to 
premature death from suicide. Suicide death data is usually captured 
in studies with small sample sizes of women compared to large 
pools of men doctors. Comparing small numbers of women to large 
numbers of men likely overestimates the suicide rate of women doc-
tors [78]. Nor are the raw numbers necessarily age-corrected. The 
question is how to interpret these findings. Mistakes with data col-
lection and interpretation are well known in epidemiology. “Simple 
comparison of age at death is therefore not appropriate since the 
denominators for calculating the death rates of men and women are 
not the same.” Non-age-corrected rates of suicide are deceptive and 
may lead to faulty conclusions [19]. Larger studies are needed to 
help clarify whether women physicians’ suicide rate is truly elevated 
compared to men physicians [78].

There is a big cost to our society and our health-care system as 
well as to families if women doctors are incurring increased risk 
of early death to suicide. Since more women doctors have entered 
medicine in the past several decades, the composition and the cul-
ture of medicine has been affected. How those women doctors are 
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faring and how the general public of patients is adapting to more 
women physicians are important issues. It is likely that the prac-
tice of medicine has been positively affected by the women who 
have entered the field. In comparison to men doctors, women doc-
tors appear to communicate and connect differently and/or better 
to their patients, not necessarily related to the amount of time 
spent with individual patients. This may reflect that patients feel 
more caring and empathy from female physicians but it is related 
to higher satisfaction with women doctors by patients [16, 18, 79]. 
Moreover, there is some evidence that patients treated by women 
physicians have better mortality and morbidity outcomes than 
patients of male physicians [17]. Women doctors are undoubtedly 
affected by their participation in the practice of medicine, often in 
positive ways since practice is highly rewarding to most women 
doctors. However, a particularly ominous result of practice may 
be that women doctors are highly stressed, which increases their 
risk of suffering from mental illness and suicide. There is vari-
ability of suicide risk according to practice specialties, too. 
Psychiatrists have the highest suicide rate and pediatricians have 
the lowest according to one study [71] and anesthesiologists have 
a relatively higher risk in some studies [77]. Being single increased 
the risk to five times that of a married or cohabiting colleague 
according to European and US suicide data [21, 74].

Since only Northern European and North American data were 
used in most studies, it is unknown whether the results can be 
generalized to more diverse ethnic, racial, and socioeconomic 
groups. Unfortunately, it is difficult to understand mortality data, 
because there are too few studies of rates and causes of death in 
women physicians. More epidemiological studies are needed to 
understand the severity of mental health problems and mortality 
by suicide of women physicians.

 The Special Case of Preventing and Treating 
Suicide

In any patient experiencing suicidal thoughts, a consideration of 
psychiatric hospitalization is crucial in order to save the life of the 
patient. Combined treatment with psychotherapy and medication 
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will likely be necessary. Antidepressant medication, mood 
stabilizers, antipsychotic medications, and ECT have all proved to 
be instrumental in saving lives and achieving remission while sta-
bilizing suicidal symptoms. Accurately screening and identifying 
the individuals with high levels of psychological pain could be 
key to suicide prevention [80].

In the experience of many psychiatrists, suicidal ideation and 
its discussion in psychotherapy often offer an escape valve from 
the pain of living life. Talking about these feelings is freeing and 
can offer the person a way out of their psychological pain so they 
can tolerate living. “I don’t have to live this life if I don’t choose 
to,” patients voice. It can be highly therapeutic to hear their doctor 
acknowledge that ultimate control of living or dying is under the 
patient’s own control. As is true in any course of psychotherapy, 
the patient may need to reconceptualize how she thinks about 
 living a life she wants while meeting life’s obligations. Among the 
vulnerable population of doctors who aspire to be self-sufficient 
and who assess themselves with self-critical eyes and high stan-
dards, suicide offers a way out of psychological pain. Suicidal 
patients may harbor anger toward a spouse, a parent, or a therapist 
who will be punished by the patient’s suicidal act. Does the patient 
feel unworthy or isolated, or have fantasies of martyrdom? A way 
to comprehend the act of suicide is to envision a final defeat when 
there is no escape or rescue possible. At that point there is only 
hopelessness [81, 82].

Suicide prevention using psychotherapy aims to attenuate 
harsh self-criticism, self-hatred, and disparagement and diminish 
suffering, restoring a sense of well-being. As mentioned above, 
these self-critical personality qualities are better addressed early 
in a medical career or during medical school in order to prevent 
depression later in life. Cognitive behavioral therapy (CBT) tech-
niques are often helpful for these patients. Newer techniques 
which incorporate CBT, positive psychology, and mindfulness 
show promise [41].

Training programs are beginning to address talking about and 
responding to trainee suicide risk. An example is the online pro-
gram described in Med Ed Portal [83]. Also, there are programs 
such as “QPR gatekeeper training” and “Mental Health First Aid” 
training that teach faculty, learners, and colleagues to recognize 
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the signs and symptoms of depression or suicidal ideation in order 
to respond in ways that help affected individuals take steps to 
obtain appropriate treatment [84, 85].

 Stigma

“I would never want to have a mental health diagnosis on my 
record,” to quote from a survey of female physicians [86].

The definition of stigma is, “a mark of shame or discredit,” 
according to Webster’s Dictionary. Synonyms for stigma include 
smudge, stain, and taint, none of which most people want, espe-
cially doctors. Shame is a painful emotion which is suffered alone. 
Since shame leaves us feeling we are bad, trapped, and powerless, 
it is little mystery that people attempt to avoid it. It makes it dif-
ficult to own having an illness or a diagnosis, such as depression 
if it is accompanied by stigma. But what if she does have a mental 
health diagnosis? Does getting treatment for depression, seeing a 
psychiatrist, and taking psychoactive medications brand the doc-
tor with stigma? We want doctors to take care of themselves and 
to get treatment so they can practice, take care of patients, and 
enjoy their personal lives, too. Therefore, it is imperative for the 
culture of medicine to address stigma in medical school and dur-
ing training. Only if stigma is less will doctors fearlessly take the 
steps toward proper diagnosis and treatment of mental health dis-
orders. In the following paragraphs, stigma and the noxious 
effects of shame are examined.

 The Burden of Shame

“Like an unskilled doctor, fallen ill, you lose heart and cannot 
discover by which remedies to cure your own disease,” the chorus 
in “Prometheus Bound” chants to the suffering god [87]. The ear-
liest reference to “Physician, Heal Thyself” dates back to the sixth 
century BC in Classical Greek literature [87]. According to the 
myth, the god Prometheus saved humanity with his gift of fire 
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which he gave to mortal humans in defiance of the orders of Zeus, 
king of the gods. As punishment, Zeus chained Prometheus to a 
remote crag, where, like the physician who heals others but can-
not heal herself, Prometheus, who had saved humanity, could not 
save himself.

Sadly, it is hypocritical for the doctor to ignore or neglect her 
own ailments. Multiple factors likely influence denial of illness or 
outright avoidance of one’s own treatment, especially regarding 
mental health. These factors include the psychological defense of 
denial in addition to avoidance of shame and fear of censure.

 Psychological Factors and Shame

Doctors have the training and consequently the power to treat 
and cure illness. In addition, it is deeply satisfying work to heal 
others. In general, most doctors prefer the role of healer to that 
of being the patient. Disease and illness are like enemies to be 
conquered or controlled, but disease and illness also represent 
the fallibility and weakness of the human body and mind which 
are more acceptable in our patients who are sick. Moreover, the 
doctor has superior status and power. Could aversion to illness 
in one’s self be a component of the doctor’s very attraction to 
the field of medicine? Phobic avoidance and intolerance for 
their own sickness may be operating in the psychology of some 
physicians [74]. The doctor must see herself as strong and pow-
erful, not vulnerable and ill. Nor does she have time to be sick. 
Yet the first step toward recovery for the depressed physician 
must be an acknowledgement that she needs help. Also, she 
must accept that she cannot treat herself. It is crucial that she 
avoids getting antidepressant medication samples from a col-
league. No hands-on treatment means there is no ownership of 
responsibility and no oversight of the treatment. Resistance to 
psychiatric treatment and denial of illness lead to inadequate 
and bad psychiatric treatment of physicians, a very real danger 
to the profession.
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 Avoidance of Shame

As little children learn right from wrong, they experience scolding 
for mistakes and praise for things well done. Either guilt or shame 
may follow the reprimands of one’s parents. To distinguish 
between the two, shame is the feeling of humiliating disgrace 
which occurs after making a mistake. Shame leads to subsequent 
feelings of being flawed and unworthy of love and belonging [88]. 
Dr. Brené Brown argues that shame is destructive. On the other 
hand, guilt is adaptive. It develops when the child feels she 
deserves blame for mistakes or offenses because she has failed to 
uphold her own internalized values [88]. When guilt is assumed, 
there is no disgrace because responsibility for the error has been 
owned. The parents who scold their children to excess promote 
the shame response which leads to hiding mistakes rather than 
owning them. Consider what happens when a doctor makes a mis-
take of small or considerable consequence in the care of a patient. 
Let us say a resident wrote an order for the wrong dose of insulin 
in a hospitalized diabetic patient. The lab reports back a blood 
glucose either too low or elevated but, in this example, let us say 
the patient is not unduly harmed. This resident will need to own 
up to making this error while presenting on rounds where she will 
likely be questioned by her attending. Undoubtedly, she will be 
exposed. If she responds with a shame response, her reaction cen-
ters on feeling, “I am deficient.” The healthier reaction of experi-
encing guilt allows her to own up to her mistake and move past it, 
while acknowledging to herself, “I can learn from this. I can do 
better next time.” Dr. William Bynum’s research regarding the 
shame experience among medical residents and medical students 
has drawn attention to the significant adverse physical and/or psy-
chological effects that shame reactions cause in this population as 
they are learning to become a doctor [89, 90]. Shaming experi-
ences, especially during transitional periods of medical training, 
contribute to harsh self-judgments and may play a role in the 
development of the imposter syndrome and an impaired sense of 
belonging [89]. Alarmingly, according to psychological research, 
suicidality has been associated with shaming experiences [89].
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Most of us would much rather avoid shame than suffer it. 
Ultimately, being unworthy is what separates us from human con-
nection. Without that, we are alone, isolated, and, as a conse-
quence, alienated [88]. Dr. Brown’s work extends to “shame 
resilience,” which occurs when medical errors or mistakes in 
judgment are shared with colleagues. Shame resilience actually 
tames the shame response, making it less toxic and less likely to 
occur in the future. However, in order to open up and share, the 
individuals must make themselves vulnerable. Shame resilience 
theory can be used to help medical students reflect on their most 
challenging experiences. It requires recognition of shame and its 
triggers. Becoming aware, telling our stories, and speaking about 
errors lead to resilience [88–90].

 Fear of Censure

What happens if the medical board learns that a physician has 
been receiving treatment for depression? Is the doctor required to 
admit treatment on her medical license renewal form? Will her 
license to practice be denied if she admits treatment? Different 
states have different standards. In recent years, these standards are 
evolving toward greater acceptance of treatment for mental illness 
in physicians and elimination of any questions about mental ill-
ness diagnosis and treatment on the medical license renewal form. 
Fear of losing one’s license for having a mental illness often 
causes doctors to avoid getting diagnosed or treated [20]. It is 
imperative that a well-functioning, “fit for service” doctor who is 
undergoing treatment for depression be recognized as healthy, 
i.e., not pathological. As doctors increasingly share stories about 
their psychiatric treatment, stigma is decreasing. When treatment 
contributes to restoration of the physician’s psychological health, 
it also prevents disability. The doctors who warrant the most con-
cern are those who deny and hide their problems while avoiding 
treatment. Sticking one’s head in the sand is not a solution.

On the other hand, if there is a medical board complaint for 
whatever reason, it can be very stressful. The following vignette is 
a vivid example of the stress that a medical board complaint or a 
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malpractice suit brings into the life of the physician. The potential 
shame and stigma associated with being accused and questioned, 
in addition to threats to livelihood and income, are deeply prob-
lematic for physicians. After all, most doctors are individuals who 
are drawn to the profession of medicine by strong altruistic wishes 
to help others and make them well. Adverse events are troubling 
for both patient and doctor.

It is usual for doctors to strive to be good citizens who are 
worthy of the profession of medicine. In the case of malpractice 
suits or medical board complaints, when there is often the 
assumption of wrong-doing in the care of patient, doctors feel 
blamed even before any hearing takes place. Legal advice is 
usually necessary for guidance through the process of making a 
defense. Inevitably, standing up for oneself and avoiding shame 
become part of the doctor’s objective. While these burdens are 
being dealt with, the physician continues to take care of obliga-
tions to her practice and patients. By the time the case has 
resolved, the doctor may be feeling jaded, cautious, and even 
paranoid toward her patients. “If a bad case can ruin my career,” 
the doctor might posit, “am I at risk for another bad outcome?” 
She might wonder if she should continue working in her profes-
sion. Unless she can expect that her patients have as good inten-
tions toward her as she has toward them, there can be no trust. 
Also, she wants to believe that her medical board is supportive 
of her as a physician. However, medical errors, poor outcomes, 
and complaints do occur. In turn, there may be emotional injury 
to the physician and the so-called “second victim” syndrome 
[3]. The medical culture is one in which errors are frowned 
upon and poorly tolerated because the stakes are so high in a 
field where lives are at risk. The culture is one of “no mistakes 
allowed” [3].

It is clear that when doctors are stressed, the best policy is for 
them is to reach out to colleagues and gain support and guidance. 
Yet shame causes people to hide, to keep secrets, and to go it 
alone which is the wrong tactic for the continued good health of 
the doctor, especially one who has to face a lawsuit or board com-
plaint. It is likewise bad for the treatment of patients.
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Vignette 4. Confronting shame and stigma: a case of a medical 
board complaint leading to distress, personal crisis, and 
burnout
Dr. Lindsey was a psychiatrist in private practice. She was in her 
late 30s and happily married with a teenage daughter. In addi-
tion, she looked out for her retired parents who lived nearby. She 
enjoyed the richness of her rewarding work at a busy psychiatry 
group practice with several close colleagues. She made time to 
attend evening professional programs and regularly met with her 
colleagues to discuss cases and share patient care. Many of her 
patients were physicians. Among them was a 36-year-old woman 
Internist, Dr. Scott, who had a mood disorder and ADHD and had 
been under the care of Dr. Lindsey for 2 years. She was compliant 
with the treatment plan and progressing well, meeting every 
2  weeks for psychotherapy sessions which included medication 
management. On occasion, Dr. Scott requested that her fiancé 
accompany her to appointments. They were planning a wedding 
in the coming year and wanted to have a child together. When her 
fiancé suddenly broke off the engagement, Dr. Scott was dis-
traught. She became anxious and developed insomnia. After 
imploring her fiancé to enter couples’ therapy with her, he agreed. 
Dr. Lindsey referred them to a couple’s therapist. Soon thereafter, 
Dr. Scott began to cancel or “no-show” for her appointments. 
Despite reminders from Dr. Lindsey’s office, over an eight-week 
period Dr. Scott failed to come in for an appointment. Out of con-
cern for her patient, Dr. Lindsey instructed her office to inform Dr. 
Scott that her stimulant ADHD medication, a controlled sub-
stance, could not be renewed without another appointment.

At that point, a drama began to unfold. In the middle of a busy 
afternoon during her office hours, Dr. Lindsey was interrupted by 
two officers from the DEA. They informed her that the DEA sus-
pected Dr. Scott was forging prescriptions for controlled sub-
stances, including a stimulant. It was inconceivable to Dr. Lindsey 
that this was true! She trusted this patient who was a good physi-
cian and, she believed, a good person. The officers informed Dr. 
Lindsey that under no circumstances was she allowed to tell her 
patient about the DEA investigation. Naturally, this conflicted 
with her therapeutic alliance with her patient. What should she do 
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and where could she turn for advice? She felt it was contrary to 
the principles of good patient care to hide this information from 
her patient. However, she was scared for herself. She called her 
malpractice insurer for advice about finding a lawyer to help nav-
igate the issues. Also, she turned to several of her trusted col-
leagues. They did not know what advice to give her, but they did 
provide her with support. Within the next few days, the situation 
unraveled further. The patient’s fiancé contacted Dr. Lindsey, 
revealing that Dr. Scott had made a suicide attempt with an over-
dose of alcohol and prescription medications. Would Dr. Lindsey 
meet her at the emergency department, her fiancé asked? Out of 
moral obligation she wanted to see her patient, despite her con-
flicted interests. In compliance with, but also out of fear of, the 
DEA officers Dr. Lindsey did not reveal the DEA officers’ visit to 
her office. The patient was grateful to see her doctor and admitted 
to her that she had been in a state of confusion and regretted her 
suicide gesture. She did not want to die. That was the last time Dr. 
Lindsey saw her patient. Immediately, Dr. Scott was required to 
relinquish her license while she completed an inpatient program 
for impaired physicians. Within days of these events, Dr. Lindsey 
was notified by mail of a complaint registered with the medical 
board concerning her care in this case. When she inquired who 
had lodged the complaint, she was told that information could not 
be disclosed. The source of the complaint was held in confidence. 
This was shocking, but what she subsequently learned was devas-
tating. Serendipitously, Dr. Lindsey was told, in confidence, that it 
was the patient herself who had made the complaint to the medi-
cal board. The patient whom she had helped through difficult 
times over a two-year treatment history had betrayed her. She 
struggled with an explanation for why her patient would want to 
wound her.

Dr. Lindsey worked with her lawyer to prepare a defense for 
herself at the medical board hearing. Her lawyer was knowledge-
able and kind. First and foremost, he advised, they needed to 
gather expert opinions about state-of-the-art treatment of patients 
with ADHD and mood disorders. To the best of their ability, Dr. 
Lindsey and her lawyer demonstrated that the best treatment had 
been offered to this patient and that her patient had done well 
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until the point at which she stopped treatment. Through this 
frightening and difficult time over the next several months, she 
awaited her hearing. Although Dr. Lindsey was an optimistic, 
resilient woman, nothing she had been taught or experienced in 
medical school or her residency prepared her for this experience. 
Her strong conscience had always dictated that she perform to 
her best ability. In addition, she cared deeply for her patients. She 
knew herself as a person who needed approval, a personality 
characteristic which is typical of women physicians. However, 
this crisis caused her to feel deep disapproval of herself. In turn, 
these feelings led to existential questions about her career. She 
developed difficulties falling asleep at night. “What could and 
should she have done differently?,” she asked herself. She recog-
nized unwelcome emotions similar to those she had experienced 
in her early 20s with the sudden, traumatic death of her brother in 
a car accident. Similar to the emotions following her brother’s 
death, she feared the threat of new losses: her reputation, her 
practice, her career, and her income. For the first time in her 
career, she felt negative about the practice of medicine and saw 
risks where she had never seen them before. Now she was forced 
to consider that her patients, the people she cared for and about, 
could become adversaries. Her husband, trusted colleagues, and 
a course of psychotherapy provided support and help as she 
worked through this crisis in her career. In addition, under advice 
from her lawyer, she learned more about defensive medicine and 
improving her documentation practices. If she had become more 
cynical about practice, she had also become less naive.

The day of the hearing finally arrived. There, the medical 
board’s accusers had a face. The panel was composed of all male 
physicians. She felt like she was being tried for the crime of being 
a bad doctor. To her great relief, the panel did conclude what she 
knew to be true: Dr. Lindsey had performed treatment of her 
patient up to the standards of care. She gradually moved forward 
with her life and returned to normalcy, once again enjoying her 
practice. Her sense of shame diminished over time. Although 
deeply affected by what had happened, she had a new awareness 
of risk. Eventually, Dr. Lindsey faced her sole regret about the 
case: she had failed to be open and genuine with her patient at the 
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time of her patient’s suicide attempt. That was a mistake Dr. 
Lindsey had to own and never repeat. She strongly suspected that 
the DEA officers who scared her into secrecy about the investiga-
tion had likewise scared Dr. Scott into a state of desperation. She 
would never know whether her patient had truly forged prescrip-
tions, nor would she ever find out why Dr. Scott reported her to the 
medical board. Once the DEA was involved, Dr. Lindsey had to 
worry about herself first and put her patient last, a bad situation 
for both doctor and patient.

A medical board is composed of a panel of physicians. The 
hearings are outside the legal system, functioning like a private 
court which polices the medical profession in order to protect the 
public within each state. Historically, medical boards have taken 
harsh or even punitive stands against doctors while performing 
their duties. However, it is critically important for the medical 
profession to protect its physician members and ensure that medi-
cal boards are not only prudent, but judicious in their complex 
task of safeguarding the public while supporting doctors.

 Prevention of Burnout and Depression and How 
to Build Resilience: Fostering the Practical, 
Proactive, and Purpose-Driven Qualities 
of Women Physicians

It is critical for medical schools and residency training programs 
to play a key role in the preparation of physicians for stable, life-
long practice [36, 91]. By decreasing unnecessary sources of 
competition and stress in medical school, such as moving to a 
pass/fail grading system [36, 92–94] and improving the learning 
environment with role models who provide mentorship in addi-
tion to supervision, resilience will be inspired and burnout averted 
[95]. Students and trainees are more likely to engage in self-care 
when the learning environment is supportive [96]. In turn, the care 
of patients will not become so burdensome if the doctor takes care 
of herself better and tends to her own needs. This is an ideal that 
should continue beyond medical school, promoting growth in 
addition to resilience in the physician’s professional and personal 
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life. Prevention is especially important as a cultural philosophy 
for the population of medical professionals who are the guardians 
of patients’ health. Striving for good mental and physical health 
can become a natural part of the physician’s role and provides a 
good example for patients.

Mentors can foster improved self-awareness in medical stu-
dents and physicians in training by encouraging proactive self- 
care. As a group, physicians possess an exaggerated sense of 
responsibility and push themselves hard. When they have more to 
do, they may push still harder, sometimes at a high personal cost. 
Yet it is imperative that physicians do not defy their own needs. 
The poorly groomed physician is an example of failure to attend 
to herself. Patients notice. Likewise, physicians have an obliga-
tion to reach out to fellow physicians when changes in personality 
are witnessed, including abuse of alcohol or other substances and 
carelessness or disenchantment at work. These are among the 
warning signals that a colleague’s mental health is in trouble. 
Reaching out to reassure a troubled colleague to seek help is 
important. We must all do it!

Physician well-being can be assessed and tracked anony-
mously in order to interrupt burnout and prevent depression and 
suicide [97]. From existing research, it is clear that relationships, 
religion/spirituality, self-care practices, work attitudes, and life 
philosophies are the five general strategies which have been used 
successfully by physicians to promote their own personal well- 
being [98]. A positive relationship has been found between 
employment of these strategies and achievement of well-being 
[99]. Meeting basic human needs and participating in their own 
self-care are essential to ensure that women physicians are secure, 
healthy, and high-functioning individuals. To summarize, those 
basic needs and wellness strategies include the following:

• Good nutrition.
• Restorative sleep of adequate duration, 7–9 hours each night 

with times of bedtime and rising fairly constant.
• Regular exercise of at least 150  minutes a week to improve 

physical fitness and cognitive functioning as well as to decrease 
stress and depression [100].
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• Social and emotional support and sharing of feelings and 
responsibilities in positive relationships with family, friends, 
and colleagues. Intimate involvement with a spouse and family 
members effectively combats depersonalization [98].

• A sense of purpose in one’s personal and professional life, 
which includes some measure of control over one’s work 
schedule, setting limits as well as active participation in leader-
ship at one’s institution.

• Achievement of flow in one’s work/life integration. For exam-
ple, participating in hobbies or interests which involves the 
arts, sports, or research is associated with increased joy and 
satisfaction in life [101].

• Ensuring and planning for financial security.
• Finding spirituality and/or religion [101]. Self-awareness prac-

tices such as meditation, yoga, time spent outdoors in nature, 
and mindfulness exercises all promote conscious awareness, 
and wellness [99, 101, 102].

• Seeking out mentorship, support groups, or mental health ser-
vices when difficulties occur including consulting with a psy-
chiatrist when burnout, depression, or substance abuse become 
problems [21].

 Organization-Focused Interventions to Prevent 
Burnout and Depression Are an Essential Part 
of the Solution

Although individual physicians can and must take steps to pro-
mote their own wellness and prevent burnout, it is not likely to be 
sufficient to prevent burnout and achieve a sustainable and pro-
ductive career [5]. Organizations must also do their part to engage 
in a responsible process to create healthier work environments. 
Effective organizational strategies for change include having a 
supportive community, providing meaningful work, and creating 
an environment of fairness, choice, and control [5]. For over-
worked physicians, the temptation may be to opt out of serving on 
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committees that can create change, but a study from the Mayo 
Clinic demonstrates that organizational changes are more sustain-
able if physicians are part of the leadership team involved in 
determining causes of burnout, implementing change, and moni-
toring outcomes [5]. Research on burnout and wellness is now 
moving toward exploring how individual-focused and 
organization- focused interventions may work synergistically to 
create a sustainable workforce of resilient and fulfilled physi-
cians, who can provide their communities with the valuable 
healthcare they deserve [98].

Mentors and wellness officers within medical institutions are 
important sources of support for women doctors. Both kinds of 
relationships have the potential to enhance the resilience and 
career development of women doctors.

Mentorship relationships are increasingly seen as an essential 
part of the woman physician’s support system and a source of role 
models. Lack of professional support has been pointed to as a 
major problem for women physicians [103]. There are fewer 
women in medicine to serve as mentors to younger and more 
junior women. Also, women experience more role conflict due to 
their multiple roles as mothers and wives as well as doctors [104]. 
Mentors provide the support of a more senior professional who 
can help with navigating career and balance of life questions, hav-
ing already made their way through earlier-career times of confu-
sion and distress about choices. Often women delay their career 
paths while having babies and raising children. The leadership 
examples provided by mature women mentors are especially 
important in academic medicine where there may be a “publish or 
perish” mentality and the reality of obstacles to attainment of 
senior leadership positions. Ultimately, building job satisfaction 
is key. As long as there is a fraction of a woman’s time at work 
that fuels an interest or passion – whether in research, teaching 
residents, or the clinic – her overall job satisfaction improves sub-
stantially. In any profession there will be the routine “bread and 
butter” of a job which may be less interesting, but if the woman 
has control over her schedule and time in various job roles, she 
may be more content in her job, be able to direct a percentage of 
her time to meaningful work activities, and offer more to her insti-
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tution. Although many women work equally well with either a 
male or female mentor in a traditional dyadic mentorship relation-
ship, it is apparent that a supportive mentor-lead group model is 
advantageous for younger women mentees [103].

Chief wellness officers in large medical organizations have a 
clear-cut role to canvass, troubleshoot, and prevent distress in the 
doctors within their organizations [105]. It is important for women 
doctors to feel that their employer cares about them and their 
career progression and promotion in addition to the clinical work 
they do. Chief wellness officers must ensure that female talent is 
not lost to the organization. For example, what happens if the 
woman doctor’s child is too sick for her day care center? Does the 
institution support her and help find her alternative care? Does the 
institution offer fair and creative solutions to competition for 
scarce opportunities or resources among medical staff? In addi-
tion, a recent study found that women document in the electronic 
medical record (EMR) during home hours more than men and 
have longer notes, likely another factor contributing to higher 
burnout in women [106]. Ways to save time for the doctors such 
as employing scribes for transcribing progress notes in the EMR 
or providing nursing or medical assistant staff to help triage and 
respond to inbox messages simultaneously improves the institu-
tion’s medical care. By decreasing the administrative burden of 
physicians, there will be more time available for patient care. The 
role of the wellness officer must include solutions to systemic 
problems in the host institution such as morale and departmental 
infighting. A dissatisfied and distressed medical staff likely con-
tributes to a toxic work environment. Having a dedicated wellness 
officer who proactively considers these problems, especially the 
problems facing women doctors, not only improves medical care, 
but it provides more opportunities for collegial collaboration and 
career satisfaction [101].

 Treatments for Mental Illness

On the path between burnout and depression (Fig. 12.2), the phy-
sician must become a patient in order to get better.
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In the process of caring for patients and getting involved in the 
problems of their lives, physicians are also simultaneously navi-
gating their own problems. In order to do a good job, doctors need 
to be mentally and physically healthy. If personal problems 
become too big and unwieldy, doctors do not function optimally. 
Burnout emerges as the physician “comes undone,” leading to 
cynicism, carelessness, and ineffectiveness at work. Since treating 
patients requires understanding their problems, caring for and 
about them requires compassion and mercy toward them. The phi-
losopher Martha Nussbaum says it well in her description of how 
people become more human and merciful while they are reading 
fiction [86]. The concerned reader of a novel is drawn into the 
lives of the characters and, in the process, develops deep under-
standing. The reader puts on the skin of the characters and enters 
their minds in an attempt to understand them and their dilemmas. 
The reader gets involved personally. Likewise, for physicians, as 
we listen closely to the problems of our patients, we identify with 
them and come to appreciate the “complex narrative of human 
effort in a world full of obstacles” [86]. Dr. Abraham Verghese 
captured this idea when he wrote, “I’ve never bought this idea of 
taking a therapeutic distance. If I see a student or house staff cry, 
I take great faith in that. That’s a great person, they’re going to be 
a great doctor.”

Women physicians are practical, proactive, and purpose-driven 
human beings. These three essential qualities empower women 
physicians to find solutions and solve problems. These qualities 
are necessary for taking care of others. For many physicians, med-
icine is a calling. But the path to becoming a doctor often takes 
every ounce of what the woman has. The resolve and commitment 
of women doctors are enormous. After graduating from medical 
school, she may be dismayed with the complexities of today’s 

Healthy MD             >    MD Under Duress           >    MD Should be a Patient      >      MD Must be a Patient
*good sleep & nutrition *distracted                  *cynicism; depersonalization *worthless & hopeless
*exercise/meditation *insomnia/fatigue           *mood disturbance *impaired functioning
Active Self-Care       >       Stress Symptoms       >              Burnout                  >                Major Depression

Fig. 12.2 A guide for evaluating symptoms of stress and mental illness: 
when to refer the doctor for treatment
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corporate medicine which she views as inhumane and, perhaps, 
misogynous. However, when the doctor cannot do the job she was 
trained for, the job she may have felt born to do, existential despair 
may emerge. Her idealistic expectations may be unrealistic but 
reality may be daunting. During the third decade of life, while a 
woman is going through medical school, she will likely be search-
ing for a partner, committing to a relationship and considering 
starting a family. Medical school teaches her to prioritize. It is not 
hard to imagine why ignoring one’s own needs becomes expedi-
ent. The physician pays attention to the care of her patients ahead 
of her own needs. She may put the needs of her partner or child 
ahead of her own, too, and consequently have inadequate support. 
Alternatively, it may be a challenge for some woman physicians 
to relinquish management of all the details of her home life to a 
husband, partner, or extended family. Will she allow someone else 
to prepare the meals, help bathe the kids, and fold the laundry? 
Yet, if she can have the home life she wants and needs for stability 
and predictability, it will not only help to prevent her from burn-
ing out, it will make her a better doctor [21]. How she solves these 
problems depends on the support system available to her, how 
much money she can pay for outside help, whether she can work 
fewer clinic or administrative hours, and whether she needs to 
publish. If her family or a babysitter provides the extra support at 
home that she needs, she will function better.

Since the emergence of unhealthy coping patterns is more 
likely during periods of duress, recognizing personal challenges 
and psychological conflicts early can limit problems before they 
get too big. In this case, self-awareness constitutes prevention. 
Whether the problems are caused by family of origin and so- 
called “dysfunctional family” issues or genetic vulnerability for 
an illness like depression or alcoholism, admitting the risk gives 
the physician more control and better solutions. Individual psy-
chotherapy can be used like a tool to help the physician patient 
avoid pitfalls. Although not every doctor requires psychother-
apy, if there has been a history of trauma, abuse, or mental ill-
ness in the doctor or her family of origin, psychotherapy can 
expand her self-awareness allowing her to deal with maladaptive 
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coping patterns, such as tolerating abusive interpersonal rela-
tionships at work or at home. In addition, psychotherapy aids the 
doctor’s overall personal growth and development. At the begin-
ning of any psychological treatment, the complex issue of who 
is in charge – the psychotherapist or the patient – must be con-
fronted and navigated by the psychotherapist. In order to be 
treated, the woman doctor must surrender some measure of con-
trol to the therapist. In turn, the therapist becomes “the doctor” 
and the doctor becomes “the patient.” This can feel alien and 
uncomfortable in the beginning. However, as the woman doctor, 
as patient, experiences a supportive therapeutic alliance with her 
psychotherapist, she will deepen her mastery over her own 
struggles and, in the process, develop trust. Physician mothers 
face different psychological challenges than women physicians 
who have no children. If she is single and alone, the woman doc-
tor may need to find and build a supportive group of friends and 
colleagues in order to avoid loneliness and isolation. For those 
women who desire children but find themselves without, there 
may be a need to address disappointment and the loss of that 
chance to be a mother. Infertility and miscarriages of pregnan-
cies may force the woman to enter therapy and work on resolv-
ing their disappointments. Charting a path forward in life, some 
women physicians with no children find that the mothering role 
is fulfilled by working with patients or actively participating in 
the lives of stepchildren or nieces and nephews. In addition, 
mentoring younger women doctors is deeply satisfying of these 
needs. Because psychotherapy fosters growth and change, it is 
highly beneficial to those women who are struggling with their 
roles or challenges in life [21].

 The Role of Psychiatry

If a woman doctor becomes mentally ill, a psychiatric consult is 
essential to determine what caused the illness and how to treat it 
using psychopharmacology and/or psychotherapy.
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 Psychotherapy and Psychopharmacologic 
Treatments

Psychotherapy can improve coping strengths and prevent burnout 
even before there are signs of mental illness. What type of psy-
chotherapy is best for an individual depends on multiple factors 
including the diagnosis, severity of symptoms, and the personality 
and cognitive style of the patient. If the patient is in crisis, emer-
gency intervention and hospitalization may be necessary to stabi-
lize the crisis before treatment can begin in a setting away from 
home and family. For those with mild depression, evidence-based 
psychotherapies like cognitive behavioral therapy or CBT [75] 
(see below) are the treatment of choice, without medication, 
although medication plus CBT is another alternative way to begin 
treatment even for mild depression. However, exercise added to 
CBT has been shown to ease the symptoms of mild-to-moderate 
depression [107]. Moreover, according to a recent large study, 
physical activity may help ward off depression [100]. If symp-
toms are more marked, moderate to severe, using antidepressant 
medication may be necessary before the patient is able to do psy-
chotherapy work [107]. Together, antidepressant medication with 
psychotherapy has a high likelihood of improving patients’ psy-
chosocial functioning while decreasing their symptoms of 
depressed mood and additional symptoms such as irritability, 
anxiety, and insomnia. Although the level of experience of the 
psychotherapist may be a factor in the outcome of psychotherapy, 
it has been difficult to determine this is true in studies of outcomes 
to date. However, attainment of insight, an important component 
of psychodynamic psychotherapy work, but also cognitive behav-
ioral therapy, does lead to improved patient outcomes and the 
achievement of beneficial change [108]. Personality disorders 
such as obsessive-compulsive (OCPD) complicate the treatment 
and outcome of patients with depression. Combining psychother-
apy and antidepressant medication has been found to be more 
effective for this population with diagnoses of both personality 
disorder and mood disorder. In addition, the combined therapy 
helps sustain improvement over the long term [109].
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The reduction of symptoms and attainment of remission from 
depression and anxiety are the goals of psychotherapy. In addi-
tion, it contributes to benefits in overall functioning of the patient 
and prevention of relapse, fostering growth in the capacity to cope 
more adaptively. All of the individual psychotherapies help indi-
viduals to become more integrated and authentic, capable of per-
sonal responsibility and improved relationships with others. In 
addition, the exploration of what in life has meaning to them, 
including within their work, is a key ambition of psychotherapy. 
Attaining more conscious awareness of oneself is key to growth. 
As people get healthier, they are able to maintain a view of the 
world that is more benevolent, i.e., less threatening, allowing a 
more honest and flexible self in relation to others [110]. The 
 different psychotherapies listed below are ones which are likely to 
be most accessible and useful to women physicians. They are the 
techniques of psychotherapy which have been well-researched 
and found effective. Most well-trained therapists who are psychi-
atrists, psychologists (PhDs or PsyDs), and masters’ level clini-
cians use a combination of theoretical principles and perspectives 
in their work with patients.

Cognitive behavioral therapy (CBT) targets maladaptive 
thoughts and behavioral patterns. It has potential benefit for indi-
viduals with mild to moderate depression and is recommended by 
the American Psychiatric Association (APA) as an initial treat-
ment for these patients [109]. The aim of CBT is to alter depres-
sive cognitive patterns such as pessimistic thinking. Cognitive 
therapy begins by identifying the distorted thinking so that a ther-
apeutic reframing of the negative, distorted outlook may be pos-
sible. Cognitive behavioral therapy does not include close 
examination of emotional issues and confronts limited utility 
when deeper work is indicated for recovery.

Psychodynamic psychotherapy, also called insight-oriented or 
supportive-expressive psychotherapy [111], is especially benefi-
cial to those individuals who need to explore past traumas or a 
history of abuse. It is also valuable to anyone who is maladap-
tively repeating patterns from earlier family dynamics in their cur-
rent life. The aim of the work is to understand one’s unique 
developmental and family history and one’s emotions, relation-
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ships, and patterns of behavior that may be self-defeating. 
Successful treatment allows for the exploration of unconscious 
factors and leads to expanded self-knowledge, in turn diminishing 
unhappiness and conflicts. Mentalization, an important dimension 
of psychodynamic therapy, centers around developing and 
improving the capacity to “think about thinking” as a means to 
understanding oneself and others. It was first described in 1960 by 
the psychoanalyst, Peter Fonagy [112]. Evolving an ability to 
understand misunderstandings when they occur helps individuals 
to be empathic while navigating relationships and interpersonal 
conflict. However, individuals who have suffered physical, psy-
chological, and sexual abuse may have a complicated and disorga-
nized attachment to parents or caregivers and consequently [113] 
have difficulty maintaining a stable sense of self, which is a goal 
of mentalization therapy [110].

In addition, relational psychotherapy techniques may be par-
ticularly helpful to the women doctors who suffer from discon-
nection and isolation. As this form of therapy focuses on achieving 
satisfying, healthy relationships with others, it also helps with 
managing life stress. Because women are socialized to be nurtur-
ers, relationships are key to their psychological health. Benefits, 
such as understanding the behaviors which cause disconnection 
from others, lead to increased self-awareness and increased self- 
esteem. In addition, gaining greater awareness of power dynamics 
within relationships, including gender and racial issues, benefits 
women [114].

 Group Psychotherapy and Support Groups

Group psychotherapy and support groups deserve special consid-
eration for women physicians based on women’s needs for sup-
portive relationships with other women and the health benefits 
they derive from those connections. Since women are genetically 
and socially oriented to relationships, it makes sense that develop-
ing supportive networks within work or outside work could ben-
efit the women, in addition to their families, their patients, their 
colleagues, and their institutions. The Authentic Connections 
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Groups (ACG) for medical professional mothers at the Mayo 
Clinic in Arizona demonstrated encouraging results that persisted 
and further improved 3 months after completion of the psychia-
trist-led group therapy sessions. During the course of guided 
group therapy for 12 weeks, the women explored and discovered 
solutions to problems caused by the duality of motherhood and 
practicing medicine with consequent declines in their levels of the 
stress hormone, cortisol. During the group sessions, the mothers 
developed secure relationships of trust with fellow group mem-
bers as they solved shared problems. Several women in each 
group also requested mental health referrals for themselves and/or 
their children. Many acknowledged that they would likely not 
have asked for additional help were it not for the group [47].

The high rates of burnout, anxiety, depression, and suicide in 
women physicians is often related to feelings of isolation and 
being overburdened [5]. It is perhaps unsurprising that stressed 
mothers might have stressed family systems and children as well.

A report, published in the American Psychological Association’s 
Journal of Abnormal Psychology, looked at survey data from more 
than 600,000 adolescents and young adults [115]. Over the past 
decade, the rates of depression, anxiety, and suicidal ideation and 
attempts have increased alarmingly among people age 26 and 
younger with the highest increase being among children from 
higher-income families. Parental stress contributes to increased 
pressure on children to achieve as well as the isolation from their 
parents that these children experience. Furthermore, it was during 
their children’s middle school years that mothers reported their 
lowest life satisfaction and lowest sense of fulfillment with their 
highest level of stress, loneliness, and emptiness [116].

For many ACG physician mother participants, it was their love 
for their children that inspired these mothers to invest in change. 
The ACG mothers’ mandate was to develop a “go to committee” 
for support, mentoring, and validation. They were reminded of the 
evidence that it was the quality of their time with their children, 
not quantity, that contributed to the mental health of the children. 
Participants were encouraged to set up weekly “check-in” times 
with their committee to address their own needs and parenting 
concerns or just to share a glass of wine [117]. These four factors 
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surfaced as critical in mitigating mothers’ stress and they were 
independent of the mother’s marital status:

• Unconditional acceptance
• Feeling comforted when needed
• Authenticity in relationships
• Friendship satisfaction

The fact that Mayo Clinic supported this intervention during 
regular working hours enabled these busy professional moms to 
participate in groups, which measurably decreased professional 
burnout. The results of this low-cost study benefited the mothers, 
their children and family, and the hospital. Tait Shanafelt, MD, the 
current chief wellness officer at Stanford, has documented the 
value to organizations of investing in physician well-being includ-
ing positive business consequences [118]. Upwards of 54% of 
physicians experience burnout [119] with consequent increased 
physician turnover, poorly delivered healthcare, and decreased 
revenues. What is more difficult to quantify are the lives that are 
saved as a result of decreased isolation from proactive interven-
tions. Additionally, satisfaction with marriage – not simply being 
married – was associated with maternal well-being. However, the 
most compelling factor overall in maternal well-being was satis-
faction with friendships [97, 101]. These research-based insights 
can be utilized within supportive group-based interventions [99] 
aimed at fostering the resilience of mothers in their everyday 
lives. The Authentic Connections Group is a great example of the 
synergy created in the group therapy setting especially when it 
includes mentoring and support.

Support groups may provide benefits to women physicians 
whether they are struggling or highly functional. Unlike group 
therapy, there is no professional leader of the support group pro-
cess. Instead, support groups bring together people with a com-
mon problem in an informal, protected space. Today, there are 
several programmatic and problem-focused support groups, the 
most well-known of which is Alcoholics Anonymous (AA), the 
first 12-step support group program. Al-Anon came later to pro-
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vide a forum for families of alcoholics. These support groups can 
be helpful to individuals with psychiatric diagnoses like depres-
sion which are complicated by comorbid conditions such as alco-
holism which confer risk not only to themselves, but to their 
family relationships and their jobs, too. Additional support groups 
exist for overeaters, sex addicts, gamblers, debtors, and the code-
pendent. Parents Without Partners and groups for divorced or 
grieving individuals have sprung up because of the universal 
human need for support. Participating in a support group allows 
individuals to identify with others who have similar problems, 
giving voice to their struggles in a safe setting. As a consequence, 
the loneliness, isolation, and shame of a problem like overeating 
is diminished.

In a similar way, informal groups of women, particularly long- 
term groups where there are close connections, serve to protect 
women and provide them with trusted, authentic relationships 
within which they can be understood and supported. A group of 
ten women developed out of the need of one distressed profes-
sional woman who felt isolated in her job at a large male- 
dominated international firm. Twenty years ago, she invited 
women with different professional backgrounds – psychologists, 
psychiatrists, academics, lawyers, and women from the business 
world – to participate in a non-work-based group which met to 
discuss topics of mutual interest, in particular, women’s personal 
and leadership challenges. Over the years, these busy women 
from different parts of the United States read books and watched 
movies in preparation for their meetings twice a year. In the pro-
cess of these shared experiences, their children grew through ado-
lescence and into young adulthood, their parents aged and died, 
and some of the women members got divorced and remarried. 
Relationships with significant others, colleagues, friends, and 
children were discussed along with the inevitable problems of liv-
ing life. As a participant of this alliance, I can attest the bonds 
which developed among the women were strong ones because the 
group was authentic, voicing vulnerable feelings and getting vali-
dation. Meeting together became almost sacred because of the 
safety and truth of living life together.
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Small groups of women physicians who meet for social pur-
poses, to discuss books or to play tennis, will also share their wor-
ries about spouses, children, and work. If there is safety in their 
intimacy, the women will develop understanding and support for 
one another. This is what women physicians need: formal or 
informal support groups where there is no judgment and where 
life, support, and resources can be shared. What makes these 
groups work is the underlying hunger for connection. When 
women swap day care ideas while laughing together about the 
small frustrations of a sometimes clueless partner, they face the 
world with less stress, more joy, and more resourcefulness. When 
women laugh and cry together, they bare their souls and are no 
longer alone. That is what works [47].

There is also a place for physician support groups which focus 
on work and the care of patients. Instead of being alone, if the 
doctors can discuss stresses in the safety of a compassionate 
group, they can support one another while sharing difficult clini-
cal cases and finding solutions. For example, Physician 
Engagement Groups have been demonstrated to decrease burnout 
in Mayo Clinic physicians [101]. Balint groups [71], the Schwartz 
Rounds® program [120], story-telling groups, and Doctoring to 
Heal programs are examples of groups that promote well-being 
by inviting participating physicians to expand their understanding 
and awareness of professional issues [101]. Balint groups origi-
nated in England with the psychoanalyst, Michael Balint. Their 
original purpose was to provide supervision for general practitio-
ners who benefitted from discussing psychodynamic factors in the 
treatment of their patients. The general practitioners discussed 
with each other and Dr. Balint what caused anxiety and psychoso-
matic symptoms in patients. The aim was to decrease the number 
of futile and costly searches for medical explanations of symp-
toms while identifying causes of illness due to stress or psychiat-
ric problems. This structure provides an example of collaborative 
care among physicians which improves care for the patient while 
the doctor receives more support and companionship in her work. 
Solving such problems as, “When do you fire a patient?” or “What 
do you do about a conflict of interest in treating someone?” If a 
doctor becomes afraid of a patient, is threatened by a patient, or 
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feels the patient violates the doctor’s boundaries, that doctor must 
turn to clinical peers for advice. At times, legal advice must be 
sought as well. This model provides an appealing example of how 
group therapy can support practitioners while stimulating the 
clinical work and fostering interest and pleasure in practice.

 Conclusion

The practice of medicine is a calling for many of the women doc-
tors whose altruism and idealism drew them to the field. However, 
for multiple reasons, women physicians may be at increased risk 
for burnout, depression, suicide, and stigma. Women physicians 
have similar risks to women in the general population for depres-
sive illness, about a 20% lifetime risk, which is almost double the 
risk for men. It is true that all females, including women physi-
cians, have an increased biological risk for depressive illness. 
That risk includes hormone changes due to the menstrual cycle, 
pregnancy, lactation, and menopause. Also, women are more vul-
nerable to the deleterious effects of childhood trauma and abuse 
which predispose them to depression and anxiety disorders later 
in life. In addition, all women have increased social risk factors 
for depression as a result of their burden of responsibility for the 
care-taking of children and parents. Lesbian women physicians 
have somewhat increased risk factors for depression compared to 
heterosexual women, including more family histories of depres-
sion, substance abuse, sexual abuse, and harassment.

Alarmingly, the risk of suicide for women physicians has been 
reported to be two to four times that of women in the general 
population and, according to different research findings, equal to 
[30] or twice that of male physicians [24, 25]. There are con-
founding epidemiological factors which complicate our deriving 
the true rate of suicide in women doctors. Because there are more 
men than women physicians in the United States, pools of data on 
women are small and comparison with the larger data on men 
physicians leads to distorted and sometimes invalid conclusions. 
Additionally, data available are exclusively about women from 
North America and Europe and do not include women born out-
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side of the United States who are racially diverse. Moreover, 
women physicians appear to have a higher risk of suicide than 
other high-achieving professional women. Having expertise about 
medications and how to poison themselves, women physicians are 
more successful at completing suicides than other women. Once 
they put their suicidal plans into action, it appears that women 
doctors possess less ambivalence about ending their lives and 
more determination to do so. Consequently, identifying additional 
risk factors for women doctors is crucial so that intervention and 
treatment can prevent illness, disability, and untimely death. 
Psychological pain together with hopelessness and depression 
constitute the triad of factors which are key to understanding 
motivation for suicide. In addition, there are personality charac-
teristics which increase the risks of depression and suicide in 
addition to job- related stresses and the dangers of a toxic work 
environment. The personality characteristics selected for in medi-
cine include perfectionism and obsessiveness. Those characteris-
tics are important because attention to detail saves patients’ lives. 
High needs for approval are associated with feeling inauthentic, 
like an imposter. In fact, the imposter syndrome is more common 
in women. Other personality risk factors include a strong wish for 
control, mastery, and autonomy which may predispose women 
doctors to isolation, difficulty asking for help, and denial of their 
own needs, all of which culminate in higher levels of psychologi-
cal pain and hopelessness. Stress at work, including onerous 
responsibilities to complete electronic medical records, long 
clinic hours, and little control of schedule, biases against women 
for promotion, and research opportunities, as well as harassment 
in the workplace, are of major significance because of their toxic 
effects on women. In the workplace, women appear to get less 
respect from patients and colleagues than men do, even during the 
training years of internship and residency. Moreover, the conflict 
between family and professional roles and responsibilities means 
women physicians work longer hours with more stress, especially 
if they have an inadequate support system at home.

Stigma is an important problem which prevents women doc-
tors from acknowledging depression and getting psychiatric 
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diagnosis and treatment. Clearly, more efforts must be made to 
diminish the stigma of mental illness and treatment. Recent 
increases in the number of physicians who openly reveal their 
own stories of depression are having a powerful effect on 
acceptance of treatment. Significant steps are underway in 
medical school curricula to educate medical students about the 
importance of early recognition and intervention when psychi-
atric illness presents. Identifying and discussing the role of 
shame when mistakes are made or poor outcomes occur in 
medical practice have a place in limiting the pain of shame and 
stigma, especially for women physicians who may be at height-
ened risk if censured by medical boards or if targeted in mal-
practice suits.

What appears to benefit women physicians most is increased 
social support, coaching, and mentoring including individual and 
group psychotherapy and authentic connections with other women 
colleagues and friends. Their intelligence, tendency to worry, and 
strong sense of idealism may make women doctors more vulner-
able, but these characteristics also make them excellent candi-
dates for successful psychotherapy treatment, coaching, and 
mentoring. The proactive, practical, and purpose-driven strengths 
of women physicians can be harnessed and redirected toward 
helping themselves – not only others. The positive results of group 
psychotherapy work with physician mothers and the anecdotal 
stories of individual psychotherapy treatment successes are exam-
ples of how resilient this population is when they have opportuni-
ties to improve their professional and personal coping skills and 
attain more balanced lives. Continuing research will better eluci-
date the risks for women doctors and lead to better prevention and 
earlier treatment of psychiatric illnesses. What is clear from cur-
rent research is that women make great physicians. The patients 
of women doctors may fare better in morbidity and mortality than 
do the patients of male doctors. However, better support of women 
physicians in the workplace via organizational, cultural, and sys-
temic change is called for in order to alleviate their stress and 
improve the professional satisfaction of this admirable population 
of women professionals.
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 Clinical Vignette

Dr. Susan F. is a 49-year-old emergency medicine physician, 
divorced almost 1 year ago, and mother to David, age 19, a 
freshman at a school in another state, and Samantha, age 16,  
a 10th grade honor roll high school student who is also captain 
of her high school soccer team. Susan has felt stressed at work 
for the last 7 years since her department appointed a new chair 
who has been focused on clinical productivity, quality improve-
ment, and measurement using a dashboard of metrics  ascertained 
through the electronic health record. Susan notices that over the 
last 7 years, she has felt more emotionally overextended at work.

Around the same time her new chair came on board, Susan’s 
former husband began traveling more for his position in a 
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 technology sales company leaving her with more demands on her 
time at home just as their children’s sports, high school academ-
ics, and college preparatory activities intensified. She found her-
self stretched thin in both domains of work and home life with 
little support from home as her former husband sometimes trav-
eled for 3–5 days at a time often to other states at great distance 
from their home. When he returned on weekends, he was 
exhausted and she found him less supportive of her both emotion-
ally and logistically. Susan also noted that her mother who was 
widowed when Susan was 40 and is now 75 years old was having 
increasing medical problems. She lives in another state near to 
Susan’s brother and sister. They are both very supportive of their 
mother but work in non-medical fields and Susan finds herself 
providing medical back-up and advice at each of her mother’s 
medical emergencies, as well as needing to schedule time to visit 
her mother for which she has taken vacation days.

At work, Susan finds that she is increasingly distracted. She 
finds herself doing more administrative work and medical record 
charting in the EHR with less time spent seeing patients, and 
when she does she is more rushed. Her days are longer as the 
administrative burden continues to increase, and she has also had 
less time to supervise and teach the emergency medicine resi-
dents and fellows from other specialties. Teaching and seeing 
patients are the two activities she has enjoyed the most, and these 
feel more squeezed between administrative meetings and work 
on the EHR documenting patient care and outcomes as requested 
by her chair. She feels as if she is going through the motions with 
patients in the emergency department and this has also dimin-
ished her satisfaction with work. She feels very tired, emotion-
ally exhausted, and irritable when she leaves work each night.

Susan is trying to be as responsive to her 16-year-old daugh-
ter as possible and feels lucky that she is an independent high 
school student who needs little reminding to get her school work 
done. At night, Susan has been drinking some of her favorite 
wine to relax after work and also with dinner. She has always 
enjoyed wine and she and her former husband put together a 
nice wine cellar through the years most of which she kept in 
their divorce settlement. As a reward for her stressful day, each 
night she picked a bottle of wine she liked and would begin 
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drinking as soon as she came home. Before her separation, she 
would have one glass of wine with dinner with the family as did 
her husband. After their separation, she increased that to one 
glass before dinner and one with dinner. In the last 6 months, 
Susan has been drinking one bottle of wine each night. She has 
been having more trouble sleeping and recently has opened a 
second bottle to have another glass right before bedtime. In the 
past month, she has had increased difficulty getting out of bed in 
the morning. One afternoon, she missed an important soccer 
game she had planned to attend and did not remember that her 
daughter had reminded her the night before. She left work early 
as her calendar indicated but did not recall the game. Instead she 
went home and began drinking. When her daughter arrived 
home, she confronted her mother about her drinking and 
expressed great anger and frustration about her absence at the 
game and her general absence emotionally. Susan felt greatly 
ashamed and promised she would get help.

As you read this chapter, there are several questions to con-
sider regarding this clinical case. These will be addressed at the 
conclusion of the chapter:

(1) What are the stressors contributing to Susan’s current men-
tal and emotional state? (2) Is Susan having burnout at work? If 
so, how would you describe it? (3) What do you think are Susan’s 
likely diagnoses? (4) What are the next steps for intervention for 
Susan?

 Section 1: Substance Use in Women

 Introduction

Sex and gender differences are increasingly recognized as an 
important factor in many aspects of substance use disorders 
(SUDs) including disease trajectory, risk factors, treatment access 
and outcomes, and rates and type of co-occurring disorders. While 
the prevalence of SUDs remains higher in men, there is a concern-
ing pattern of gender convergence, especially notable in recent 
generations, which continues to highlight the need for further 
research specific to women and SUDs.

13 Addictions



406

When compared to men with SUDs, women with SUDs have 
been shown to advance more rapidly from use, to regular use, and 
then to first treatment episode. They are more vulnerable to the 
physiologic effects of many substances and have more health- 
related issues earlier during the course of illness, compared with 
men. Women with substance problems are more likely to have 
co-occurring psychiatric disorders, such as depression and anxi-
ety, than men with substance problems, further complicating their 
treatment response.

 Epidemiology

While the prevalence of alcohol and drug use continues to be 
higher in men than women, the gender gap continues to narrow. 
The National Survey on Drug Use and Health conducted in 2017 
[1] noted past-year alcohol use for individuals 12 years and older 
was 62% for females and 67% for males. Twenty-five percent of 
females reported cannabis use in the past year (versus 34% of 
males) and 20% of females reported cigarette use (versus 26% of 
males). Past-year opiate use is reported as 0.1% in females versus 
0.2% in males. An even smaller gap is reported between the sexes 
in past-year cocaine use (1% females versus 1.3% males) and 
these gaps are narrowing more quickly in younger cohorts. 
Figure 13.2 depicts the use of these substances in the past year 
separated by gender.

 Alcohol

Alcohol use disorders (AUDs) continue to be a significant and 
widespread public health problem in the United States. Although 
more severe AUDs generally affect more men than women, a 
growing body of research suggests that women are more vulner-
able to the physiologic consequences of alcohol and are more 
likely to develop alcohol-related medical conditions [2] with 
lower levels of alcohol consumed over a briefer duration.
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Several concerning trends have emerged from recent studies 
looking at sex and gender differences in patterns of alcohol use 
over time. Studies have identified targets such as past 12-month 
alcohol use, high-risk drinking, diagnosis of AUD, and binge 
drinking all increasing by alarmingly higher percentages in 
women than in men. Grant and colleagues published data from the 
National Epidemiological Survey on Alcohol and Related 
Conditions which reported a 16% increase in 12-month alcohol 
use in women (versus 7% in men), 58% increase in high-risk 
drinking (exceeding daily drinking guidelines at least weekly in 
past year) (versus 15% in men), and an 84% increase in diagnosis 
of AUD in women (versus 35% increase in men) between the sur-
vey period of 2001–02 and 2012–13 (See Fig.  13.1) [3]. The 
SAMHSA 2017 National Survey on Drug Use and Health reports 
the 12-month alcohol use in young women (ages 12–17) has now 
surpassed that of young men, with 23.9% of young women and 
20% of young men reporting use of alcohol in the past 12 months. 
This data shows that alcohol use remains higher in men in all 
other age groups [4]. A 2018 study by Johnston and colleagues 
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Conditions (NESARC). (Data from Grant et al. [3])
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reports the gap has closed for binge drinking in adolescents, and 
now the rate of binge drinking in women is higher than in men for 
8th, 10th, and 12th grade populations [5]. Figure 13.2 shows the 
epidemiology of past 12 month use of all substances separated by 
gender in the younger age cohort (12–17).

Earlier studies comparing multiple national surveys on alcohol 
use reported higher rates of AUD in younger age cohorts of 
women (born after World War II) compared with older birth 
cohorts (women born before WWII), as well as lower rates of 
abstinence from alcohol [6]. Data from the Centers for Disease 
Control released in 2013 revealed the highest prevalence of binge 
drinking (4 or more drinks on one occasion) in women was among 
younger age groups (19.8% in high school girls, 24.2% in women 
aged 18–24 years, and 19.9% in women aged 25–34 years) [7, 8]. 
Recent studies have shown a sharp increase in alcohol-related 
liver disease in younger females (adolescents and young adults) 
which could be a reflection of the increased use of alcohol in this 
age group and is consistent with previous evidence that suggests 
women experience health-related consequences earlier in the 
 progression of the disease [9, 10]. A 2018 meta-analysis of 6 
major national surveys revealed a significant and much sharper 
increase in past-year alcohol use in woman versus men, and a 
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larger increase in binge drinking in middle aged and older adult 
women than in men [11].

 Stimulants

The number of women using cocaine has been increasing signifi-
cantly over the last several decades. The SAMHSA 2017 National 
Survey on Drug Use and Health reports past-year cocaine use to 
be 3% in men and 1.5% in women, but equal (0.5%) in men and 
women in the younger cohorts aged 12–17. Lifetime cocaine use 
is reported at 18.8% in men and 11.2% in women, and in 
12–17 year old cohort women have surpassed men at 0.8% versus 
0.6%, respectively [4]. A recent study by John and Wu published 
in 2017 indicated that past-year cocaine use in women had 
increased by 32% while increasing by 17% among men between 
2011 and 2015. It also identified older adults’ (50+ years old) 
weekly cocaine use as having increased by 228%. Weekly cocaine 
use in women increased by 60% (compared to 46% in men) 
although these trends were less significant. Weekly cocaine use 
was also strongly associated with heavy alcohol use [12].

 Tobacco

Nearly half (48%) of the 42 million Americans who reported 
smoking cigarettes in the 2012 survey by the Department of 
Health and Human Services were women. Although fewer women 
than men report smoking cigarettes, this study suggests women 
are as likely to die from smoking-related diseases as are men. 
Females who smoke also have a greater risk of developing chronic 
obstructive pulmonary disease (COPD) and coronary artery dis-
ease (CAD) than men who smoke [13, 14]. Women smokers 
develop nicotine dependence more quickly than men from initial 
use, and also have a more difficult time quitting [15, 16]. Cigarette 
smoking in younger cohorts (adolescents) has declined overall, 
but the gender gap in this age group now reveals a minimal gender 
difference in report of past 30-day smoking [5]. The SAMHSA 
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2017 National Survey on Drug Use and Health (NSDUH) reports 
the prevalence of cigarette smoking in men and women between 
the ages of 12 and 17 to be 11.1% and 10.4%, respectively, the 
gap more narrow than the previous year, with 12.4% of males 
versus 10.8% of females [4]. Nicotine vaping has become an area 
of increasing concern in this population with past 30-day use of 
16% in tenth graders and 19% in 12th graders [5].

 Cannabis

The SAMHSA 2017 NSDUH reports past-year cannabis use of 
17.8% in men and 12.5% in women; however, in the youngest age 
cohort of 12–17  year olds, the prevalence in females (12.8%) 
exceeds males (12.0%). Past-month cannabis use is reported as 
11.9% in men and 7.3% in women, but this gender gap has closed 
in the 12–17 year old cohort with females having surpassed males 
at 6.6% versus 6.3%, respectively [4]. The 2018 study by Johnston 
et al. identified a significant increase in report of past 30-day can-
nabis use in 10th and 12th grade high school students (7% and 9% 
increase, respectively) since 1991. This reported use was higher in 
10th grade males in 1991 (10.1% compared to 7.3% females), 
became roughly equal in 2013, and by 2017 reported use was 
higher in females (15.8% versus 15.3% in males). The difference 
in prevalence between genders in 12th grade students was 5% in 
1991 and decreased to a 3% difference in 2017 (21% female ver-
sus 24% male). It should be noted that cannabis vaping is an area 
of increasing concern in this population with report of past 30-day 
use at 8% in 10th graders and 10% in 12th graders [5].

Cannabis use is also significantly associated with tobacco use. 
A 2018 study found use of cannabis between 2002 and 2014 was 
10 times higher in non-daily or daily smokers than in non- 
smokers, and by 2014 that its use was increasing most quickly in 
former smokers. Interestingly, in terms of gender differences, 
this study showed a three-fold increase in cannabis use among 
females who had never smoked compared with men in this cate-
gory, but no gender differences in the smoking or former smok-
ing groups [17].

A. E. Sedgewick et al.



411

 Opioids

Recent studies have identified significant gender differences in 
regard to opioid use (both heroin and prescription opioid use). 
The SAMHSA 2017 National Survey on Drug Use and Health 
reports past-year misuse of pain relievers to be 4.6% in men and 
3.6% in women, but 2.7% in men versus 3.5% in women in the 
younger cohorts aged 12–17. Similarly, misuse of opioids have 
been reported as 3.7% in women and 4.7% in men overall, but in 
the younger cohort aged 12–17 the proportion is 3.5% in females 
and 2.7% in males. The gap has notably narrowed in 18–25 year 
old group as well, with 7.4% of men reporting misuse of opioids 
in the past year and 7.2% of women [4]. Women’s use of heroin 
has been steadily increasing since the 1960s and by 2010 was 
roughly equal to heroin use by men [18]. Overall trends for opioid 
use in the USA have shown decreasing use of prescription opioids 
and increasing use of heroin for both genders; however, the rate at 
which females are increasing their use of heroin is faster than 
men, and the rate at which they are decreasing their use of pre-
scription opioids is slower than men [19]. Overdose deaths in 
women have increased five-fold in the past decade and are increas-
ing at a faster rate than men [20, 21]. The 2019 CDC Morbidity 
and Mortality Weekly Report highlighted a 492% increase in 
opioid-involved overdose deaths in women aged 30–64  years. 
More specifically, rates of overdose deaths of women in this age 
group involving synthetic opioids increased by 1643%, heroin by 
915%, and benzodiazepines by 830% [22]. One study showed that 
women were three times less likely than men to receive naloxone 
during EMS resuscitation attempts [23].

 Physiology and Adverse Consequences

Physiologic factors may contribute to sex differences in sub-
stance use. Hormonal changes involving the menstrual cycle, 
pregnancy and lactation, and menopause can influence substance 
use in women. Neuroactive gonadal steroid hormones (estradiol, 
testosterone, and progesterone) have been shown to alter the 
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release of dopamine, which in turn plays a significant role in the 
effects of many drugs of abuse on individuals’ behavior and 
responses to different substances [24–26]. For example, several 
studies have noted that higher testosterone and estradiol levels in 
women are associated with a greater likelihood of current alcohol 
use [27, 28].

Physiologic factors related to sex differences and alcohol use 
have been well studied. Women may have higher blood alcohol 
levels than men after consumption of similar amounts of alcohol 
due to variations in levels of enzymes involved in alcohol break-
down (alcohol dehydrogenase and aldehyde dehydrogenase) [29]. 
In addition, women may have lower percentages of total body 
water which may result in greater blood alcohol concentrations 
when the same absolute amount of alcohol ingested, producing 
greater intoxication [30] at the same number of grams of alcohol 
ingested. These higher blood alcohol concentrations may be one 
reason women may have more severe medical consequences 
related to AUD than their male counterparts including alcohol- 
related liver disease, alcohol-induced cancers, brain damage, 
functional brain abnormalities, and cardiomyopathy [31–34]. 
Women also experience more sedation and sleepiness at similar 
blood alcohol levels when compared to men, and report increased 
sexual dysfunction [35].

Sex differences have also been studied in other SUDs. Activity 
of the liver enzyme that metabolizes nicotine (CYP2A6) is higher 
in woman than in men. In addition, women taking estrogen- 
containing oral contraceptives were found to metabolize nicotine 
even faster than woman not taking oral contraceptives or on 
progesterone- only oral contraceptives [36].

Sex differences in side effects and efficacy of medications used 
to treat SUDs have been studied. For example, women experience 
more side effects from nicotine replacement therapy than men in 
treatment of tobacco use disorder [37]. Converging evidence dem-
onstrates that sex-related differences affect behaviors in smoking 
as well as response to nicotine replacement therapy (NRT) and 
other medications used for treatment.

Similarly, for treatment of opioid use disorder and AUD, 
women experience more side effects from naltrexone (including 
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hormonally influenced increases in cortisol and prolactin) than 
men [38]. Women also were found to have higher blood concen-
trations of buprenorphine when given equivalent doses for treat-
ment of opioid use disorder [39].

Results of earlier studies varied looking at different phases of the 
menstrual cycle and how this might affect cravings and experiences 
while using drugs/alcohol. Some studies have found that the 
 follicular phase is more strongly associated with pleasant subjective 
effects of drug use when compared to the luteal phase [40, 41] while 
others have found no difference in subjective effects across the men-
strual cycle [42–46]. A 2015 meta-analysis noted insufficient 
research to determine the impact of menstrual cycle phase/ovarian 
hormones on most outcomes related to smoking and cessation [47].

Several studies have shown that exogenous administration of 
progesterone in certain populations has been effective in lowering 
cravings and relapse. Fox et al. in 2013 and Milivoievic et al. in 
2014 showed that progesterone administration in cocaine- 
dependent individuals is associated with decreases in cravings for 
cocaine [48, 49]. Progesterone administration has also been 
shown to reduce smoking behavior in women [50]. Further stud-
ies have been done in post-partum populations and have associ-
ated exogenous progesterone administration with decrease relapse 
on cocaine [51] and nicotine [52, 53].

There is a growing body of literature on sex differences in pre-
clinical animal models of addiction that was recently reviewed in 
2016 by Becker and Koob. In animal models, the female pheno-
type is associated with faster acquisition and self-administration 
of drugs and alcohol, more rapid escalation of drug taking with 
extended access, more motivational withdrawal (dysphoria, mal-
aise, irritability, sleep disturbances, hypersensitivity to pain) ver-
sus drug-specific physical withdrawal, and greater reinstatement 
(craving/relapse) [54].

 Course of Illness

There are sex and gender differences in the course of illness for 
SUDs. The course of illness for women is often described as “tele-

13 Addictions



414

scoping,” which means women progress faster between  landmarks 
of their disorder (from first use, to first substance-related problems, 
to first treatment episode), leaving shorter time windows for inter-
vention opportunities. Women with SUDs have greater prevalence 
of co-occurring psychiatric disorders and substance- related medi-
cal issues and experience substance- related consequences at a 
greater rate than men [55, 56]. The telescoping course of illness 
has been demonstrated for many substances including alcohol, 
prescription opioids, cannabis, and cocaine. However, there is con-
flicting data for telescoping in opioid use disorder for those using 
heroin, as well as one population- based study on alcohol use. With 
respect to this discrepancy in this population-based study of AUD 
compared with treatment- seeking women, it has been hypothe-
sized that studies demonstrating this effect are capturing a greater 
severity or higher risk subset of women (i.e., cohorts of women in 
treatment programs) and this effect may dissipate when including 
all women in the population [57].

Other studies have identified gender differences in depen-
dence liability, or the transition from use to dependence, in 
which patterns vary by substance. For example, women have 
been shown to have a greater dependence liability for nicotine 
while men have a greater dependence liability for cannabis and 
to a lesser extent, alcohol. For other substances, such as cocaine, 
some studies have shown little difference between genders in 
human studies and dependence liability is similar in males and 
females [58–60].

 Co-occurring Disorders

Co-occurring psychiatric disorders can complicate many aspects 
of substance use disorder course including diagnosis and treat-
ment and can also affect treatment outcomes and there are signifi-
cant gender differences. Women report more frequent use of 
substances to reduce negative affect [61] and women experience a 
higher rate of mood and anxiety disorders while men experience a 
higher rate of conduct disorder and antisocial personality disorder 
[62]. Co-occurring psychiatric disorders are more prevalent in 
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women than men with SUDs and this has been suggested as an 
important focus for tailoring integrated treatments [63].

 Mood and Anxiety Disorders
A 2012 study indicated that more women than men with AUD 
have co-occurring mood disorders, specifically major depressive 
disorder and bipolar 1 disorder [64]. Another study found that 
depression increases the risk of SUD in females while ADHD and 
conduct disorder increases this in males [65]. Data has variably 
identified gender differences in outcomes for men and women 
with co-occurring depression, with some studies showing dispari-
ties between genders. One study showed that having depression 
and an increasing number of stressors including abuse, homeless-
ness, and decreased social support, among others, led to worse 
treatment outcomes in both residential and outpatient treatment 
settings for women [66]. Others showed that gender in itself is not 
a predictor of return to drinking following inpatient alcohol treat-
ment; however, co-occurring major depressive disorder predicted 
decreased time to first drink following treatment and women had 
twice the risk of having major depression [67]. The authors con-
cluded that untreated co-occurring major depression is a risk for 
relapse following alcohol treatment and that this risk is important 
for women given the increased prevalence rate compared with 
men. A 2012 study of cognitive behavioral therapy for SUDs 
noted poorer outcomes in women with a diagnosis of a current or 
lifetime anxiety disorder [68]. Interestingly, another study has 
shown that women with high levels of depression in an intensive 
case management model of treatment were more likely to engage 
in treatment and had fewer drinking days in a 24-month follow-up 
period than those in usual care [69].

 Post-Traumatic Stress Disorder (PTSD) and Trauma
Chronic traumatic stress is a vulnerability factor for developing 
a substance use disorder. Reviews of the literature estimate the 
rates of co-occurring PTSD and SUD ranging from 14% to 60% 
[70–72]. There are several prospective studies examining the 
link between childhood sexual abuse and development of a sub-
stance use disorder later in life. One co-twin study concluded 
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that childhood sexual abuse is associated with an increased risk 
of psychiatric co-morbidity including substance use disorder 
[73]. Another study showed that women with a history of hav-
ing a violent  partner have worse treatment outcomes [66]. 
Another study found that sexual abuse history was associated 
with shorter times to first drink and relapse. While women were 
more likely than men to have this history, there was no gender 
difference in the negative association between this history and 
women and men’s treatment outcomes. In addition, after con-
trolling for associated other baseline characteristics such as 
lower education, unemployment, depression diagnosis or other 
co-occurring disorder, and unmarried status, the association of 
sexual abuse history and treatment outcomes were no longer 
significant [74].

There is an overall convergence of data demonstrating that 
PTSD and SUD treatment should be integrated rather than 
sequential. Seeking Safety is a group therapy for women with 
PTSD and SUD [75]. The largest multi-site randomized trial of 
Seeking Safety versus Women’s Health Education showed 
improvement in PTSD symptoms, but not in outcomes for SUDs. 
A secondary analysis of these data showed that reduction in 
severity of PTSD symptoms was associated with subsequent 
improved outcomes for substance use. This study concluded that 
trauma-informed treatment was superior in this sub-population 
[76, 77]. Results from the Women, Co-occurring Disorders and 
Violence Study (WCDVS) showed that comprehensive, trauma-
informed, integrated services providing treatment to women with 
co-occurring substance use, psychiatric disorders, and victimiza-
tion was  successful in improving outcomes in both PTSD symp-
toms and alcohol and drug use at the 6-month follow-up [78]. At 
the 12-month follow-up, no effect was found for the improve-
ment of substance use disorder symptoms, but a small effect on 
improvement of mental health symptoms [79]. A 2015 system-
atic review concluded that individual trauma-focused interven-
tions alongside substance use treatment is beneficial in decreasing 
symptoms of both PTSD and substance use disorder [80]. 
Furthermore, randomized controlled trials with increased sample 
sizes that focus particular attention to specific characteristics of 
these integrated programs (i.e., incorporating understudied evi-
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dence-based treatments, innovative ways to engage patients, etc.) 
are necessary to determine the effectiveness of integrated versus 
non-integrative treatment as the current state of the literature is 
limited [81].

A 2005 review by Hien et al. detailed the literature on the con-
nections between victimization, PTSD, and substance use disor-
der and specific approaches to further our understanding of the 
pathway from early trauma to development of a SUD. This review 
highlighted the “self-medication model” which suggests that 
some patients with PTSD use substances to avoid or manage dis-
tressing symptoms and to relieve painful emotions and intolerable 
physical sensations [72].

 Eating Disorders
There is a high rate of co-morbidity between substance use and 
eating disorders, namely bulimia nervosa or anorexia nervosa 
binge/purge type but not restricting type. A 2003 review consid-
ered studies looking at these co-occurring diagnoses and identi-
fied interesting patterns. Studies of women in treatment for 
SUDs were found to have a higher than expected rate of eating 
disorders with binge/purging behaviors while men had a much 
lower rate. While eating disorders are more prevalent in women, 
the rate found in the population with co-occurring substance use 
was significantly higher than that in the general population. 
Other studies looked at additional co-occurring diagnosis such 
as borderline personality disorder and/or affective disorders and 
sought to identify causal relationships without clear success. 
One highlighted finding was that patients’ frequency of laxative 
abuse was strongly associated with a co-occurring substance use 
disorder. The association between these disorders suggests that 
clinicians managing these related conditions should be well-
versed in treatment of substance use disorder [82, 83]. A 2010 
study by Cohen et  al. examined binge eating symptoms in a 
group of women in a treatment study for co-occurring PTSD and 
SUDs. They found the group with these co-occurring binge eat-
ing symptoms had significantly less improvement. The authors 
proposed that screening for symptoms of binge eating may help 
tailor treatment interventions and ultimately enhance outcomes 
in this population [84].

13 Addictions



418

 ADHD
Co-occurring ADHD with substance use disorder is a significant 
issue for both genders. Prospective studies have shown that hav-
ing ADHD increases risk up to five-fold for developing a sub-
stance use disorder, and that risk may be higher in women than 
men [85]. Women were found to have other co-morbidities which 
may have been confounders and were also found to have other 
factors that were contributors to worse outcomes such as higher 
risk for developing schizophrenia, admission to an inpatient unit, 
increased mortality, and being more likely to be perceived as less 
impaired [85, 86].

While the literature focused on co-occurring disorders has 
increased over the past three decades, there is still much work to 
be done to determine directionality and relationships among 
SUDs and other psychiatric co-morbidities. Identifying factors 
that predict specific treatment outcomes, including functional out-
comes, for both women as well as men, could identify potential 
targets for treatment development to improve outcomes for 
women in treatment of SUDs.

 Treatment Outcomes and Predictors for Women 
with Substance Use Disorders

The growing literature and awareness of gender differences in 
SUDs has led to a change in terminology in more recent years. In 
the 1990s the term “gender-responsive” emerged and is defined as 
treatment that addresses issues specific to women that may affect 
their treatment outcomes such as co-occurring disorders, expo-
sure to trauma, relationships and responsibilities to children and 
intimate partners, and physical health issues, among others [87].

Two reviews published in 2017 on treatment outcomes for 
women with SUDs and sex and gender differences in SUDs by 
Sugarman et  al. and McHugh et  al., respectively, built upon a 
2007 comprehensive review by Greenfield et al. and identified a 
growing literature noting gender as a key factor in study design, 
analysis, and reporting [57, 63, 88]. These reviews summarize the 
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converging evidence that women are less likely to enter substance 
use treatment than their male counterparts, but once in treatment, 
that gender alone is not a predictor of outcome. They noted sev-
eral gender-specific factors that did predict outcomes and found 
that treatments addressing these factors (e.g., co-occurring 
 disorders, victimization in childhood and adulthood, responsibili-
ties in caring for children, lack of financial and other resources, 
fear of discrimination and stigma, among others) showed greater 
success. These reviews specifically discussed findings focused on 
treatment, including gender-specific treatment (women-only 
treatment programs). Although certain outcomes were not neces-
sarily improved, many studies identified improvements in wom-
en’s experience of and attitudes toward treatment [63, 89]. This is 
important, because substance use treatment is underutilized by 
women and more recent population-based studies identified that 
women with AUD are more likely to perceive stigma as a barrier 
to treatment [90, 91]. Treatments that improve satisfaction and 
acceptability may also improve utilization.

Studies that have looked at the effect of having a partner with 
alcohol misuse or AUD on outcomes for women’s substance 
abuse have identified vulnerabilities for women. Dawson et  al. 
published the results of a large retrospective, cross-sectional study 
from NESARC data in 2007, indicating that having a partner with 
alcohol problems left women more likely to experience victimiza-
tion, injury, mood and anxiety disorders, and worse health out-
comes than women whose partners didn’t have problems with 
alcohol [92]. In addition, the ways in which people are introduced 
to substances varies by gender, with women more likely to be 
introduced by a male partner and men more likely to be intro-
duced by a friend [93].

Although there is variability among studies of gender differ-
ences in SUD treatment outcomes, most recent large-scale ran-
domized controlled trials have noted no significant gender 
differences in main treatment outcomes. This includes two large 
randomized trials of pharmacotherapy for alcohol and prescription 
opioid dependence [61, 94]. However, investigators also point out 
that analyses for subgroups may show gender differences and that 
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large RCTs rarely look at other outcomes such as functional status, 
which varies by gender [61].

Clinicians should know that important gender differences have 
been documented in treatment outcomes for nicotine dependence. 
Effectiveness of nicotine replacement is greater in men than in 
women, but effectiveness of treatment outcomes with bupropion 
and varenicline is greater in women than men [15, 37, 95]. A 
meta-analysis of randomized clinical trials of tobacco cessation 
noted better outcomes in smoking cessation in women versus men 
demonstrating that varenicline is 46% more efficacious for women 
at the end of treatment and 34% more effective 6 months post- 
treatment compared with men [96], whereas a 2008 study showed 
the transdermal patch to be 40% more effective in men than 
women [97]. Another study showed that decreasing nicotine in 
cigarettes was more effective for women than men in achieving 
abstinence [98]. A larger metanalysis revealed comparable effi-
cacy of varenicline versus placebo in men and women, but women 
had greater benefits to varenicline compared to transdermal nico-
tine replacement and bupropion [95]. Significant gender differ-
ences have not been consistently demonstrated in other 
pharmacotherapies such as naltrexone, disulfiram, buprenorphine, 
or methadone for treatment of SUDs.

Several studies from the early 2000s identified gender differ-
ences in outcomes for treatment in AUD. One prospective study 
by Timko et  al. published in 2006 examined factors in 16-year 
mortality for patients initiating help-seeking treatment for AUD 
(47% women). This study revealed several factors that predicted a 
higher likelihood of death, which included being older and unmar-
ried, and having greater symptoms of alcohol dependence at 
 baseline. They found that patients who had better 1-year drinking 
outcomes paired with either a shorter duration of inpatient/resi-
dential care or a longer duration of outpatient level care or 
Alcoholics Anonymous attendance were less likely to die in the 
following 16-year period. They concluded that future efforts 
should be made to help identify those who are not responding 
positively to short-term care and focus on motivation for longer- 
term outpatient or AA participation [99]. Another study by Satre 
et al. published in 2007 showed better 7-year addiction treatment 
outcomes for older women than men, with 76% of older women 
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reporting 30-day abstinence compared to 54% of older men. They 
found that longer treatment lengths of stay predicted abstinence 
more significantly than gender [100].

Because of known gender differences in baseline clinical char-
acteristics and treatment outcomes, gender-specific treatment pro-
gramming for women has been a focus of investigation. Multiple 
reviews have focused on characteristics and components of wom-
en’s SUD treatment programs and have noted that many provided 
specific services for domestic violence, pregnancy and post- partum 
issues, childcare, as well as opportunities for children to co-reside 
with women in residential treatment [101–103]. The 2008 review 
by Grella details multiple approaches such as empowerment and 
supportive models, trauma-informed models, and models attend-
ing to co-occurring disorders and social issues common to women 
[101]. This review and two others [102, 103] identified and sum-
marized common factors that were related to successful treatment 
outcomes across 35 and 38 studies, respectively, of SUD treatment 
for women. Among the factors identified were: child care, prenatal 
care, women-only program composition, supplemental services 
and workshops that address women- focused topics, mental health 
services and case management, and comprehensive programming 
including provision of individual counseling [102, 103]. It also 
identified shortcomings of the studies reviewed including lack of 
standardized measures, randomized assignment to conditions, 
consistent outcomes and measures, and thorough statistical analy-
sis, among others [101]. More recently, the Substance Abuse and 
Mental Health Services Administration (SAMHSA) provided 
guidance on gender-responsive components of care for mixed-
gender SUD treatment programs [104].

Gender-specific treatments have also been identified that have 
resulted in decreased utilization of mental health services, crimi-
nal activity, and incarceration [105]. Other studies of specific sub- 
populations such as mothers and children [106] and women with 
co-occurring psychiatric disorders such as Borderline Personality 
Disorder [107], and PTSD [75, 77], and women in the criminal 
justice system [108, 109] have all demonstrated better outcomes 
for gender-specific treatments.

Another treatment developed specifically for women with 
SUDs is the Women’s Recovery Group (WRG), which is an 
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empirically supported manualized, gender-specific group therapy 
that when delivered in a closed-group format showed better out-
comes at 6-months post-treatment compared with mixed-gender 
group therapy [110]. A larger randomized trial implemented in 
community treatment with rolling group format (i.e., open 
 admissions) showed clinically meaningful reduction in substance 
use during and 6 months after treatment, which was as effective as 
mixed-gender treatment [111]. In addition, women who experi-
enced the highest level of group affiliation in the WRG group had 
superior treatment outcomes compared with other women in the 
study [112]. Other important outcomes such as greater satisfac-
tion with treatment, enhanced comfort and feelings of safety, and 
increased continuity of care following discharge have been identi-
fied in the WRG treatment [89, 113, 114] and in other women- 
only treatments [115]. Seeking Safety targeting co-occurring 
PTSD and SUDs [75] has been studied in multi-site trials which 
have shown reduction in PTSD symptoms in particular although 
reductions in substance were not necessarily superior to the con-
trol condition [77].

 Section 2: Substance Use in Women Physicians

 Overview

Women physicians are vulnerable to SUDs, as are women in the 
general population; however, many questions characterizing this 
vulnerability remain [116]. The prevalence of SUDs in female 
physicians is increasing, and patterns specific to substance use 
among women physicians are emerging. Compared with their 
male physician colleagues, a lower percentage of female physi-
cians present for substance use treatment. When they do present, 
they do so at a younger average age and they have higher rates of 
co-occurring psychiatric disorders [117]. At treatment presenta-
tion, either for primary psychiatric or substance use issues, they 
are more willing to engage in voluntary treatment and some evi-
dence shows increased rates of sustained abstinence following 
treatment [118].
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What has not yet been well-studied is the specific experience 
of women physicians who develop a substance use disorder 
(SUD). What are the problems they present with medically, psy-
chiatrically, and psychosocially? Does a medical school educa-
tion and career as a physician protect females against certain 
experiences or experiences that co-occur with addiction such as 
intimate partner violence or, or does this make them more vulner-
able given the high demands on multiple fronts (challenges in the 
workplace and at home)? Is it more difficult for them to seek 
treatment and what might be potential barriers? When women 
physicians do seek treatment, what is the type and quality of 
treatment that they receive? Are they more or less successful in 
treatment and what are the factors that predict this? There is a 
growing body of research investigating these questions for 
women in the general population, but less is available for the 
specific population of women physicians. In 2015, women were 
34% of the physician work force but a 2018 survey demonstrated 
that 60% of physicians under age 35 are women [119]. Because 
there are and will continue to be an increasing number of women 
in the physician workforce [120], with this growth will come the 
statistical  likelihood of a higher prevalence of SUDs in this popu-
lation and a greater demand for answers to these questions in 
order to more effectively address the treatment needs of women 
physicians with SUDs.

 Epidemiology

Data used to estimate the prevalence of SUDs in female physi-
cians has been sparse and inconsistent since initial studies were 
published on physicians with SUDs in the 1980s. Prior to this 
time, publications commenting on this were made without refer-
ence to data and thus accurate prevalence of substance use in the 
physician population was uncertain. Since the 1980s multiple 
studies estimating prevalence have been published [117, 121–
124]. Results are limited by inconsistent definitions of substance 
use, “abuse,” and identification of substance-related consequences 
and health harms as self-reported by physicians or detected by 

13 Addictions



424

their treating clinicians. Few studies used any standardized mea-
sures of substance use disorder or included control groups for 
comparison. The early consensus hypothesis was that prevalence 
of SUDs among physicians might not differ from the rest of the 
population [125].

Multiple studies have looked at groups of physicians who 
receive treatment for SUDs in various treatment settings and had 
either a primary diagnosis of a substance use disorder or a 
 primary diagnosis of co-occurring psychiatric disorder. 
Characteristics of physicians in specialized treatment for SUDs 
during the 1980s and 1990s identified an increasing number of 
female physicians receiving care over time (13.7% in the 1990s 
versus 8.9% in the 1980s), which may reflect the growth of 
women in the physician workforce during this time interval 
rather than any absolute increase in SUD prevalence among 
female physicians.

Most recently, in 2012, a cross-sectional study of 7,197 indi-
viduals estimated the prevalence of AUD among US surgeons to 
be 15.4% [123]. Of significance, this study identified a concern-
ing gap between male and female prevalence of AUD of 13.9% in 
male surgeons and 25.6% in female surgeons. The prevalence of 
AUD in female surgeons exceeded the prevalence of all SUDs in 
the general population at the time (9.4%) and certainly differed by 
gender in the general population where males were twice as likely 
as females to have met criteria for AUD in the year prior (10.5% 
versus 5.1%) [123], demonstrating a five-fold greater prevalence 
of AUD in female surgeons compared to women in the general 
population.

A follow-up cross-sectional study in 2015, inclusive of all US 
physicians (n = 7288 with a 27% response rate), identified a prev-
alence of AUD of 15.3%, with similar findings of differences 
between male and female physicians (12.9% male versus 21.4% 
female) (See Fig. 13.3) [124]. This study demonstrates a female- 
to- male ratio of AUD of 1.7:1 among physicians, nearly the 
inverse of the general population male-to-female ratio for AUD of 
2.1:1. Put another way, women physicians may be 4 times as 
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likely to have AUD than women in the general population (21.4% 
versus 5.1%).

Data on prevalence of SUDs other than alcohol in physicians 
is sparse, and most come from studies of physicians in treatment, 
or at the entry into treatment. In a 1995 study of 92 physicians 
admitted to a psychiatric hospital (16 of whom were female), the 
pattern and type of substance use varied by gender. Of those 
patients admitted with substance use disorder, 54% of male phy-
sicians had AUD compared to 14% of female physicians, whereas 
sedative hypnotic use disorder was present for 43% of female 
physicians and 15% of male physicians. In addition, it was also 
found that female physicians were more likely to have opioid use 
disorders than male physicians (29% and 19%, respectively). 
Stimulant use disorders were found to be roughly equal in both 
genders (%) [117].

Most recent studies conclude that substance use disorders in 
physicians are not as common as previously thought. Of those 
reporting use of other substances with alcohol, cannabis was the 
highest reported at 2.7%. Additionally, only 1.3% of respondent 
physicians reported either illicit or improper use of prescribed 
opioids [124]. There has been no recent epidemiological data 
reporting on the misuse of other substances, including sedative/
hypnotics or stimulants, in the physician population.
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Fig. 13.3 Estimates of prevalence for AUD in physicians versus the general 
population, by gender. (Data from Oreskovich et al. [124])
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 Characteristics of Women Physicians 
with Substance Use Disorders

There are several common characteristics noted for women physi-
cians with SUDs including co-occurring disorders/psychiatric 
symptoms, patterns of substance use, and characteristics of treat-
ments. Characteristics such as burnout, quality of life rating, and 
relationship status have been found to be associated with SUDs in 
physicians but have not yet been looked at in women physicians 
specifically with further detailed analyses or in larger data sets. 
Perhaps this is due to limitations in the number of women physi-
cians in treatment, or the general lack of data on physicians with 
SUDs in general. Given data that supports the increasing number 
of women, both affected by SUDs and participating in physician 
treatment programs, the characteristics specific to all physicians 
with SUDs will be summarized and the gap in analysis by gender 
noted in order to promote further investigation and gender-spe-
cific analyses of past and future data.

 Co-occurring Disorders and Psychiatric Symptoms
Multiple small studies from the 1990s found physicians with 
SUDs to have a high prevalence of mood disorders (major depres-
sive disorder, bipolar disorder, and dysthymic disorder) and 
 personality disorders (narcissistic, dependent, mixed/atypical, 
antisocial) as is consistent with the general population of indi-
viduals with SUDs who also have a higher prevalence of these 
disorders than individuals without SUDs. Regardless of the pri-
mary diagnosis on admission to a private inpatient psychiatric 
facility (primary substance versus primary axis I psychiatric diag-
nosis), one study found around 90% of physicians admitted were 
given a diagnosis of an affective illness. In addition, 59% of phy-
sicians were diagnosed with personality disorders (most com-
monly obsessive-compulsive personality disorder and personality 
disorder, not otherwise specified, less commonly cluster B per-
sonality disorders such as narcissistic personality disorder, bor-
derline personality disorder, and antisocial personality disorder). 
These data were not reported by gender [117].
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An interview study from the 1980s entitled One Hundred 
Alcoholic Women in Medicine interviewed women physicians 
(and five medical students) who were self-described alcoholics, 
active in Alcoholics Anonymous, and reported at least 1 year of 
sobriety. Seventy-three percent of those interviewed reported seri-
ous suicidal ideation prior to achieving sobriety, and 26% reported 
this continued after sobriety. Thirty-four women reported serious 
suicide attempts (twice as many as their male counterparts). The 
group of women who reported a history of addiction to narcotics 
were more likely to report a suicide attempt. Thirty-three subjects 
reported a serious overdose with a sedative drug other than alco-
hol [126].

Since the 1980s, epidemiological data has remained consistent 
regarding the prevalence of mood or anxiety disorders in females 
in the general population. The prevalence among female physi-
cians remains consistent with the general population and is almost 
twice that of males [127].

One of the first studies to extensively review the limited lit-
erature on female physicians and addiction was a 2007 study of 
969 “impaired” physicians, 125 of whom were female. This 
study revealed that female physicians with substance use disor-
der who were entering treatment had more co-occurring psychi-
atric and medical problems, were more likely to report past or 
current suicidal ideation, and were five times more likely to have 
had a  suicide attempt under the influence and ten times more 
likely to have had a suicide attempt not under the influence of 
substances [116].

 Patterns of Substance Use
In the 2015 study of 7288 US physicians, those who had AUD 
were not very likely to abuse either prescription drugs or other 
illicit substances. Cannabis was the most common co-occurring 
substance present (2.7%) and 1.3% of physicians acknowledged 
misuse of opioids either illicitly or as misuse of a medication pre-
scribed to them. The more specific data in this study were not 
reported by gender [124]. Earlier studies identified alcohol as the 
consistent primary substance in physicians with substance use 
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disorder, although polysubstance use with opioids is reported to 
have increased since at least the 1980s [122].

The 2007 study of women physicians and addiction reported 
that although alcohol was the primary substance of abuse for all 
physicians, female physicians were twice as likely to abuse seda-
tive hypnotics than their male physician colleagues [116].

One earlier study by Nace and colleagues of 92 physicians 
entering treatment showed female physicians to be younger by 
5 years (on average) than male physicians when entering  treatment 
[117]. They were much less likely to have had prior treatment, and 
their length of stay was longer. In contrast to the study of surgeons 
and the national study of all physicians, in this treatment study, 
women physicians were found to be less likely to have AUD (14% 
versus 49%), and much more likely to be diagnosed with sedative/
hypnotic use disorder than males (43% to 15%). The same study 
also showed females to be more likely to have opioid use disorder 
(29% versus 19%). This study had a small sample, and may not be 
representative of all physicians presenting for treatment. 
Nevertheless, lifetime rates of prescriptions of sedative hypnotics 
and opioids are higher for women than men in the general popula-
tion [128].

The interview study, One Hundred Alcoholic Women in 
Medicine, revealed that only 40% were addicted to alcohol alone 
and abuse of other drugs was common [126]. Reporting in this 
study was individual, and subjects who reported having an 
“addiction” to a substance were taken at their word, though 
efforts were made to discriminate between use of the drug and 
addiction where there was uncertainty. Thirty percent of women 
interviewed reported addiction to cannabis. Eighteen of the 100 
women reported ever injecting narcotics, while 13 reported hav-
ing been addicted. Twenty-eight of the 100 interviewees had tried 
cocaine and 10 reported addiction, while 14 reported history of 
addiction to oral narcotics. Of the 75% of women who had been 
regular cigarette smokers, 50% had stopped smoking at the time 
of the interview. This study also highlighted that marital instabil-
ity was common and many reported multiple marriages, divorce, 
and involvement with alcoholic men as well as children who 
were alcoholics. More than half of the women identified at least 
one alcoholic parent and 52% of those with siblings identified at 
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least one alcoholic sibling. Many women reported that drugs of 
abuse were obtained from work, while several reported being 
given medication by physician-husbands, and two reported 
becoming addicted after being given drugs in childhood by their 
physician fathers.

This 1987 study was among the only one found to have studied 
the prevalence of domestic violence in this population. Twenty- 
two women physicians reported they had been physically assaulted 
(though rarely shared with anyone or sought help via law enforce-
ment or other supports). Twenty-one women reported they had 
beaten spouses, lovers, fathers, and one reported having beaten 
her grown son. Two women reported being strangled by their hus-
bands, one woman reported having choked her lover, with these 
episodes happening infrequently and usually when drugs or alco-
hol were involved. Thirty-eight women reported histories of emo-
tional abuse, while 20 reported histories of physical and/or sexual 
abuse [126].

 Patterns in Treatment and Treatment Outcomes
The first Physician Health Programs were developed in the 1970s 
to target SUDs in physicians with a goal of preventing poor out-
comes in patient care related to psychiatric and SUDs in physi-
cians. Physicians are usually referred to programs by colleagues 
or regulatory agencies, and enrollment includes formal acknowl-
edgement of impairment and acceptance of a treatment contract 
with highly structured monitoring. Outcomes of these programs 
are relatively well studied and thought to have about a 75% rate of 
favorable outcome defined by completion of treatment and 
resumption of practicing under supervision and follow-up testing 
[129]. These physician health programs are available in some 
states but not all, and they do not provide treatment services; 
rather, physician health programs contract with or provide refer-
rals to treatment, including 60–90 day residential treatment fol-
lowed by outpatient treatment with prolonged oversight and 
monitoring [130]. Less is known about the specific curricula in 
participating programs and whether there is inclusion of any 
gender- specific treatment offered to either female or male physi-
cians participating, but most treatment centers offer a version of a 
comprehensive evaluation, individual and group treatment, family 
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involvement, and a component of long-term monitoring, although 
they vary state-to-state.

Female physicians may receive treatment for SUDs in a psy-
chiatric setting as demonstrated in one study that found it was 
more common for female physicians to be admitted primarily for 
psychiatric symptoms (63%) than primarily for substance use 
problems (37%). By contrast, in male physicians this percentage 
was reversed (61% substance use versus 39% psychiatric) [117]. 
A more recent study found that compared with male physicians, 
female physicians with SUDs were younger on admission to 
treatment programs, more likely to be admitted for a primary 
psychiatric disorder, more likely to be self-referred, and may be 
better able to sustain abstinence from substances following 
 treatment [127].

Qualitative studies such as “One Hundred Alcoholic Women in 
Medicine” study highlight the different paths that these patients 
take that are potentially being missed in more recent studies done 
only in treatment settings. This study showed that many achieved 
abstinence through AA alone (21%) whereas others sought 
longer- term residential treatment (23%) and most did not get to 
treatment via therapist referral or intervention by impaired- 
physician committees. A total of 72% reported receiving some 
kind of treatment for their substance use whether medical or psy-
chiatric, but many described difficulty accessing treatment and 
delayed referrals from providers. It should be also noted that these 
women were asked if, retrospectively, they believed they would 
have benefited from gender-specific treatment for their substance 
use disorder. Many commented that they would have preferred or 
benefited from a completely female treatment or at least gender- 
based component, but also noted that at the time they may have 
needed some convincing to participate [126]. It is important to 
note that at the time of this study, pharmacotherapy for AUDs 
consisted only of disulfiram while current practice includes other 
approved medications such as naltrexone and acamprosate. 
Medication treatment for AUD was therefore not included in these 
earlier studies.

A newer pilot study examined treatment experiences of 73 
physicians (10 female and 63 male) and found that post-treat-
ment, women were more likely to use marital/family/and indi-
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vidual psychotherapy treatment modalities and were less likely 
to have been previously psychiatrically hospitalized. The authors 
identified the issue of access to treatment and that it varies both 
in likelihood of presenting for treatment (women are less likely) 
and by precipitant (women present voluntarily and for more sub-
jective distress whereas men present more often from work-
related referrals). The authors also discussed that women may be 
more private in their substance use (e.g., using alone rather than 
in social settings) and therefore may be less likely to come to the 
attention of others [131]. The fact that fewer female physicians 
present for SUD treatment yet have a higher prevalence of the 
illness in the population is concerning. It highlights the need for 
a multipronged approach to promote female physician wellness 
(while at the same time decreasing judgment and stigma), as well 
as improving policies for full and partial medical leaves and cov-
erage when female physicians are faced with challenges such as 
these. Despite the differences described in addiction treatment 
between male and female physicians, it has generally been shown 
that once in treatment, outcomes for both genders were positive 
and similar [131].

 Physician Specialty
Rates of AUD have been shown to vary by specialty. Dermatology, 
orthopedic surgery, and emergency medicine physicians showed 
higher rates of AUD, while pediatricians and neurologists were 
among those specialties with the lowest rates [124].

A 2016 chart review of physicians being treated in physician 
health programs for SUDs found that alcohol use was highest in 
surgeons, while rates of any opioid use with or without alcohol as 
well as rates of non-opioid drug use was highest in family practice 
physicians. This study also found histories of intravenous drug 
use to be highest in anesthesiologists compared with other spe-
cialties [132].

An older, small study of physicians in treatment for substance 
use disorder found the specialties of physicians to vary by gender. 
The specialties of female physicians in treatment were representa-
tive of US physicians, but specialties of male physicians in treat-
ment for SUDs were over-represented by family practice, 
emergency medicine, and psychiatry [118].
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 Section 3: Substance Use and Relationship 
with Burnout in Women Physicians

 Physician Burnout and Substance Use Disorders

Professional burnout is gaining visibility as a major issue for US 
physicians and has received increased attention in recent years 
with more research focused on understanding etiology as well as 
prevention and treatment. In 2012, a large study revealed high 
rates of burnout in US physicians, and a follow-up study in 2015 
showed worsening of burnout through 2014 and that nearly half of 
US physicians reported experiencing professional burnout [133, 
134]. The Maslach Burnout Inventory-Human Services Survey 
(MBI-HSS), which measures emotional exhaustion, depersonali-
zation, and perceptions of personal accomplishment, is the tool 
typically used to assess burnout. High levels of burnout are also 
thought to amplify physicians’ individual vulnerabilities, which 
may present as mental health symptoms, substance use problems, 
and worsening medical issues, among others.

In the 2012 study of 7,197 US surgeons and the 2015 follow-
up study of 7,288 US physicians, alcohol abuse/dependence was 
shown to be strongly associated with female gender, high levels of 
burnout, co-occurring depression, and poor rating on quality of 
life scales. In addition to female gender, alcohol abuse/depen-
dence was more likely in those physicians who were younger and 
in a current relationship. For those with alcohol abuse or depen-
dence who were in a relationship, it was more common for the 
physician to report dissatisfaction with the relationship and also 
report having no children. The fewer years in practice, the more 
likely the physician was to report AUD.  Physicians with AUD 
were more likely to be working 40–60 hours per week [123].

These studies also report a significant relationship between 
depression, burnout, suicidal ideation, quality of life, and career 
satisfaction. Physicians who screened positive for AUD more 
commonly reported burnout, positive screening for depression, 
and lower quality of life. In terms of burnout, they more com-
monly reported emotional exhaustion and depersonalization, and 
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also were more likely to report that they would not become a phy-
sician again if given the choice. More than 8% of physicians with 
AUD reported they had suicidal ideation in the previous year. This 
data was not reported by gender [123, 124].

Another recent study on burnout and alcohol abuse/depen-
dence among US medical students concluded that in this popula-
tion, burnout was also strongly related to alcohol problems, as 
was depression and low mental and emotional quality of life 
measures. They also found that increased amount of education 
debt (>$50,000) was a predictive factor for high risk of 
AUD. Interestingly, there was no association found between gen-
der and alcohol abuse/dependence in this population of student 
doctors [135]. Another recent cross-sectional study of 1,841 
Danish physicians (4,000 surveys sent, 46% response rate) found 
a significant association between risky alcohol use and all dimen-
sions of burnout, including emotional exhaustion, depersonaliza-
tion, and low levels of personal accomplishment [136]. In 
contrast to the previous studies, one 2011 study of anesthesiolo-
gists (N = 206) who participated in a webinar and survey did not 
identify a significant relationship between burnout and substance 
use [137].

 Conclusions and Recommendations

There are important gender differences in SUDs in terms of epi-
demiology, physiology, co-occurring psychiatric disorders, 
trauma histories, and treatment preferences. Data suggests an 
increase in alcohol, cannabis, and opioid use disorders in women 
in the USA as well as a narrowing gender gap in younger age 
cohorts. Women physicians reflect a subgroup of the general pop-
ulation and though the prevalence of SUDs in this population is 
understudied, some studies suggest an alarming increase in SUDs, 
and especially AUDs, in women physicians.

Physician burnout is associated with depression, exhaustion, 
depersonalization, lower perceptions of personal accomplish-
ment, and lower ratings of quality of life. AUDs seem among the 
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most prevalent of all substance problems in physicians, perhaps 
mirroring the prevalence rates of AUD in the general population. 
Women with alcohol and other SUDs in the general population 
have twice the prevalence of depression. The co-occurrence of 
depression and alcohol problems among women presenting for 
treatment is common and often reflects the use of alcohol by 
women as a maladaptive coping strategy to manage depression or 
relieve stress. It would not be surprising if women physicians with 
burnout experiencing depression and exhaustion were at higher 
risk for drinking related problems. Additional research in this area 
would assist in understanding the vulnerabilities of women physi-
cians experiencing burnout to depression, alcohol, and other 
SUDs.

Among the most important and easily implemented recom-
mendations is a form of regular screening for women physicians 
for substance use problems. Detecting problems when they are 
mild allows for effective and less-intensive interventions with 
excellent potential outcomes. The National Institute on Alcohol 
Abuse and Alcoholism (NIAAA) Helping Patients who Drink Too 
Much: A Clinicians Guide [138] provides screening tools and 
approaches to assisting patients in cutting down on their drinking. 
This Guide uses the 10-question AUDs Identification Test 
(AUDIT) [139] which is a common screening tool that can be 
implemented in all health-care settings and detecting the likeli-
hood of mild, moderate, and severe AUDs. Briefer versions of the 
AUDIT including a one question AUDIT [140] and the 3-question 
AUDIT-C [141] are also effective at screening for alcohol prob-
lems. The 17-question Brief Addiction Monitor (BAM) [142] can 
be used for screening for alcohol, drugs, and associated problems. 
The World Health Organization’s screening tool for alcohol, drug, 
and tobacco problems, the ASSIST, is another tool that could be 
used [143].

For women physicians who screen positive, it will be neces-
sary to provide follow-up assessments to determine whether there 
is a substance use disorder as well as to assess for other co- 
occurring psychiatric disorders, especially anxiety and depres-
sion, as well as other stressors and life circumstances that may be 
contributing to the clinical picture.
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Conversely, screening for other mental health disorders in 
female physicians such as depression and anxiety can be useful in 
assessing physicians who may already be experiencing burnout or 
are vulnerable to burnout. In addition, those female physicians 
with depression, anxiety, or other psychiatric disorders are at 
increased risk for alcohol and other drug use disorders.

Women physicians assessed as having substance and co- 
occurring other psychiatric disorders will require appropriate 
access and referral to mental health treatment. Ideally, referrals to 
providers or groups with specialized training in treatment of 
 physicians with these illnesses might be most helpful. Women 
physicians may also benefit from gender-specific treatment pro-
grams or perhaps mixed-gender programs that focus on physi-
cians and/or other professionals.

Given that women physicians have reported more concern 
regarding shame and stigma as a barrier to seeking help, it is nec-
essary that these screening and treatment referrals be handled in a 
confidential manner, with clear outlined goals and benchmarks 
for measuring substance impairment and ability to continue to 
care for patients and/or return to work. Many women physicians 
will likely be seeking help by choice for both a substance use 
disorder and/or co-occurring disorder (versus coerced/forced 
treatment by employer due to being in legal trouble, poor 
 outcomes, etc.), so we must provide a comfortable and non- 
judgmental process for them to do so.

It will be important as the field progresses to work towards 
development of gender responsive and/or gender-specific treat-
ment for women physicians that addresses both SUDs and also 
issues of burnout. This might include advocacy programs and/or 
development of treatment and return-to-work guidelines that can 
be adopted by administrators who are supporting physicians 
across the country. Providers treating physicians and physician 
health programs should pay close attention to physicians treated 
for burnout and mental health disorders and perform careful psy-
choeducation and screening for SUDs and vice versa.

Lastly, it is important that we continue to look at gender in 
physicians as we design studies investigating burnout and 
associated outcomes, as clear gender differences have been 
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identified. More research is needed to more fully understand 
processes for prevention as well as the manifestations of burn-
out. While much of the current research is focused on physi-
cian wellness, it is quite clear that there are also gender 
differences in this area with many contributing factors. 
Improved study design and efforts to disseminate current infor-
mation to physicians in programs across the country will likely 
generate further awareness and spark new program and treat-
ment development as well as opportunities for funding to 
address and study these large-scale issues.

 Follow-Up to Clinical Vignette

At the beginning of this chapter we described Dr. Susan F., a 
49 year-old emergency medicine physician, and asked four ques-
tions to consider while reading this chapter. Considering each 
question in turn:

 1. What are the stressors contributing to Susan’s current mental 
and emotional state?

Susan has had a confluence of factors in both the work and 
personal spheres. At work, changes in her department have 
increased her stress level. These have happened 
 contemporaneously with important stressors and losses in her 
personal life including changes from the dissolution of her 
marriage, the change from living with a spouse to living only 
with her teenage children, having her first child leave for col-
lege, having little adult support at home since her separation, 
and stress of a parent living at distance with an unstable med-
ical situation.

 2. Is Susan having burnout at work? If so, how would you 
describe?

Susan is clearly experiencing burnout at work with the triad 
of depersonalization, exhaustion, and diminished feelings of 
personal satisfaction and personal accomplishment. She is 
spending more time managing electronic health records as 
well as increased demands from her department chair to pro-
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vide measures and metrics to demonstrate quality. This has 
decreased her time doing the two activities that provided her 
the greatest satisfaction: seeing patients and teaching resi-
dents. She leaves work exhausted and irritable each day.

 3. What do you think are Susan’s likely diagnoses?
It seems that burnout at work and stressors at home are 

related to the onset of major depressive disorder in which 
Susan has experienced tiredness, diminished pleasure, diffi-
culty sleeping, low mood, and low energy every day for more 
than 2 weeks. As a maladaptive coping strategy for her depres-
sion, her work burnout, and her home stressors, Susan has 
tried to relieve these symptoms and internal experiences 
through the use of alcohol. She has seen her drinking increase 
from one glass of wine each night to 4–5 glasses each night. 
This culminated in a black out experience of not remembering 
her daughter’s discussion with her the night before and not 
showing up for her athletic event. She also has had more dif-
ficulty getting out of bed. Susan’s drinking has not yet caused 
problems at work but it has created stress with her daughter 
who is concerned about her drinking. It has also taken over 
time that she might have spent pursuing other leisure activities 
such as exercise, reading, and social engagement with friends. 
She most likely qualifies for a diagnosis of alcohol use disor-
der, moderate severity.

 4. What are the next steps for intervention for Susan?
It will be important for Susan to see a psychiatrist or other 

physician or specialist who can perform a comprehensive 
assessment of her depression and alcohol use disorder as well 
as any other physical or mental health conditions and provide 
Susan with accurate diagnoses and a treatment plan. This 
could include an outpatient detoxification (depending on 
whether Susan has any signs of physical withdrawal), an 
intensive outpatient program for alcohol problems, or possibly 
outpatient psychiatry and therapy. It will be necessary for 
Susan to have treatment of her depression which could include 
pharmacotherapy or evidence-based psychotherapies such as 
cognitive behavioral therapy. Depending on her level of readi-
ness to stop drinking alcohol, she will need an abstinence 
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treatment plan (safest option for her health and recovery) or a 
drinking risk reduction treatment plan. In either case an alco-
hol use disorder medication such as naltrexone, a mu-opioid 
antagonist demonstrated to be effective for both targeted 
drinking reduction and alcohol abstinence, should be recom-
mended along with counseling to support achieving and main-
taining drinking reduction goals. Susan would likely benefit 
from supportive therapy to examine recent stressors, consider 
her feelings about the loss of her marriage, and how she can 
build new adaptive strategies to manage stress. In this setting, 
she may also examine approaches to work that might give her 
greater satisfaction. Susan has not had impairment at work as 
a consequence of either her depression or drinking and at this 
time does not need a referral to a Physicians Health Service 
program (if one exists in her state), but her therapist ought to 
describe this type of program and provide her information 
regarding how it is used to assist physicians. There may also 
be physician support groups for burnout, depression, and for 
substance use disorders including professional-led groups as 
well as physician or professional focused AA.  In addition, 
women’s groups for alcohol abstinence such as women-only 
AA or professional- led group treatment for women with depres-
sion or women with alcohol problems, such as the Women’s 
Recovery Group, may provide Susan with greater support. 
Another consideration would be whether family therapy with 
her daughter would be beneficial and whether her daughter 
might also benefit from having a therapist as she has also had 
many stressors over the past several years.
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 Introduction

Female physicians experience significant physiologic events 
unique to women that if not addressed can adversely impact their 
careers. The reproductive years pose challenges that relate to 
changes in the hormonal milieu and physical demands of men-
strual symptoms, pregnancy and the peripartum timeframe, 
breastfeeding, perimenopause, and ultimately menopause; expe-
riences only faced by female bodied physicians. Hormonal fluc-
tuations have both short- and long-term effects on the body due 
to the influence of sex chromosomes and sex steroids. Activational 
sex steroid hormonal effects include those that are non-perma-
nent and reversible, which come at puberty and disappear at 
menopause, while organizational hormonal effects are perma-
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nent and remain despite loss of hormone, such as the effects on 
breast tissue. Sex hormones act via steroid receptors throughout 
the body including in the central nervous system (CNS) resulting 
in changes of the brain that regulate mood, behavior, and cogni-
tion. In this chapter, the physiologic changes and biopsychoso-
cial ramifications resulting from hormonal changes across a 
women’s reproductive lifespan that may play a role in the careers 
of female physicians will be discussed. Solutions that may miti-
gate the symptoms and potentially prevent various ramifications 
will also be reviewed.

 Hormonal Fluctuations Throughout a Woman’s 
Life Span

Women go through remarkable changes during their life span that 
are characterized by significant fluctuations in circulating 
pituitary- ovarian hormones. Menarche, menstruation, pregnancy, 
and menopause represent times with wide variation in levels of 
the estrogens (estradiol, estrone, estriol), progesterone, androgens 
(testosterone, DHEA), as well as the pituitary hormones (follicle- 
stimulating hormone (FSH), luteinizing hormone (LH)). The neu-
romodulatory effects of these hormones can result in changes of 
mood, behavior, and cognition [1]. Sex hormones bind steroid 
receptors, both extra and intracellularly, ultimately resulting in 
regulation of gene expression [2], with both activational and orga-
nizational effects. Activational effects occur in the CNS by acting 
on GABAergic, serotonergic, and dopaminergic synapses, as well 
as in peripheral tissues through hormone-specific receptors [3, 4]. 
Central organizational effects include neural changes such as 
myelination and dendritic spine remodeling. Through cellular 
pathways, estrogen acts to activate anti-apoptotic and cell survival 
pathways, which help cells meet their energy demand and protect 
against neurodegeneration [1]. Peripherally, sex hormones act to 
develop secondary sex characteristics, as well as interact on 
peripheral tissues such as the vasculature and organs [5]. 
Differences in estrogen and testosterone levels across the life span 
mean that sex steroids influence the regulatory and structural 
aspects of the body differently in women and men [5].
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 Mood Disorders

Compared to men, postpubertal women worldwide are on average 
twice as likely to develop symptoms that meet criteria for major 
depression or anxiety during their lifetime [6, 7]. The underlying 
mechanisms explaining these differences are likely multifactorial 
and include biopsychosocial influences. Fluctuations in sex hor-
mones throughout a women’s life may be one contributor, as dem-
onstrated by the fact that the risk of mood disorders can be higher 
around a woman’s menstrual cycle, postpartum, and during the 
peri- and postmenopausal transition [1]. It has also been shown 
that sex hormone fluctuations affect various cognitive domains. 
For example, low levels of estrogen and progesterone during the 
menstrual cycle are associated with improved visual-spatial abili-
ties and decreased verbal abilities; with opposite effect seen when 
estrogen and progesterone are high [8].

Vignette: A 27-year-old general surgery intern is on day 2 
of her 7-day period. She knows this is the day she has the 
heaviest flow but feels uncomfortable alerting her senior 
resident and attending that she may need to scrub out of a 
case to change her tampon. Six hours into the case she real-
izes she has leaked through her tampon and must scrub out 
to change her scrubs and tampon. Her senior resident tells 
her not to scrub back in because they are almost done. When 
the attending returns at the end of the case, he sees she is no 
longer working on the case and wonders why, but does not 
bring it up. The following day she develops significant 
cramping and lightheadedness making it difficult for her to 
remain in another case. Due to the discomfort, she scrubs out 
again and her attending again wonders why she was absent. 
The senior resident relates these events to others in the pro-
gram, and later the intern is advised by other senior residents 
that she has been viewed as unreliable and even unprofes-
sional because she left the operating room.

14 Influence of Hormonal Fluctuations, Pregnancy…
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 Menstruation, Premenstrual Syndrome (PMS), 
and Premenstrual Dysphoric Disorder (PMDD)

Menarche heralds a major transition in a woman’s reproductive 
life span. Menses become a monthly event for most women, and 
for some women it is associated with debilitating recurrent emo-
tional and physical symptoms such as mood symptoms, dysmen-
orrhea, and menorrhagia [9].

PMS is defined as recurrent adverse symptoms present only in 
the luteal phase of the menstrual cycle [10]. Up to 90% of men-
struating women suffer from at least one premenstrual symptom, 
and 5–8% suffers from severe symptoms with significant impair-
ment [9, 11, 12]. Women may develop physical (breast tender-
ness, bloating), behavioral, or emotional symptoms (irritability, 
depressed mood, tearfulness) in response to hormonal fluctua-
tions [9, 13]. While the etiology has not been fully elucidated, 
individual response to fluctuations in estrogens and progestogens 
and serotonin insufficiency offer possible explanations [14].

The diagnosis of PMDD, as defined by the Diagnostic and 
Statistical Manual of Mental Disorders, Fifth Edition (DSM 5), 
includes at least five symptoms with at least one symptom per-
taining to affectively, lability, irritability, depressed mood, or anx-
iety, and at least five of the following symptoms must be present 
including appetite change, decrease interest in activities, concen-
tration difficulty, feeling out of control, sleep disturbance, low 
energy, or physiologic symptoms including breast tenderness, 
increased weight, bloating, arthralgias, or myalgias [15]. The 
diagnosis of PMDD is more stringent than PMS. While it is dif-
ficult to accurately assess the epidemiology of PMDD, based on 
few community- based surveys, the prevalence of PMDD ranged 
from 1.2% to 6.4% and is ubiquitous worldwide [14].

Effects of PMS reach further than just physical symptoms and 
may lead to missed work or school, higher medical costs, and 
decreased quality of life [16]. As noted in the vignette above, 
menstrual symptoms including but not limited to menorrhagia, 
dysmenorrhea, and mood changes may interrupt work days and 
negatively impact work performance of the female physician or 
trainee.
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 Treatment for PMS and PMDD

Prior to initiating treatment, it is important to rule out other disor-
ders that are common mimickers including depression or anxiety, 
hypothyroidism, or substance use disorders. Treatment for PMS 
and PMDD oftentimes includes a multifactorial approach includ-
ing lifestyle measures, medications, supplements, and nonphar-
macologic therapies [14, 16, 17]. Selective serotonin reuptake 
inhibitors (SSRIs), including sertraline, paroxetine, and fluox-
etine, may be used as first-line pharmacologic therapy for both 
PMS and PMDD [14, 16, 17]. Although the evidence is not robust, 
studies have shown that combined hormonal contraceptives 
(CHC) may help with depressive symptoms associated with hor-
monal fluctuations [1, 13, 14, 16, 18, 19]. Additionally, calcium 
(1000–1200  mg per day) may improve depressive symptoms, 
fatigue, and appetite for those with PMS [14, 16]. Complementary 
alternative pharmacologic therapies that have been evaluated 
include vitamin B6, chasteberry, St. John’s wort, Ginkgo biloba, 
and evening primrose oil [14]. Nonpharmacological therapies 
include acupuncture, exercise, a complex carbohydrate diet dur-
ing the luteal phase, and cognitive behavior therapy with mixed 
results [14, 16]. For those with resistant symptoms, other thera-
pies include GnRH agonists, surgery with bilateral oophorectomy, 
and hysterectomy [14]. Given the increased risk of long-term 
health consequences of premature surgical menopause, especially 
without hormone replacement therapy until the average age of 
menopause, use of this option is and should be rare [20].

 Combined Hormonal Contraceptives (CHCs) 
and Long-Acting Reversible Contraceptives 
(LARCs)

CHCs regulate endogenous sex steroids by suppressing hypotha-
lamic gonadotropin-releasing hormone (GnRH) and gonadotro-
pin secretion from the pituitary, thus reducing ovarian hormone 
secretion [21]. Contraception is largely a result of inhibition of the 
midcycle surge of LH, but progestins also act at the endometrium 
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and create cervical mucus that helps with contraception. Due to 
hormonal regulation, CHCs reduce menstrual variability and 
oftentimes lead to less severe premenstrual symptoms. Depending 
on the dosages of estrogen and progestins, potential side effects 
include emotional lability, bleeding irregularities, nausea, weight 
gain, breast tenderness, headaches, and sexual dysfunction [22]. 
Many of the side effects depend on the type and dose of the hor-
mone used (Table 14.1). For example, lower ethinyl estradiol lev-
els may be considered safe regarding VTE risk, but provide less 
endometrial stabilization [23, 24].

In addition to contraception, CHCs are often initiated for 
management of dysmenorrhea, menorrhagia, menstrual-related 
migraine, or polycystic ovarian syndrome. The benefit of CHC 
on reproductive regulation and quality of life for many 
menstrual- related conditions is large, and the risk appears low. 
For female physicians, the ability to partly control reproduction 
timing with CHCs helps to balance their career and reproductive 
life planning. Furthermore, CHCs have been shown to reduce 
the risk of both ovarian and endometrial cancer [25–29]. 
Although decreased with lower formulations of estrogen, risks 
of CHCs include cardiovascular vascular events, including 
venous thromboembolism, pulmonary embolism myocardial 
infarction, and cerebrovascular events. Breast cancer incidence 
is increased only slightly while taking CHCs and within 10 years 
of discontinuation [30].

LARCs are highly efficacious as a contraceptive and can help 
to mitigate some symptoms associated with the menstrual cycle 
including dysmenorrhea and menorrhagia. LARCs approved by 
the Federal Drug Administration (FDA) include five intrauterine 
devices (IUDs) and one subdermal progestin implant. The cop-
per IUD contains no hormones and is safe for those who have 
contraindications to estrogen use. Some develop heavier menses 
with increased dysmenorrhea, an undesired side effect. 
 Levonorgestrel- containing IUDs and subdermal progestin 
implants are also safe for those with contraindications to estro-
gen use. Both have the additional benefit of decreasing men-
strual bleeding and sometimes causing amenorrhea, and both 
may result in irregular bleeding [31]. The Center for Disease 
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Control and Prevention (CDC) publishes a summary of US 
Medical Eligibility Criteria for Contraceptive Use that can help 
tailor choice of contraceptive based on underlying medical con-
ditions [32].

Table 14.1 Side effects related to the hormonal composition of combined 
hormonal contraception as well as various formulations available [15]

Hormone Dosage Side effect
Estrogen Low (20 

mcg EE)
Break through bleeding, 
amenorrhea

Estrogen High (35 
mcg EE)

Nausea/bloating, headache, 
breast tenderness

Progestins Lowa Break through bleeding, 
dysmenorrhea, menorrhagia

Progestins Higha Weight gain, depression
Androgenic progestins Low Low libido
Androgenic progestins High Acne, weight gain, hirsutism

Formulations Hormone combination
High estrogen: high progestin: high 
androgenic

Ethinyl estradiol/norgestrel

High estrogen: high progestin: anti- 
androgenic

Estradiol valerate/dienogest

Medium estrogen: high progestin: anti- 
androgenic

Ethinyl estradiol/drospirenone

Medium estrogen: low progestin: low 
androgenic

Ethinyl estradiol/norgestimate

Medium estrogen: medium progestin: 
low androgenic

Ethinyl estradiol/norethindrone

Medium estrogen: medium progestin: 
medium androgenic

Ethinyl estradiol/levonorgestrel

Medium estrogen: high progestin: low 
androgenic

Ethinyl estradiol/desogestrel

Low estrogen: low progestin: low 
androgenic

Ethinyl estradiol/norethindrone

Low estrogen: medium/high progestin: 
medium/high androgenic

Ethinyl estradiol/norethindrone

Low estrogen: high progestin: low 
androgenic

Ethinyl estradiol/ethynodiol 
diacetate

EE ethinyl estradiol
aDose levels dependent on type of progestin
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 Noncontraceptive Benefits of CHC

Female physicians and physician trainees may benefit from both 
the contraceptive and noncontraceptive benefits of CHC and 
LARCs. While not FDA approved specifically for these indica-
tions, CHC helps treat dysmenorrhea, menorrhagia, hyperan-
drogenism, ovarian cysts, polycystic ovary syndrome (PCOS), 
endometriosis, and PMS [33]. In women over 40, data suggest 
CHC may help prevent cardiovascular disease and depression [34].

Given the additional burdens based on hours worked and dis-
proportionate home burdens female physicians face, it is logical 
to conclude that addressing these disorders in female physicians 
can lead to improved quality of life. In addition, utilizing CHCs or 
LARCs to provide predictability in menstruation can be empow-
ering to female physicians who at times have no control over other 
parts of their schedule. For example, in the above vignette the 
surgical resident could consider continuous CHCs to control men-
orrhagia and dysmenorrhea. Lastly, many aspects of medical 
training have to be planned, so having access to reliable contra-
ception to facilitate reproductive life planning is crucial for many 
female physicians.

Vignette: A 35-year-old female family medicine resident 
became pregnant with her second child during her second 
year of residency. It had taken her a long time to conceive 
her first child, so the timing of the second pregnancy was a 
bit unexpected, but it was a wanted pregnancy. Her first 
trimester went well and she felt supported by her program 
director, who rearranged her second- year residency sched-
ule to accommodate delivery and maternity leave. She was 
on an away rotation, which delayed her scheduled anatomy 
scan. At the anatomy scan, she learned her fetus had a 
severe congenital anomaly and the pregnancy could not be 
continued. She had to leave an inpatient rotation to receive 
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the emergent required care. Her program continued to 
accommodate her during this time with days off for the 
procedure, but she was required to return to her inpatient 
rotation only a few days after the procedure. She later pur-
sued genetic testing prior to attempting an additional preg-
nancy and sought counseling given the emotionally and 
physically taxing unexpected experience she had endured.

 Pregnancy, the Postpartum Period, 
and Reproductive Life Planning

Motherhood can be a factor associated with significant stress and 
burden for female physicians for many reasons. Pregnancy takes a 
physical and emotional toll on the female body. During preg-
nancy, there are increases in chorionic gonadotropin, progester-
one, and estradiol levels, which can result in multiple physical 
complaints that may impact activities of daily living. These 
include, but are not limited to, gastrointestinal symptoms such as 
nausea, vomiting and constipation, fatigue, breast tenderness, fre-
quent urination, changes in appetite, back pain, pelvic pain, 
chronic nasal congestion, and sleep disturbances [35]. While cau-
sation has not been established, hormonal changes in progester-
one, estrogen, prolactin, cortisol, oxytocin, thyroid hormone, and 
vasopressin after child birth may play a role in postpartum depres-
sion [36]. It is estimated that 7–15% of pregnant women suffer 
from depressive symptoms in developed countries and 19–25% of 
women in low-resource countries [37]. After pregnancy, up to 
13–19% of women suffer from postpartum depression [38]. 
Fortunately, treatments for postpartum depression are effective 
and typically include use of standard antidepressants and psycho-
therapy. In addition, brexanolone, an intravenously administered 
synthetic allopregnanolone and a positive allosteric modulator of 
α-aminobutyric acid (GABA), was recently approved by the FDA 
specifically for postpartum depression [39].
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The demands that accompany a physician’s career may take a 
toll on pregnancy outcomes [35–39]. A study done by Takeuchi 
et al. found that female physicians in Japan who worked longer 
hours during the first trimester had a higher risk of threatened abor-
tion and preterm birth [40]. In fact, women who worked ≥71 hours 
per week had a threefold higher risk of a threatened abortion  
compared to women who worked 40 hours or less per week. It may 
become a necessity for female physicians to disclose early on in 
pregnancy to their employer or training program given concerns 
such as radiation exposure (e.g., interventional radiology or cardi-
ology) or scheduling conflicts (residency schedule). Women may 
already be concerned about risk for pregnancy complications or 
loss, and early reporting may further contribute to their emotional 
uneasiness or distress [41]. However, there would be presumably 
less emotional distress associated with reporting early in preg-
nancy if it were considered routine and accepted within the medi-
cal culture as demonstrated by an infrastructure that was able to 
accommodate the schooled disruption associated with pregnancy 
and delivery.

The stress of family planning and its effect on a female physi-
cian’s career has been studied in multiple countries denoting the 
universality of this challenge [40, 42–44]. Female physicians 
oftentimes delay childbearing due to training requirements and 
commitments. A study conducted in Taiwan found that female 
physicians tend to give birth at an older age compared to nonphy-
sician counterparts (approximately 34 vs. 31  years old) [42]. 
Maternity leave can contribute to a delay in training completion 
because there are minimum required days trainees must work dur-
ing residency and fellowship [45]. In fact, being younger at the 
time of first childbirth has been associated with a delay in attain-
ing specialty board qualifications [46]. Female physicians were 
more likely to attain their medical degree and/or specialty board 
with just a 1 year increase in age of first childbirth, and the likeli-
hood was lower if they resigned work for childbirth instead of 
taking a maternity leave.

On average, female physicians take a shorter maternity leave 
than other working mothers. The Family and Medical Leave Act 
(FMLA) allows 12 weeks of unpaid leave for those with newborns 
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or newly adopted children living in the United States, and the 
average maternity leave taken is 10 weeks [47]. For comparison, 
a group of female physician trainees at Mayo Clinic averaged 
only 5–8  weeks of maternity leave, and in the early 2000s the 
mean time taken for maternity leave among pediatric residents 
was a mere 3 weeks [48, 49]. Although a study found that 9 weeks 
or greater of maternity leave is associated with greater satisfaction 
with maternity leave and child birth timing, most female physi-
cians did not take 9 weeks [50]. Female physicians may desire 
longer maternity leaves but feel pressure from their training, 
work, and colleagues to take a shorter leave [45, 48]. Factors that 
may allow more female physician trainees to have an adequate 
maternity leave include larger size training programs, more 
nonresident- run teams, and the increased hire of advanced practi-
tioners [48]. The latter may also benefit maternity leave availabil-
ity for practicing physicians.

 Reproductive Life Planning

A reproductive life plan is a set of personal goals set by both men 
and women regarding the conscious decision whether or not to 
have children, and it includes the tools to achieve those goas; it is 
recommended by the CDC to promote preconception health [51, 
52]. It allows one to accomplish reproductive life goals in the set-
ting of personal values and access to resources (Box 14.1) [53]. 
For female physicians, their education trajectory may complicate 
this plan. For example, female residents have been found to delay 
pregnancy due to perceived threats to careers. Specifically, in sur-
gical fields, women may have a longer delay in pregnancy com-
pared to those in nonprocedural fields. Subsequently, there has 
been a higher rate of assisted reproduction and infertility. Nearly 
25% of surveyed female physicians experienced infertility [54–
56]. Another study looking at deferment of personal life decisions 
found that 64% of female physicians deferred personal life deci-
sions such as marriage (28%) or buying a home (5%) and over 
80% of them deferred childbearing. These deferrals may threaten 
career satisfaction. Of the women surveyed, fewer would elect to 
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do medicine again of those who deferred personal life decisions 
compared to the group who did not defer life choices (71% vs 
85%, p < 0.0001) [44]. Along with the potential emotional dis-
satisfaction that may come with delaying childbirth, there are 
 numerous health consequences due to advancing maternal age 
including higher risk for stillbirths, miscarriage, ectopic pregnan-
cies, and birth defects [57].

Box 14.1: Reproductive Life Planning [50]
A set of personal goals set by both men and women regard-
ing the conscious decision whether or not to have children 
and includes the tools to achieve those goals. It allows one 
to accomplish reproductive life goals in the setting of per-
sonal values and access to resources.

Example of questions to create a RLP:
• “Do you want to have (more) children?”
• “How many (more) children would you like to have and 

when?”
• “How will you prevent childbirth until you are ready?”

The ideal biologic time for a woman to have a baby tends to 
coincide with periods of high demand in medical training and new 
career steps for women, such as starting fellowship or transition-
ing to a faculty position after training. This is even more salient 
for women who decide to subspecialize or continue training [48] 
and may influence the reason why a substantial proportion of 
female physicians reported regrets about family planning and 
career decisions [55]. Furthermore, despite taking primary respon-
sibility for child care and domestic activities, female physicians 
are often left feeling inadequate in both their family and profes-
sional roles [58]. Responses from over 300 female residents sur-
veyed at Mayo Clinic highlights some of the stressors associated 
with pregnancy and child birth during residency. The decision to 
have a child during residency influenced research output, altera-
tions in rotations, program completion dates, and changes in pre-
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vious career plans for women more when compared to male 
 colleagues [48]. A study conducted in Hungary by Gyorffy et al. 
found that female physician burnout is a risk factor for high-risk 
pregnancies and miscarriages, and poor pregnancy outcomes are 
risk factors for female physician burnout [43]. Accommodating 
pregnancy and childbirth in a supportive way would clearly ben-
efit the health and wellbeing of female physicians and trainees.

There is promising data that female residents perceive program 
directors and division chiefs as more supportive of pregnancy dur-
ing residency than previously perceived. Over a 7 year span, these 
improvements were noted by residents spanning different subspe-
cialities, and they noted that involvement of female program lead-
ership was likely a positive factor contributing to a more supportive 
environment [59]. Medicine in general is shifting to recognize the 
importance of work–life integration, including support of child-
bearing at all stages of the medical career. This is demonstrated in 
the increasing pregnancy rates seen during residency, which have 
increased almost threefold since the 1980s [48, 59].

Improving female physicians’ childbearing experience and 
their pregnancy outcomes could be achieved by creating an envi-
ronment that is supportive of family planning and provides ade-
quate maternity leave. Medical societies are now endorsing 
accommodations for physician wellbeing and have provided rec-
ommendations to employers and training programs. The American 
Association of Pediatrics (AAP) advocates that all training pro-
grams have a written policy for parental leave and recommends a 
minimum of 6–8 weeks of paid leave after the birth or adoption of 
a child [49]. Similarly, the American College of Obstetricians and 
Gynecologists (ACOG) recommends all medical schools, resi-
dency, and fellowship program should provide at least 6 weeks of 
paid parental leave as part of standard benefits. Additionally, 
ACOG recommends that programs and medical specialty boards 
allow resident physicians to be board eligible even if they take 
more than 6  weeks of leave [60]. Empowering women with 
options for pursuing desired training while following an oppor-
tune reproductive path is paramount in mitigating the burnout 
associated with family planning [61].
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Vignette: A 35-year-old first-time mother and new attend-
ing returns to work as an obstetrician after 12  weeks of 
maternity leave. She successfully breastfed during mater-
nity leave and has set a goal of exclusively breastfeeding her 
baby for 1 year. When she returns from matternity leave, 
she is placed on call for labor and delivery. She has four 
very busy call days and does not find time to pump appro-
priately. She breastfeeds her baby 1–2 times during the day, 
but given her inability to find time to pump during her busy 
call days, her milk supply drops and she stops breastfeeding 
when her infant is 6 months old – far short of her stated goal 
of breastfeeding to 1 year. This causes her to feel intense 
guilt and frustration.

 Breastfeeding

In the postpartum period, the female body undergoes significant 
hormonal changes [62, 63], in part related to lactation. Prolactin 
levels increase during the end of pregnancy to help develop mam-
mary tissue in preparation for milk production [62]. Once new-
borns latch, the prolactin level increases. While prolactin is 
increasing, there is a fall of estrogen and progesterone to aid in 
milk production. An increase in gonadotropin-releasing hormone 
(GnRH) results in elevated LH and FSH which suppresses ovula-
tion and menstruation. Oxytocin levels increase as an infant suck-
les resulting in breast milk let down as a result of contraction of 
the myoepithelial cells around the alveoli [62]. These intricate and 
substantial hormonal fluctuations contribute to physiologic conse-
quences and may influence mood and other symptoms. For exam-
ple, increased prolactin levels in nursing mothers have been linked 
to lower anxiety [63].

Oxytocin’s physiological effects include promoting uterine 
contraction and reducing postpartum uterine bleeding. It also 
boosts a state of calm and reduces stress in the mother, while 
enhancing feelings of affection between the newborn and mother 
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that promotes bonding. In order to stay in tune with an infant’s 
needs, milk production is reduced by a feedback inhibitor of lacta-
tion. This protects breasts from deleterious effects of engorge-
ment such as clogged milk ducts and mastitis; however, it also 
results in decreased production if unable to remove milk in a 
timely manner whether through nursing or breast pumping [62].

Breast milk provides the nutrition an infant needs in the first 
6 months of life, and breastfeeding plays an integral role in the 
neuroendocrinology of the mother–child interaction [62]. Because 
of this, the American Academy of Pediatrics (AAP) recommends 
exclusive breastfeeding for up to 6 months and continued breast-
feeding in conjunction with solid foods until 1 year or longer [64].  
The World Health Organization also supports exclusive breast-
feeding for the first 6 months with continuation up to 2 years or 
beyond while introducing complementary foods [65]. Breast milk 
contains fats, carbohydrates, vitamins, minerals, water, as well as 
anti-infective properties [62, 66]. The anti-infective properties 
arise from immunoglobulins, white blood cells, and whey pro-
teins, which kill bacteria, viruses, and fungi, and oligosaccha-
rides, which prevent bacteria from attaching to mucosal surfaces. 
The nutritional properties and connection breastfeeding provides 
between mother and infant makes it an integral part of child rear-
ing for many women [62]. Further, research finds that breastfeed-
ing provides maternal protection against breast cancer, ovarian 
cancer, and endometrial cancer [67–69].

Reaching breastfeeding goals can be challenging for female 
physicians. A shorter maternity leave means that women must start 
pumping breast milk early to create a backup supply available once 
they are back at work. Infants of female physicians may be intro-
duced to a bottle early on depending on how much maternity leave 
is taken. This may be challenging if the infant refuses the bottle, or 
then prefers the bottle over the breast. The infant’s response to 
bottle-feeding may influence a mother’s decision or ability to con-
tinue breastfeeding, making it difficult to reach breastfeeding rec-
ommendations outlined by the WHO and AAP [70].

In order to continue breastfeeding and provide infants with 
breast milk, women must commit to pumping throughout the 
work day. Busy clinical schedules and lack of suitable locations to 
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pump create challenges for physician mothers. Disruption of a 
pumping routine can negatively impact a woman’s milk produc-
tion. In many specialities, it can be nearly impossible to structure 
clinical work around a breast pumping schedule. Beyond the chal-
lenges of scheduling times to pump, female physicians may per-
ceive judgment by colleagues when they are excused to pump and 
may feel they are missing valuable patient or educational experi-
ences. These challenges in sum may lead to early breastfeeding 
cessation. Additional cited barriers for female physicians include 
80  hour work weeks during training, stress associated with the 
burdens of clinical, research and educational production, night 
shifts, anxiety related to increased need to control, analyze, and 
measure infant feeding, and suboptimal medical education related 
to breastfeeding [71]. In organizations where compensation is 
dependent on number of patients seen, pumping can effect a 
woman’s compensation. Not surprisingly, motherhood, especially 
for those who choose to breastfeed, is noted to be one of the prin-
cipal causes of the gender pay gap [72]. In dual physician house-
holds, women shoulder more household responsibilities including 
child rearing than men; on average, women with children work 
less hours outside the home per week than male counterparts with 
children [73, 74].

Physician mothers are classified as a high-risk group for not 
meeting organizational and personal breastfeeding goals [71].  
One study found that while 56% of female physicians intended to 
breastfeed for 1 year, only 34% met this goal [75]. Another study 
showed that over one third of physician mothers did not meet 
their goal to breastfeed to 12 months [76]. Meeting breastfeeding 
goals illustrates the complicated trade-offs female physicians 
navigate between home and work responsibilities. Falling short 
on breastfeeding goals can lead to feelings of guilt and dissatis-
faction; while at the same time missing integral educational, 
patient, and work experiences results in disruption of career 
development [77]. When physician mothers reach their personal 
breastfeeding goals, they are more likely to support and counsel 
other physician moms and colleagues, as well as their patients 
about breastfeeding [71].
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Aiding women with their breastfeeding goals would undoubt-
edly help mitigate the stressors faced by female physicians. 
Fortunately, federal laws have made it so that hospitals and clinics 
must have dedicated space available for lactation spaces and time 
for breast milk expression [78]. Additionally, many provide hos-
pital grade pumps with phones and computers nearby. However, 
while lactation spaces are required, hospital grade pumps and an 
adequate workspace (i.e. including a computer or telephone) are 
not. Hospital grade pumps allow for an average of 15.5 min per 
pumping session versus 24  min with a portable pump [79]. 
Hospitals and clinics can help mitigate female physician burnout 
resulting from breastfeeding by providing hospital-grade pumps 
and adequate lactation room facilities to allow for increased effi-
ciency and productivity during work hours. Other suggestions for 
improving the breastfeeding experience for female physicians 
include:

• Not having to make up missed work due to pregnancy or 
maternity leave

• Providing longer maternity leave
• Allowing sufficient time for pumping
• Increasing the level of support for breastfeeding efforts at work 

[76]

Lastly, social support and authentic connection is a critical 
aspect to achieving better outcomes for female physician mothers 
[80]. Social media groups may provide support for breastfeeding 
physician moms. Participating in support groups and improving 
breastfeeding education to both females and males would help to 
normalize and bring to the forefront the benefit of supporting 
breastfeeding for all involved. It is also important to provide sup-
port to women who make the decision, or who, for various rea-
sons have to, discontinue breastfeeding before meeting WHO and 
AAP recommending durations. Self-compassion is also critical. 
Breastfeeding can be challenging for all women. Emphasis on 
choosing the plan that makes most sense for the infant and physi-
cian mother as a whole should be the focus.
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Vignette: A 48-year-old female anesthesiologist started 
to notice significant issues with her sleep, waking up mul-
tiple times at night secondary to night sweats, resulting in 
fatigue that interfered with work. She was prescribed zolpi-
dem, but her symptoms continued to worsen. It became 
clear that the symptoms began the same time she started to 
notice changes to her menstrual cycle with less frequent 
menses and intensified with the cessation of menses 
12 months prior. Shortly after being prescribed transdermal 
estradiol and oral progesterone, her vasomotor symptoms 
were nearly completely gone and she noted improved 
energy and sleep.

 Menopause

Menopause is defined retrospectively on a clinical basis 
12 months after the last menstrual cycle. In the United States, the 
average age of menopause is 51. Women often begin to develop 
symptoms of menopause during perimenopause, a few years 
before menopause, when the ovarian hormones begin to fluctuate 
greatly [81]. The first sign of perimenopause typically is a change 
in the menstrual cycle. Menopausal symptoms include hot 
flashes, night sweats, joint pain, sleep disturbance, changes to 
cognition and mood, vaginal dryness, or other sexual health 
problems [82]. These symptoms are sometimes debilitating and 
can negatively impact a woman’s quality of life. Additionally, 
untreated women may have higher healthcare resource utilization 
and more indirect work productivity loss, compared to controls 
[83]. As many as 75% of women will experience bothersome 
vasomotor symptoms (VMS) during menopause, and the average 
duration of menopausal symptoms can be as long as 7.4 years 
and longer for some [84]. Up to 42% of women aged 60–65 may 
still report VMS. Therefore, it is important to consider treatment 
for menopause.
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Prior to the Women’s Health Initiative (WHI) in the 1990s, 
women were being prescribed menopausal hormone therapy 
(HT) for symptoms, and also to prevent certain chronic diseases 
such as cardiovascular disease. In fact, observational and basic 
science studies showed that HT reduced coronary heart disease 
and all- cause mortality by nearly half [85, 86]. The WHI set out 
to evaluate the cardiovascular outcomes of HT.  In 2002, the 
estrogen (conjugated equine estrogen) + progestin (medroxypro-
gesterone acetate) arm was closed early due to increased risk of 
cardiovascular disease and breast cancer [87]. This information 
drastically changed practice and has had ripple effects in meno-
pause medicine.

Subanalysis of the WHI as well as subsequent random control 
data demonstrates that the risks identified in the WHI are for 
women who initiate HT more than 10 years from their last men-
strual cycle or after age 60 [88–91]. Subsequently, guidelines have 
issued support of the use of HT early in menopause for symptom-
atic women [81, 89]. Many nonhormonal therapies, most off label, 
have been identified as effective for treating the vasomotor symp-
toms of menopause in women who choose not to use HT or have 
contraindications, such as selective serotonin reuptake inhibitors 
(SSRI), serotonin and norepinephrine reuptake inhibitors (SNRI), 
gabapentinoids, clinical hypothesis, and cognitive behavioral ther-
apy [92]. Additionally, it has become clear that women who go 
through menopause early (surgically or otherwise) should be on 
HT at least until the average age of menopause to prevent long-
term health consequences, such as osteoporosis, cardiovascular 
disease, and dementia, regardless of the presence of vasomotor 
symptoms [27]. Despite this updated and robust information, many 
women are not being treated, likely for many reasons including 
lack of comprehensive menopause training [93, 94].

No specific studies have evaluated the impact of perimeno-
pause or menopause specifically on female physicians. However, 
menopause generally coincides with the most productive time in 
a female physician’s career. By her 50s, most women are finished 
with childbearing and children are often old enough to allow more 
time to dedicate to herself and career if she chooses. The potential 
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for menopausal symptoms to impact career productivity, along 
with well-established quality of life improvements, is a reason to 
consider therapy for menopausal symptoms. For women without 
absolute contraindications (e.g., hormone responsive breast can-
cer, underlying clotting disorder) and significant vasomotor 
symptoms, HT is a reasonable option to consider.

 Conclusion

Female physicians face challenges unique to women during their 
careers. Hormonal fluctuations throughout a woman’s life span, 
from menarche through menopause, can contribute to temporary 
and long-term physiologic consequences. Women in medicine 
must integrate the challenges of their profession while planning 
and executing their reproductive life plan. Addressing symptoms 
related to hormonal fluctuations, including pharmacologic and 
nonpharmacologic therapies, can be considered. Additionally, 
institutional support of female physicians by providing adequate 
maternity leave, breastfeeding, and pumping resources, as well as 
support and wellbeing programs, can help mitigate distress and 
burnout often faced by female physicians.

Take home points

 – The impact of fluctuating sex steroids, especially during 
puberty, menses, pregnancy, and menopause, can lead to 
many physiologic changes in a woman’s life. This has the 
potential to impact the female physician career and should be 
addressed.

 – There are many menstrual-related symptoms and disorders. 
These can be addressed by treatment with SSRIs (for PMS/
PMDD) or combined hormonal contraceptives in appropriately 
selected women.

 – Reproductive life planning for female physicians is impacted 
by their education trajectory and unique work demands. Many 
times this leads to attempting pregnancy later in life, which can 
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lead to infertility and more health consequences to the woman 
and her fetus. In turn, interrupting reproductive life planning 
affects female physician’s satisfaction with their career paths.

 – Improving services for female physicians during training and 
throughout their careers, including improved maternity leave 
and supporting breastfeeding, is recommended. Assisting 
women in achieving their breastfeeding goals benefit both 
mother and baby in innumerable ways.

 – Most women experience menopause symptoms which can last 
up to 7.4 years. Considering treatment with HT is an option, 
especially for those less than age 60 or within 10  years of 
menopause. Treatment can significantly improve symptoms of 
menopause as well as quality of life.
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Early in the process of co-writing this chapter, we made several 
(what turned out to be Sisyphean) attempts to meet up. Despite 
working at affiliated hospitals less than two miles apart and regu-
larly converging in the same building at least once a week, we 
appeared unable to connect in person. Our attempts were thwarted 
by the usual suspects: sudden project deadlines, a gauntlet of con-
ference calls and meetings, suicidal patients needing urgent atten-
tion (an occupational hazard of being psychiatrists), the illness of 
children requiring the use of precious sick leave, an imminent 
concern for a parent’s heart condition leading to a trip to the emer-
gency room—to say nothing of the general everyday complexity 
of our clinical, teaching, and administrative schedules.

Such a scenario is no surprise to today’s women physicians. 
The early career years present unique risk factors for burnout, par-
ticularly for female physicians. This section focuses on the chal-
lenges and possible solutions relevant to this time period.
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 Challenges of the Early Career Phase

The early career phase is defined here as a timeframe spanning 
medical school, postgraduate training (internship, residency, and 
fellowship), and the first approximately 5 years of professional 
development. Transitioning out of the medical student role into 
residency and then out of the training role into one’s first post- 
training position represent important inflection points during the 
early career phase. These transitions are typically associated with 
changes both in the structure of workplace obligations and in sub-
jective experiences of professional identity. Because trainees are 
under particular evaluative scrutiny but lack accumulated clinical 
experience and may be reluctant to ask for help or demonstrate 
uncertainty, this timeframe is particularly associated with high 
risk to experience aspects of medical culture that invoke shame 
[14, 66, 71]. This is compounded by the reality of shifting subjec-
tive standards, tendencies to compare one’s self to others, a fragile 
sense of belonging, and the experience of imposter syndrome 
which has been shown to be more relevant in women [97].

While the peri- versus post-training periods differ in notable 
ways, the early career phase is unified by a focus on establishing 
knowledge, clinical skills, and scope of practice and on develop-
ing a more confident, authoritative professional identity. On a 
practical level, the early career phase culminates in the establish-
ment of a more stable occupational role after a protracted period 
of being in the student/learner role.

Women are likely to face four key areas of pressure or vulner-
ability in the early career phase which may impact their likelihood 
of experiencing burn-out:

• Relationship and community building: For most women, the 
early career phase coincides with a time period from the mid- 
to late-twenties through the mid- to late-30s during which the 
establishment of romantic partnerships, community belonging, 
and a new sense of family often occurs. For sociocultural as 
well as other reasons, women often have unique and demand-
ing roles in such processes.

• Reproduction and family: Reproductive complexities may 
present themselves during this biological phase of life for 
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women. This includes the experience of unwanted pregnan-
cies, desired pregnancies, difficulty achieving pregnancy, com-
plications in pregnancy and childbirth, and alternate routes to 
starting families (such as adoption). Beyond pregnancy and 
childbirth, early family life presents strenuous demands on the 
infant’s caretaker(s). Though adoption presents more opportu-
nity for gender equality in terms of some burdens, women 
remain uniquely affected by all of these possibilities and expe-
riences.

• Expectations of productivity: Traditional expectations around 
workplace productivity during the early career phase may not 
align with the above-mentioned tasks related to partnership, 
family, and community building which predominantly affect 
women. Needs around flexibility, work hours, sick leave, and 
other forms of institutional support are particularly important.

• Gendered expectations during role changes: Gendered expec-
tations in the workplace that apply uniquely to the trainee 
period and early postgraduation career period must be con-
fronted. During the trainee period, conformation to a subordi-
nate trainee role may be reinforced particularly for women 
(and the opposite—criticism for stepping outside this role—
may also occur) [41, 45, 74]. Yet the transition out of the trainee 
role demands occupying positions of authority and utilizing 
that authority effectively. Women may be at a disadvantage, for 
example, during various workplace negotiations (including 
contract negotiations) if they lack these skills to negotiate. 
Paradoxically, women who display such skills may also be 
penalized [8, 50]. Moving into attending-level roles requires 
greater use of authority and leadership.

 Early Career Solutions

To date, there is a paucity of randomized controlled trials test-
ing interventions to prevent, mitigate, or ameliorate burnout, 
which makes it difficult to propose evidence-based solutions or 
 generalize findings. It is clear at this stage that wellness solu-
tions are not “one size fits all” [103].
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We use Stanford School of Medicine’s wellness framework [7] 
to group challenges and solutions into three major domains that are 
conceptualized as impacting wellness: Culture, Efficiency of 
Practice, and Resiliency. Each domain is explored with an opening 
vignette, followed by corresponding early career challenges and 
individual and institutional solutions. Some solutions not only are 
specific to academic environments but may also be useful in mid- 
to large-sized group practices or other institutional settings. Most 
recommendations have been identified in the literature, with the 
addition of some solutions that have arisen from personal experi-
ence or anecdote. Importantly, though both levels of strategies are 
needed and have shown to reduce physician burnout, it remains 
unclear which interventions are most effective in specific popula-
tions and how individual and organizational solutions might be 
combined to achieve the most impact on physician wellness [101].

 Culture of Wellness

It’s 6:30 pm on a Thursday evening, usually dinnertime for 
all participants, but the only available time for three faculty 
women and their female supervisor to convene a weekly 
psychotherapy consultation group. The four women log on 
to a HIPAA-compliant platform for a 90-minute supervisory 
experience to engage in support, consultation and continu-
ing education. During the session, one woman is seen 
through the online video lens with her infant crawling over 
her, desperately vying for her attention while her mother 
(the colleague) tries to attend to the case presentation. 
Another participant is seen crossing her living room where 
her school-aged children are seen studying as she lets the 
dog out, holding her laptop in front of her in order to con-
tinue contributing to the conversation. Near the end of the 
evening, the third faculty woman’s husband interrupts to 
ask where something is in the kitchen. Two of the women eat 
dinner as they participate while the third nurses a child. The 
productive and lively discussion is concluded at 8 pm.
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A culture of wellness is defined as “a set of normative values, 
attitudes, and behaviors that promote self-care, personal and pro-
fessional growth, and compassion for colleagues, patients, and 
self” [85]. In the above vignette, assuming that these four col-
leagues felt non-coerced to perform some of their professional 
duties outside of normal work hours, the group has created a cul-
ture of wellness among themselves by acknowledging that this 
supervisory work can occur in a flexible manner (during off- 
hours, via an online platform) and can accommodate the family 
lives of those involved. This includes recognition that each mem-
ber may make valuable contributions and attend meaningfully to 
the session, despite occasional interruptions or coinciding role 
performances. To the extent that the institution in which these 
physicians are embedded sanctions this activity (by making the 
online platform available and easy to use, allowing the partici-
pants to time-bank afterhours work activity, reflecting positively 
on the ingenuity of such arrangements, etc.), the institution is 
facilitating a culture of wellness.

Six critical spheres impacting women at early stages in their 
career development where individuals and institutions can pro-
mote a culture of wellness include (1) the culture of medicine at 
large, (2) flexible career policies, (3) mentorship, (4) leadership/
faculty development, (5) enhanced connectedness, and (6) promo-
tion of self-care. Potential solutions targeting each area are 
explored below.

 The Medical Culture

The culture of medicine comprises formal and informal practices. 
Informally, women often report many small (and some large) 
experiences of gender discrimination from superiors, colleagues, 
staff, and patients [46]. Formally, various policies, procedures, 
and administrative structures have adversely impacted women 
and led not only to their slower career advancement but also ulti-
mately to leaving academic careers at early states [15, 20, 21, 63, 
80]. An important background force is that of unconscious bias 
impacting evaluation, recruitment, promotion, and possibly com-
pensation practices [15, 20, 21, 63, 80]. This bias is compounded 
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by sexual harassment [64] and gender discrimination [16, 46]. 
Compounding these issues at this stage in training is the fact that 
early career physicians are particularly vulnerable to making mis-
takes and/or feeling uncertain about their nascent skills and 
knowledge in the context of overwhelming responsibilities. 
Experiences of shame and imposter syndrome may be experi-
enced by women in ways that intersect with gender roles and 
norms [13, 49].

 Institutional Solutions

• Ensure new promotion and tenure policies that support women 
and minorities.

• Require zero-tolerance policies for sexual harassment and 
review the National Academy of Sciences’ Interventions for 
Prevention Sexual Harassment [65]. Establish an Office of 
Diversity.

• Appoint a diverse hiring committee and change search proce-
dures to identify and reduce bias and identify females.

• Seek alignment of rewards and incentives along culturally sen-
sitive policies and missions.

• Appoint women to leadership positions to enhance recruit-
ment, mentorship, and/or advancement of women.

• Improve data collection and management systems to track gen-
der demographics of search committees and data on women 
and minority faculty in each department to identify barriers 
and solutions to women’s career advancement.

• Review compensation data to identify any inequities and dis-
parities.

• Track wellness among all faculty through regular anonymous 
wellness surveys to identify hot spots and develop interven-
tions.

• Implement early and effective employee on-boarding orienta-
tions within departments to explore the relevant departmental 
policies, practices, and guiding cultural values. Include  relevant 
organization charts and create a central online repository for 
standard operating procedures and other institutional  policies, 
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best practices to address staff wellness, and where to inquire 
about workplace flexibility or current initiatives to improve 
efficiency of practice. Consider maximal utilization of the 
organization website to achieve these goals.

• Provide faculty development workshops associated with 
mentoring, clinical supervising, and teaching to address how 
to recognize shame in learners, more appropriately respond 
to medical errors or academic struggles, and help teachers 
 recognize their role in potentially inflicting shame on others 
and prevent intentional shaming in the learning climate.

 Flexible Career Policies

While women tend to prioritize a work-life balance [91], early 
career women experience more work-life conflicts than men 
[51]. These conflicts and the manner in which they are resolved 
have been shown to influence career decisions, career satisfac-
tion, and burnout [20, 26, 27, 63]. One major solution to address-
ing this issue is the development of more family-friendly, flexible 
career policies as well as interventions that reduce barriers to 
accessing the use of such policies. Having the ability to adjust 
professional work effort allows women to tailor work hours to 
meet both personal and professional obligations. By allowing 
physicians to reduce their work hours, they are able to recover 
from burnout [84].

Flexible career policies are seen as important for recruitment, 
retention, and career satisfaction [61, 96]. Though faculty women 
tend to use these policies more than men, several barriers have 
prevented women, in particular, from using such policies [96]. 
Barriers have included lack of reliable information about program 
eligibility and benefits; workplace norms and cultures that stig-
matize participation; influence of uninformed or unsupportive 
department leaders; and worries about burdening coworkers 
through participation, damaging collegial relationships, or unfa-
vorably affecting workflow and grant funding. Furthermore, one 
academic center reported that use of family-friendly policies was 
significantly lower within the school of medicine compared to 
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other schools within the academic center [96]. A study of resident 
use and perceptions of barriers of work-life policies also report 
that barriers affecting the use of work-life policies include policy 
awareness and perception of negative attitudes from leadership 
[104]. Not surprisingly, the potential impact on co-resident rela-
tionships was identified as among the most commonly identified 
barriers. Furthermore, those residents perceiving the highest 
 barriers endorsed higher burnout. Conversely, those residents who 
perceived that leadership supported the use of such policies were 
more likely to be aware of and actually use work-life policies.

The American Association of Medical Colleges (AAMC) has 
identified a “good work-life policy” as one that includes (1) paid 
leave offered to both full and part-time faculty, (2) no required 
length of prior service in order to qualify for leave, (3) 12 weeks 
of paid leave (longest cited), (4) 6  months (longest cited) total 
leave (paid and unpaid), and (4) shared leave when both parents 
are on faculty [4]. However, even with strong policies, women 
have had difficulty identifying and/or accessing an institution’s 
work-life policies, despite the fact the AAMC reported that over 
three-quarters of medical schools had policies allowing for the 
tenure clock to stop [4] and one-third had a policy allowing fac-
ulty to work less than full-time while remaining on a tenure- 
eligible track [12].

Underutilization of such policies is most commonly due to 
faculty not requesting their use. Reasons for this include (1) a 
lack of information and/or misinformation about the programs 
(faculty are either unaware of benefits or misinformed about 
their eligibility and how to access the benefits); (2) unsupportive 
workplace norms and cultures characterized by discouraging 
use of work- family benefits, a culture of overwork, pressure to 
publish and write grants, or fear of being perceived as not a 
“good faculty” member); (3) failure of the administration to 
plan for flexibility within interdependent teams (clinical, 
research, teaching) where a faculty member may feel obligated 
to fellow colleagues, in addition to the administration burdening 
faculty to plan for accommodations; and (4) lack of support of 
supervisors and managers [86].
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 Institutional Solutions

• Implement policies that allow flexible work arrangements for 
faculty.
 – Ensure that flexible policies are clear and easily accessible 

(e.g. include on department website, in new faculty/trainee 
orientations, and/or in faculty manuals).

 – Identify and address barriers to policy awareness and utili-
zation.

 – Educate department chairs and key supervisors about the 
policies and ensure they facilitate participation and advo-
cate for work-life integration.

 – Consider broadening leave policies to include leaves for 
family members with serious illness and catastrophic events 
(fire, divorce, custody disputes).

 – Make childcare leave and stop-the-clock policies as opt-out 
vs opt-in.

 – Track program utilization to ensure it is applied equitably.
 – Ensure that university leaders reinforce support of such 

policies.
• Consider programs that reduce on-the-job stress (e.g., emer-

gency sick-child care programs, on-site child care, elder care, 
day care hours in line with physician schedules, remote access 
to EMR, telecommuting)

• Ensure that promotion and tenure are the same for all faculty 
regardless of leave use.

• Offer part-time tenure tracks for those institutions offering 
 tenure.

• Develop a time-banking intervention to augment flexible 
career policies [30]. Faculty can “buy back” time spent on oth-
erwise uncompensated or not adequately recognized activities 
that benefit teams and/or individual colleagues and are allowed 
to redeem credits for services that would free up time to meet 
other demands at work or home (e.g., housecleaning, laundry, 
meal delivery, car service, grant writing, manuscript editing, 
and speech coach).
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• Align hospitals and school of medicine holidays to minimize 
child care issues.

• Schedule meetings within “official” work hours.
• Provide food services, laundry, dry cleaning, and other domes-

tic conveniences on site to facilitate work-life integration.
• Clarify leadership/training program attitudes toward use of 

work-life policies.
• Consider solutions to build in greater flexibility to the work-

force, such as hiring moonlighting physicians or shifting 
trainee rotation schedules to accommodate major life changes.

 Individual Solutions

• Identify and understand your institution’s flexible policies. 
Meet with your supervisor, human resources administrator, 
Office of Faculty, Diversity Office, or Office for Women.

• Be clear about your legal protections including the Pregnancy 
Discrimination Act of 1978 (protects women in pregnancy 
against discrimination based on pregnancy), Family and Medical 
Leave Act (FMLA) (unpaid or paid if earned or accrued, job-
protected leave up to 12 weeks a year for eligible women), and 
the Fair Labor Standards Act (FLSA) (provides nursing mothers 
the right to express milk in the workplace for up to 1 year post-
partum). For more information, review AAMC Toolkit [4]

• Negotiate your salary before you are hired! Remember, a 
man’s starting salary tends to be higher than that of a woman’s 
and taking leave or working part-time for more than 2 months 
can lead to smaller increases in salary [31]. Consider resources 
around negotiation skill-building prior to engaging in 
 negotiation (for examples, see resources on www.leanin.org/
education/negotiation).

• When flexible policies are not being appropriately followed by 
your institution, consult the faculty affairs dean, equity, diver-
sity and inclusion dean, ombudsman, or other resource centers 
to help negotiate a solution.

• Consult the AAMC Toolkit [4] for further details of what and 
how to manage a leave of absence.
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 Mentorship

Mentorship has been shown to be helpful to the well-being of 
early career women and under-represented minority women men-
tees [1, 2, 98] and is a key strategy for faculty success [48]. Having 
a mentor and role models who are successful at integrating work 
and life may help foster academic advancement and prevent burn-
out [42, 69]. In fact, a lack of adequate mentorship and role mod-
els were some of the reasons for women’s premature departure 
from academic medicine [20, 55]. Though these findings reflect 
an academic setting, they are likely to extrapolate to other settings 
in which professionals are embedded in an institution or other 
hierarchical occupational structure.

Despite the importance of mentorship, women compared to 
men have more difficulty finding mentors—particularly clini-
cian educators [76]. This is notable given that women make up 
nearly 50% of current medical school classes with an increas-
ing number of women entering early faculty positions. Still, 
women represent only 38% of academic medical center faculty 
[52, 63] and far fewer are in senior faculty or leadership posi-
tions [94].

Although mentoring comes in a variety of modalities (dyadic, 
peer, group, etc), a mentoring network can be particularly useful 
to women. DeCastro et  al. [23] found that multiple mentors 
including peers and women helped mitigate challenges related 
to gender in mentoring and also provided varying skill sets to 
meet the diverse needs of female mentees. For example, negotia-
tions required in the early career phase represent a point of vul-
nerability for women who have been shown in studies to be 
disadvantaged by gender bias, framing of negotiations, and lack 
of exposure to relevant skill building [8, 88]. Appraising employ-
ment contracts is a complex task that may fall outside a woman’s 
expertise, and the process often involves negotiation around 
compensation, work hours, productivity expectations, terms of 
occupational flexibility, and amount of leave. Some institutions 
offer no negotiation around contract offerings, an experience 
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which can echo the insubordination experienced in training. 
Mentorship can be invaluable to helping early career women 
navigate these complex issues.

One issue for women is whether it is important to have women 
mentors. Female mentors can be particularly useful given their 
differences in communication and language styles [72] and 
emphasis on support and collaboration over independence and 
competition [58]. They can serve as role models of success for 
mentees in areas such as workplace communication, boundary 
setting, negotiation, and work-life balance, particularly within the 
context of a male-dominated workplace environment [3, 23, 24]. 
However, mentoring across gender lines can produce excellent 
mentorship as well. Because of few underrepresented minorities 
in leadership including sexual and gender minority faculty, it is 
important for “allied” role models to serve as mentors [87]. After 
all, it is the lack of mentorship that has kept women from advanc-
ing—not who is doing the mentoring [23].

 Institutional Solutions

• Develop an institutionally sponsored or organized mentorship 
program.

• Protect time for mentorship and/or provide credit for success-
ful mentoring.

• Acknowledge and reward mentors.
• Train mentors, team leaders, and/or division chiefs in 

 coaching skills and career development mentoring. Include 
topics with particular emphasis on unconscious bias; 
acknowledgment of complex challenges faced by early career 
women faculty including experiences of isolation, discrimi-
nation, and stereotyping; as well as information on how to 
access and use flexible career development policies to achieve 
personal and professional goals.

• Address barriers to mentoring.
• Facilitate support networks for early career women.
• Develop peer mentorship opportunities.
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 Individual Solutions

• Find a mentor. If no formal mentorship program is available, 
start meeting faculty. Go to social events hosted by your depart-
ment and women’s networking events in the institution, or attend 
national organizations where networking is encouraged. Set up 
informational meetings with interested faculty and ask about 
their interests. Consider identifying a scholarly project advisor 
or clinical supervisor with whom to work. This is a safe way to 
see if the advisor or supervisor shares your interests, values, and 
characteristics of a good mentor (consistent, listens actively, cre-
ates a safe environment where you can share your thoughts and 
feelings, able to strike a balance between autonomy and guid-
ance, and treats you and your goals with respect) [44].

• Develop a personal mentor network. Identify and include peers 
and/or faculty within and outside your institution who have 
expertise in a number of diverse skills, given the range of one’s 
career tasks (i.e., teaching, administration, and leadership). 
One mentor is often not enough! Ensure that at least one men-
tor is a woman and of high standing.

• Be proactive. Once a potential mentor(s) is identified, ask if 
they might have time to regularly mentor you. Take responsi-
bility for the relationship: develop clear, specific goals and 
strategies to achieve goals, and set a meeting schedule and 
agenda. Engage in critical self-assessment, track your progress 
on goals, and ask for and integrate feedback. Use an 
Independent Development Plan (see Appendix 1) as a template 
to help self-reflect and guide mentoring discussions.

• Identify important topics to explore. Topics of particular inter-
est to early career faculty might include how to access and 
effectively utilize flexible career policies and benefits; how to 
balance divergent commitments of clinical service, research, 
teaching, administration, and family; when to consider having 
a child and how to address this with administration and col-
leagues; how to manage sexual harassment, stereotype threats, 
and implicit bias; how to develop negotiation skills— 
particularly as they apply to compensation and resource acqui-
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sition; and how to diplomatically say “no” when opportunities 
are not aligned with values or career goals. Other topics might 
include how to transition from training to practice, identifying 
core values that will enhance meaning and joy in your life, 
guidance around career choices, how to maintain a healthy 
lifestyle, and ways to think about promotion, scholarship, ser-
vice involvement, and time management.

• Create peer mentorship groups. If not offered through the orga-
nization, find peers with whom you can meet on a regular basis 
to discuss issues that affect early career women or who share 
interest in specific research topics. You may want to bring in 
speakers to address particular relevant issues to the group. 
Such groups might also serve as writing groups where mem-
bers can gain writing skills and publish while advancing their 
careers. Writing groups can commit to rotating first authorship 
and key tasks in article development to ensure that the entire 
group progresses academically.

• Consider sponsorship of group meetings through national 
organizations (i.e., AMWA).

 Leadership and Faculty Development

Historically, women have been abandoning careers in academia at 
early career stages partly due to dissatisfaction based on few 
opportunities for professional development and difficulty net-
working because of a paucity of senior female mentors and poor 
access to those in positions of power [20]. As such, faculty devel-
opment (FD) must focus not only on developing and practicing 
nascent skills of early faculty women starting out in their careers 
but also on skills of faculty in leadership positions who have sig-
nificant impact on early career women. For women in non- 
academic settings, FD may be analogous to leadership 
development. Whether or not women desire to seek leadership 
roles, such skills may contribute to important role functions (e.g., 
greater sense of self-efficacy, institutional engagement, and expe-
rience of influence on workplace culture). Aside from leadership 
or other work-based skills, FD might also include ways to manage 
work-life challenges and promote well-being [10].
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Leadership styles significantly impact the well-being of those 
they lead [83, 106]. As part of improving the skills of leaders, 
leaders need to understand that some early career faculty may 
base career success more on intrinsic factors such as a respect and 
passion for and recognition of work rather than on other conven-
tional definitions of success including promotion, publications, 
and compensation [22]. By addressing those factors that are 
important for a women’s meaningful career, leaders may be able 
to mitigate burnout and improve retention.

Unfortunately, since few women serve in leadership positions 
within schools of medicine [94], early career women have few 
female role models and senior mentors. Without an identifiable 
pathway to leadership, women’s career opportunities may seem 
limited. As the number of women in leadership positions increases, 
a cultural transformation may lead to a more inclusive, collabora-
tive, and less hierarchical environment [70], and, therefore, lessen 
burnout and enhance professional fulfillment.

 Institutional Solutions

• Survey early career faculty regarding their FD needs and 
address barriers to engaging in FD.

• Task the Office of FD and/or Women and Diversity, and/or cre-
ate a task force to review the current state of FD in the institu-
tion and make recommendations.

• Develop FD programs for early career women on key faculty 
skills (e.g., management, work-life balance, negotiation, 
career development, promotion/tenure, and wellness strate-
gies) and workshops on transitioning from training to prac-
tice. When scheduling such programs, it is important to 
accommodate early physician’s clinical demands and less-
flexible schedules [36].

• Identify resources and funding for junior faculty to make use 
of faculty development opportunities and advertise them more 
effectively.

• Select leaders thoughtfully based on their ability to listen, 
engage, develop and lead physicians and assess them regu-
larly [83].
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• Implement leadership development programs for current lead-
ers and/or workshops on leadership skills, communication, 
unconscious bias, and gender and diversity issues, including 
how to motivate early career women based on their values and 
meaning for success.

• Develop sponsorship programs to advocate and facilitate 
advancement of talented women [95].

 Individual Solutions

• Identify and take advantage of FD offerings through your 
department, institution, and/or national organizations.

• Review benefits to determine whether there are funds to support 
going to FD opportunities outside the department/institution.

• Find out about leadership programs whether within your orga-
nization or external to your organization (AAMC, AMWA, 
AMA, specialty organizations).

• Ask your mentor to help you develop leadership and other 
important skills and/or advocate for your nomination to a lead-
ership program.

• Seek positions on committees that help hone leadership and 
administrative skills and create visibility, as well as enhance 
regional or national reputations important for promotion. 
However, be careful to guard against those commitments that take 
up time without enhancing promotion. It is important to keep an 
eye on balancing service to oneself against service to the institu-
tion. Women may be more vulnerable to enlistment in “emotional 
labor” activities (for example, office caretaking or organizing 
office social activities) that are not as salient to promotion criteria.

• Seek out sponsors in positions of power to facilitate career 
development [6, 68].

 Enhance Connectedness

Research has shown that support in the workplace can serve as a 
buffer against burnout [99]. Taylor et  al. [93] proposed that 
women (among other species) respond to stress often through a 
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“tend-and-befriend” approach instead of the often-described 
fight-or-flight response. As a biologically derived and adaptive 
response, “tending” or nurturing each other and “befriending” or 
creating social groups can serve to reduce stress. Facilitated 
engagement groups sponsored by a department or institution 
have been shown to enhance personal and professional growth 
and decrease stress and depression. A randomized, controlled 
study offering a protected-time, 12-weekly, 1-hr sessions moth-
er’s group mitigated burnout and distress for physician mothers 
and reduced cortisol levels, depression, and parenting stress [56]. 
Other strategies that have enhanced connectedness include well-
ness workshops [10], dinner events with early career faculty to 
explore wellness issues [102], social writing events [25], as well 
as reflection groups for medical students [33].

 Institutional Solutions

• Offer facilitated early career female physician engagement 
groups with protected time.

• Sponsor informal social get-togethers with residents and 
families, such as happy hours and outdoor activities to 
 promote healthy engagement among residents. Salles, 
Liebert, and Greco [77] described a surgery department that 
assigned one to two residents per year to serve as social event 
planners.

• Sponsor dinners among early career women faculty and other 
outside work activities to enhance informal engagements and 
build meaningful relationships between colleagues.

• Provide social writing groups where early career faculty can 
develop meaningful relationships among colleagues while 
developing important professional skills that contribute toward 
promotion.

• Implement wellness workshops for early and/or new faculty 
which might explore cost benefits of a successful academic 
career, challenges of maintaining a work-life integration, 
where to locate resources and develop strategies to maintain 
wellness, and how to map out a plan to reassess work-life bal-
ance at regular intervals.
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• Implement a compassion cultivation program such as gratitude 
cards to be filled out by an individual for a valued colleague, or 
start meetings by asking each member to identify for what they 
have been grateful.

• Sponsor wellness workshops targeting early faculty women.

 Individual Solutions

• Participate in available engagement groups for women—par-
ticularly around work-life integration, mother’s group, or other 
early career women’s issues.

• If such a group doesn’t exist, consider starting one. Find a group 
of like-minded women who might be interested in  forming a 
group. Meet during lunch hour or lobby for protected time.

 Promote Self-Care

Higher rates of burnout, emotional exhaustion, self-blame [89], 
suicide [19], and inadequate sleep and excessive sleepiness [32] 
have been reported in female physicians. Female physicians are 
also more likely to report sickness presenteeism [38]. These all 
highlight the importance for institutions to support self-care and 
provide easy access to health services among this particular 
cohort. This is compounded by the fact that lack of time in one’s 
schedule, stigma, denial of illness, and concerns of confidentiality 
result in barriers to seeking care [11, 18]. Institutional solutions 
need to not only decrease barriers but also support opportunities 
to seek self-care.

 Institutional Solutions

• Review internal practices that might impede self-care seeking.
• Lobby to eliminate requirement to report mental health treat-

ment if required by the state medical board [34].
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• Provide self-assessment tools to compare to peers nationwide 
[28, 82] and web-based prevention tools (e.g., [37]).

• Encourage senior staff, including program directors and chiefs 
to model wellness.

• Disseminate information regarding wellness opportunities, 
including peer-assistance programs, so physicians are aware of 
them [78].

• Enhance accessibility to wellness programs and health care by 
offering more practical time slots and/or protected time, proxi-
mal locations.

• Implement systems to protect from overburdening residents 
who cover absences and to avoid low-morale consequences 
[17].

• Encourage importance of self-care when sick; discourage sick 
presenteeism [77].

• Provide trainee support groups and/or allow small group 
discussions to help trainees develop tools to manage 
stress [77].

• Provide structured wellness programs [29, 53, 79] and educate 
about risk factors and workplace stressors particularly associ-
ated with early women physicians; encourage healthy behav-
iors including an emphasis on positivity, maintaining balance, 
and promoting self-compassion to improve resilience and 
sleep quality.

• Provide healthy snacks and drinks for trainees.
• Provide a dedicated lactation room for postpartum colleagues 

and provide policies that allow for lactation breaks.
• Implement non-gender-associated, early career, evidence-

based strategies including  facilitating mental health treatment 
[40, 62]; incentivizing exercise and physical activity programs 
[100, 105], stress reduction [39, 60], mindfulness [35, 57, 73, 
105], meditation [67], and coping skills programs [75]; and 
offering communication skills training [5, 9] and reflection 
groups for medical students [33].
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 Efficiency of Practice

A clinical instructor at a hospital affiliated with an aca-
demic center has worked for 3 years teaching students, 
supervising residents, and furthering various academic 
projects, at which point she begins to wonder when she can 
apply for promotion to assistant professor. After reaching 
out to a senior professor in the department leadership team 
for clarification on the appropriate timeline, she receives 
several vague replies related to some ambiguities in the pro-
cess. The administrative assistant who coordinates appoint-
ments and promotions is new, adding to the slowdown. 
Finally, after several months, the original professor inter-
cedes by email, making a clear declaration of support that 
the clinical instructor be allowed to apply for promotion 
now, as indicated by her scholarly activities and his sup-
port. Immediately after this email, the necessary materials 
are sent to the clinical instructor.

Efficiency of practice can be conceptualized as a ratio of 
“value-added clinical work accomplished” divided by time and 
energy spent [7]. Improving efficiency of practice usually boils 
down to maximizing the elements of clinical care that feel valu-
able and rewarding while minimizing the elements that feel 
inefficient, unnecessary to the central tasks of clinical caretak-
ing, or clerical in nature. A common breakdown in efficiency of 
practice involves the growing burden of charting and manage-
ment of tasks generated by the electronic health record (EHR), 
often leading to spillover of work outside normal working 
hours; a vignette portraying a woman physician completing 
chart tasks remotely after putting her children to bed paints a 
familiar scene. However, this opening vignette highlights sev-
eral additional themes. First, efficiency of practice may refer 
not only to clinical work but also to any system that gets bogged 
down and impacts the wellness of physicians. In this vignette, 
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the initial period of inquiry about advancement shows a break-
down of systems that could be better streamlined to anticipate 
the kinds of questions that early faculty may pose. It also dem-
onstrates how an institutional leader can help facilitate effi-
ciency of practice by interceding in a supportive and, 
importantly, effective manner. The delayed process has only 
created a demoralizing and aggravating experience to the vul-
nerable early faculty member seeking promotion. This illumi-
nates the fact that enabling more efficient practice is also a way 
of conveying support and appreciation—on an individual level 
as well as an institutional one.

Efficiency of practice is attained not only through individual 
work practices but also through workplace systems including pol-
icies, technologies, and well thought-out staffing. As many of 
these inefficiencies vary according to specialty and local work 
environments, the challenges and solutions are largely local. We 
did not identify any studies targeting early career women and effi-
ciency of care interventions per se; however, research clearly indi-
cates that inefficient practice (e.g., necessitating hours spent at 
home on work-related tasks) increases odds of burnout [103]. 
Below we present some general individual and workplace solu-
tions and highlight a few recommendations specific to the early 
career phase.

 Institutional Solutions

• Integrate aspects of efficiency of practice into effective 
employee on-boarding orientations, including provision of 
organization charts, where to find standard operating 
 procedures and other institutional policies, and information 
about current initiatives to improve efficiency of practice.

• Consider how the EHR can support the use of templates, and 
how best it is to distribute templates to trainees and new  faculty.

• Enhance easy and fast access to IT support services and EHR 
support services. The latter is particularly important for the 
early career phase when the learning curve around the specific 
EHR used is steep.
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• Consider a wide range of efficient practice ideas including 
use of scribes, use of technologies (such as dictation or voice-
to- text), and number and quality of support staff to perform 
clerical tasks.

• Develop a mechanism where physicians come together, ideally 
within small work units, to identify local factors that, if modified, 
could improve system’s issues. Through this participatory man-
agement and collaborative action planning, physicians feel 
engaged and empowered, working constructively with leaders to 
shape their own future [92]. Within a training program or aca-
demic department, this mechanism might be a committee or 
breakout session at the Annual Program Review targeting specific 
areas and brainstorming solutions for identified inefficiencies.

 Individual Solutions

• Consider alternate avenues for crowdsourcing efficiency prac-
tices (both individual and institutional). For example, Facebook 
groups for women physicians may provide a shared national 
platform for deriving solutions to efficient practices and insti-
tutional support measures implemented throughout the coun-
try. (Regarding Facebook groups, there are also  downsides to 
participating in such groups; confidentiality and professional-
ism concerns should be considered.)

• Seek out documentation templates from peers and superiors. 
Consider the role for documentation strategies involving dicta-
tion, voice-to-text technologies, or medical scribes.

• Consider how you might approach your supervisor or institu-
tion with requests about systems-practices, technologies, or 
support staff. Consider opportunities to bring these requests 
into negotiation.

• Ask around about EHR task management strategies with a par-
ticular eye toward understanding how to prioritize which tasks 
are most impactful regarding productivity measures, promo-
tion, hospital accreditation, and patient outcomes. Women may 
be more likely to internalize a desire to “please” the institution 
via completion of these tasks, while the reality may be that few 
physicians are achieving them perfectly while still maintaining 
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good standing at their institution. Furthermore, cogent argu-
ments about the inefficiency of certain tasks may be taken up 
by your leadership if you communicate with them about your 
clinical experience and rationale.

• As you transition from early to advanced trainee and early 
attending-type roles, begin to pay back/forward efforts to 
enhance the efficiency of practice for those working under you. 
Consider developing an orientation guide for trainees that 
explains practices specific to the institution or service rotation. 
Or provide high-quality documentation templates in order to 
model good documentation practices and make note writing 
more efficient for trainees.

 Personal Resiliency

Six months after the birth of her first child, a second-year 
resident discovered that she was unexpectedly pregnant. 
The thought of having two infants during residency so close 
to together was emotionally overwhelming, yet the idea of 
ending the pregnancy was also laden. She decided to con-
tinue the pregnancy but struggled with fatigue and often fell 
asleep shortly after returning home. Following the birth, 
her milk production ceased early on (not uncommon in the 
setting of long work hours and difficulties arranging pump-
ing), yet her child was doing well with the bottle, which 
allowed her partner to do the night feedings. During the 
day, the baby was in a hospital-affiliated daycare that had 
extended hours. Every morning of her inpatient rotations, 
the resident met up with a good friend and co-resident an 
hour earlier than usual to have breakfast together at a spe-
cial café on campus. On mornings she was running late, 
this friend would bring her breakfast to the work room 
instead. The simple pleasures of a shared meal and support-
ive company buoyed her spirits during a stressful time. 
Several years later, she was able to reflect the support back 
in a similar manner during a time of her friend’s need.
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Personal resilience is defined as “the set of individual skills, 
behaviors, and attitudes that contribute to physical, emotional, and 
social well-being,” thus enabling the prevention of burnout [7]. The 
opening vignette illustrates a scenario in which a supportive friend/
colleague has volunteered and been accepted into a critical helping 
role in establishing some self-care during a high- risk burnout period. 
It demonstrates the reality that meeting self- care needs takes support 
and teamwork and cannot be done alone sometimes. It also demon-
strates that institutional solutions such as on-site daycare with 
extended hours and access to good, healthy food can facilitate greater 
self-care, but the decision around specific needs/wants (in this case, 
the routine of a special breakfast with a supportive friend) and the 
commitment to engage must ultimately be made by the individual.

Institutions that promote wellness programming and/or allow 
individuals to take advantage of activities that support personal resil-
ience have contributed to a culture of wellness. However, the domain 
of Personal Resiliency focuses on those actions of the individual 
who engages in resiliency behaviors. These behaviors are particu-
larly critical in a field in which self-denial of basic needs has been 
indoctrinated in training and when meeting those needs has at times 
been labeled selfish. It is also particularly important for women who 
are often called upon to care for others in our sociocultural systems, 
frequently shortchanging their ability to meet their own needs. Such 
expectations around other- caregiving at the detriment of self-care 
are likely to be reified in medical culture. Under Culture of Wellness, 
we identifed various institutional solutions that may facilitate per-
sonal resilience in early career women. Here we will focus on indi-
vidual solutions associated with Personal Resilience.

 Increase Connectedness

As mentioned under Culture of Wellness, being connected with 
others – whether colleagues, family and/or friends – is a crucial 
part of enhancing and maintaining personal resilience, particu-
larly among women.
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• Participate in available engagement groups for women, partic-
ularly peer-oriented groups which may address challenges of 
work-life integration, parenthood, or other early career wom-
en’s issues. Check if your institution runs a program similar to 
Lean In (at Stanford, these were named “Voice and Influence” 
groups).

• If such a group doesn’t exist, consider starting one. Find a 
group of like-minded women who might be interested in meet-
ing together. Meet during lunch hour, for breakfast before 
work (lobby for protected time or time-banking). This type of 
group might also be developed outside of the work environ-
ment to include women peers who face similar challenges, 
even outside of the medical profession.

• Even in the absence of “formalized” groups, reach out to other 
women in your department or across the department to see if 
they are interested in having lunch. Formal mentorship is not 
the only reason to network and get together; generating  informal 
connections with fellow women physicians is also rewarding.

• If getting together whether at work or outside of work presents 
a challenge, consider developing or joining a virtual journal or 
book club, connect through social media, or join a Facebook 
group which can bring women together.

 Enhancing Self- Care and Compassion

In order to better manage the multiplicity of factors that impact 
early career women’s wellness, engaging in personal self-care 
is critical. With the help of our institutions promoting easier 
access to needed services or providing a more supportive 
 environment to facilitate our self- care (see Culture of Wellness), 
women will be more able to take advantage of such  opportunities.

• Seek counseling and/or medical appointments as needed.
• Prioritize adequate sleep, healthy nutrition, and regular exer-

cise [54]. Consider having walking meetings.
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• Sign-up for support groups, mindfulness or meditation-based 
practices, time for reflection, and other evidence-based inter-
ventions that support wellness.

• Implement positive psychology exercises such as 3 Good 
Things before going to bed by writing down three good things 
that happen to you during the day. This practice has shown to 
increase happiness and decrease depressive symptoms [81].

• Be thoughtful about which hobbies you want to prioritize and 
consider those that are maximally replenishing. Recognize that 
without intentional planning, these activities may erode. 
Approach time management like financial management: with 
intention, goals, and a positive attitude.

• Learn to set compassionate limits and boundaries with work- 
related tasks and activities. Decline requests (ideally by express-
ing gratitude and responding quickly) that are  unmanageable or 
not in line with career goals. Though in the early career this can 
feel presumptuous at times, learning to say “no” and to avoid 
becoming over-committed is a central task that any leader or 
later-phase physician will emphasize as important.

 Meaning in Work

Becoming a doctor is a respected career path leading to a position of 
societal authority. For these reasons, the decision to become a physi-
cian is often reinforced by those around us and perhaps only rarely 
questioned. But what does it mean to become a physician today and 
how has the career of a physician changed over the last 50 years as 
women have entered the workforce? The early career phase is an 
important stage to consider what this occupational role means to you, 
and what you desire out of a “career.” Taking some time to decon-
struct what meaning and functions we get out of our work lives will 
lead to more clarity in pursuing work goals. Consider the following:

• What roles do you want your work to play? These might 
include financial goals, the acquisition of power or influence, 
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scientific inquiry-related goals, a sense of service, providing 
specific community caretaking, teaching, community out-
reach, having a voice and platform, connecting with individu-
als on a day-to-day basis, having a flexible job, experiencing 
engagement and excitement, experiencing intellectual stimu-
lation, etc.

• What are your own core values? Consider completing a value 
card sort at important junctures [59] to align your work life 
with your broader values (see Table 15.1).

• Think of your career as a journey, not an arc. The metaphor of 
“rising to the top” is rarely as simple as that directionality pre-
sumes. When connecting with potential mentors, pay attention 
to the ways that their careers may have fortuitously veered in 
unforeseen directions, often related to connections that came 
about organically.

• Consider the roles that failures played in career trajectories. 
Consider writing a “failure resume” as a means to explore the 
generative and learning role that failure can play [90].

• Consider a wide range of settings and employment opportuni-
ties. As women have entered the medical workforce, the posi-
tions that doctors can occupy has broadened.

• Consider the ways that academic institutions have traditionally 
been organized and how tenure-track pathways have been 
shaped by an era in which men often had partners working at 
home. Challenge your institution to rethink how women might 
have a slightly different trajectory, and reflect on how to inhabit 
a strong and assertive vision for that trajectory. Research indi-
cates that women demonstrate more productivity later in their 
careers [43, 47].

As institutions strengthen their culture of wellness and reduce 
the inefficiencies of practice for early career women, these women 
will be able to invest more time in personal resilience activities 
and will be better prepared to move through subsequent career 
and life stages with more meaning and joy.
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 Appendix 1

 Individual Development Plan

Your name: ____________________Today’s date:______

Distribution of areas of effort (definitions)

 1. Education (Teaching/Scholarly Activity)—student/resident 
teaching, advising, CME/curriculum teaching/involvement, 
new course development

Table 15.1 Card sort example (arrange values according to the importance 
in your life)

Least 
important Not important Neutral Important

Very 
important

Working 
with data

Financial 
reward

Challenge Autonomy Change and 
variety

Fame Taking risks Helpfulness Being 
innovative

Genuineness

Self- control Predictability Taking 
responsibility

Caring Integrity

Virtue Adventure Efficiency Being valued Mastery
Solitude Power Detailed work Achievement Learning
Non- 
conformity

Independence Acceptance Career 
progression

Self- 
knowledge

Attractiveness Life of order Safety Solving 
problems

Popularity Stability Authority Family
Spirituality Comfort Commitment Compassion
Duty Intimacy Tolerance Collaborative 

work
Fitness Humor Growth
Fun Physical/

mental health
Honesty

Humility Purpose Justice
Creativity Contribute 

knowledge
Passion

Adapted from Miller, C’de Baca, Matthews, Wilbourne 2001
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 2. Research/Scholarly Activity—basic science/clinical research, 
presentations and publications, funding and grant support 
and application, copyrights and patents, editing, and peer 
review

 3. Patient Care (Clinical Activities)—direct care, chart reviews, 
related clinical activities

 4. Leadership & Management Skills—participation or leadership 
in governance of the unit, department, program, school, per-
sonnel management, recruitment

 5. Self-Development—training activities (CME training, earning 
advanced degrees, preparing for certification/re-cert, participa-
tion in professional academic associations or societies, con-
sulting)

 6. Service—committee membership, community outreach, and 
service

List your current time distribution by area estimating 
percent of duties and approximation of hours

Area
Percent of 
total duties

No. of 
hrs/week

How would you like to 
change this time 
distribution—New % time:

Education
  Medical student
  Resident
  Graduate student
  CME/others
Research/scholarly 
activity
Patient care
Administration
Self-development
Service/citizenship
TOTAL

How (if at all) would you like to change this time distribution? 
Consider the above six categories:
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 1. Things you’re doing now that you want to quit
 2. Things you’ve just been asked to do that you want to  

refuse to do
 3. Things that you’re doing that you want to continue
 4. Things that you’re not doing that you want to start
 5. Strategies for improving the balance within the above four cat-

egories

 Specific Goals in Areas of Effort

Aspects necessary to achieve goals

Expected 
Outcome Resources Collaborators

Time 
commitment Barriers

Education
Short- term 
goal #1:
Short- term 
goal #2:
Long- term 
goal #1:
Long- term 
goal #2:
Research/Scholarly activities
Short- term 
goal #1:
Short- term 
goal #2:
Long- term 
goal #1:
Long- term 
goal #2:
Patient care (clinical activities)
Short- term 
goal #1:
Short- term 
goal #2:
Long- term 
goal #1:
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Expected 
Outcome Resources Collaborators

Time 
commitment Barriers

Long- term 
goal #2:
Leadership & management skills
Short- term 
goal #1:
Short- term 
goal #2:
Long- term 
goal #1:
Long- term 
goal #2:
Self development
Short- term 
goal #1:
Short- term 
goal #2:
Long- term 
goal #1:
Long- term 
goal #2:
Service/Citizenship
Short- term 
goal #1:
Short- term 
goal #2:
Long- term 
goal #1:
Long- term 
goal #2:

Consider:

• Were there specific areas of the IDP that were difficult for you 
to complete? If yes, which areas and what was difficult? 
Consider need for more self- development in this area.

• Are you “on track” to achieve your goals?
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• What resources are available to help you achieve your short- 
and long-term goals?

• Critically assess your own competencies relative to your 
goals—In what areas do you need to improve and enhance 
your continued development?

Adapted by Sallie G. De Golia 2019
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 Mid-Career Physicians

To discuss and address the challenges and potential solutions for 
women in the mid-career stage, one must first define “mid-career.” 
While there is no consensus of definition, the timing of the middle 
of a career is most often relative to the end of postgraduate medi-
cal training. This timing then becomes problematic when consid-
ering that the period of postgraduate training may range from a 
2- to 3-year residency to those involving 1, 2, or even 3 multi- 
year, post- residency subspecialty fellowships. Some authors 
define middle career as 11–20 years out of training [1], while oth-
ers define it even earlier (6–10 years post training [2]). Very little 
literature specifically addresses physicians in the latter group [1–
4]. In reality, both could be describing the same general age group, 
due to the variability in length of training. For the sake of defini-
tion, this section will assume the mid-career female physician to 
be roughly 40–55 years of age, possibly with children who may 
range from grammar school aged to college aged (or perhaps even 
early in their own careers).
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In this stage of career, women may be dealing with numerous 
issues that contribute to burnout or depression, and categories 
include family, personal health, and career issues. One study dem-
onstrated that the highest rate of burnout occurred in practicing 
physicians who had been in the workforce for 6–10 years; this 
time frame occurs near the beginning of the mid-career, where 
time spent in clinical practice, research education, or administra-
tion may be in conflict with requirements for promotions [2].

Studies have shown that the general practice style of women 
physicians differs from male physicians, in that women tend to 
provide more preventative care, counseling [5], and follow guide-
lines more often [6]. In addition, patients score women physicians 
higher in empathy and note that they speak with less technical 
jargon, using more egalitarian language than their male counter-
parts [7]. Female physicians have practice outcomes that show 
reduced mortality and readmission of hospitalized patients [5], 
better diabetes outcomes [8], and other advantages. Given all the 
benefits that women physicians offer to their patients and institu-
tions, and the huge cost of turnover associated with burnout [9, 
10], institutions must find better ways to support women physi-
cians. Women themselves must be aware that their struggles are 
not unique and find ways to support one another and make time 
for self-care.

Family By way of carryover from early in a physician’s career, 
work-home conflicts likely continue into the mid-career time-
frame, but change in character as children grow/develop and begin 
to have educational and social (school activities, sports, clubs, 
etc.) obligations of their own. The turbulence of teenage children 
may be present. Prolonged primary attention of the spouse or part-
ner on children rather than the couple may be taking place and can 
take a physical and emotional toll. The life changes associated 
with empty nesting may be a challenge during this period, and 
some mid-career women may even be raising or caring for grand-
children at this stage of life. Dual-career homes may continue to 
challenge couples.

During mid-career, physicians may also be addressing the 
health of their parents and aging loved ones, who may need addi-
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tional medical care or a change in homes or supervision. Grieving 
the death of a parent is likely to occur as well.

Personal Health In this time period, many women physicians 
will be dealing with challenges in personal health. Perimenopause 
or menopause is often associated with numerous physical and 
emotional changes, and increases the risk of depressed mood, 
anxiety, and a decreased sense of well-being [11]. In addition, 
particular or unique medical illnesses/challenges may develop. In 
this middle career stage of life, with so many other responsibili-
ties, some women may have neglected or sacrificed their own 
health and well-being over the course of years and may be facing 
poor levels of fitness, overweight, or obesity.

Career Middle career is a time of increased work load for both men 
and women working in the medical field. Studies of US physicians 
at various career stages show that mid-career physicians reported 
more hours worked, more overnight call, and a low sense of work-
life balance and satisfaction with career choice; this is accompanied 
by high emotional exhaustion and burnout when compared with 
physicians in early or late career stages [1, 2]. Compared with their 
male colleagues, fewer women surgeons (any career stage) reported 
that their schedules allowed adequate time for optimal family and 
personal life [12], and they experienced more emotional exhaustion 
and burnout. Physicians in the mid-career stage were more likely 
than other stages to plan to leave medicine within the next 24 months 
for reasons other than retirement [1].

A woman physician’s career trajectory may have slowed down 
compared with her male colleagues as result of child bearing and 
raising a family earlier in her career [12], and requirements for 
promotion may not have been met as a result of the time spent up 
to that point in clinical, educational, research, or administrative 
activities [2].

Finally, even in the face of workplace changes, practice buy-
outs, supervisors who do not value physicians, or other subopti-
mal practice situations, physicians may stay in a particular 
practice longer than the ideal duration, viewing departure as a 
weakness rather than a positive change [3].

16 Synthesizing Solutions Across the Lifespan: Mid-Career



524

 Potential Solutions

In the face of these potentially untenable and overwhelming cir-
cumstances, the mid-career physician is at very high risk for burn-
out. “By not paying attention to our own deepest needs and 
nourishing those needs, we ‘run out of gas’ in our relationships 
and service to others, whether they be patients, family, or friends.” 
[13] Potential solutions for burnout are abundant, but it is unlikely 
that one solution will address all struggles, and physicians will 
need a toolbox of strategies and solutions that work in any par-
ticular circumstance.

 Personal Health and Well-Being

• Make and keep appointments with your health care practitio-
ner. This may seem like an obvious recommendation, but too 
often personal health can take a backseat in the lives of busy 
people [14]. Having seen a primary medical practitioner within 
the previous 1 year, and being up to date with all age- and sex- 
appropriate health care and screening guidelines are all 
strongly correlated with high overall quality-of-life scores 
among surgeons [15].

• Exercise regularly. High quality-of-life scores are positively 
associated with compliance with Centers for Disease Control 
and Prevention (CDC) recommendations for aerobic exercise 
[15]. Key guidelines for adults include 150–300  min of 
moderate- intensity aerobic exercise per week, or 75–150 min 
of moderate-to vigorous-intensity exercise. In addition, 
muscle- strengthening activities (of moderate or greater inten-
sity) should be performed at least twice weekly [16].

• Schedule and prioritize a regular sleep routine. As a group, 
physicians sleep less than the general population [17]. Women 
in perimenopause or menopause may have chronic difficulty 
sleeping. Chronic partial sleep deprivation is associated with 
functional impairment [18], and poor sleep can affect personal 

J. E. Blair



525

health. For adults up to 60 years of age, the CDC recommends 
7 hours of sleep on a regular basis [19, 20].

• Plan and implement optimal nutrition [3, 4, 21]. The CDC rec-
ommends healthy eating patterns within appropriate calorie 
levels to achieve and maintain healthy body weight, support 
adequate nutrition, and reduce the risk of chronic diseases 
[22]. Such a nutrition plan includes a variety of nutrient-dense 
foods across and within all food groups. It limits added sugars, 
saturated fats, and sodium. Planning and packing meals and 
snacks from home saves money and provides control over 
ingredients that are consumed.

• Cultivate important relationships. Spending time with family, 
spouse, children, extended family, friends, and colleagues is an 
important strategy in the resilience and wellness of physicians 
[4, 21, 23, 24]. Working married women have noted that one of 
the most important relationships that determine career satisfac-
tion is a supportive spouse [24]. Turn off the television, com-
puter, electronic medical record, and telephone and be present.

• Cultivate religious or spiritual activity [4, 21, 25]. In the 
Women Physicians’ Health Study, those with deep faith con-
nections and convictions were more likely to desire to be a 
physician again if given the chance to do so. The authors 
hypothesized that powerful philosophical convictions were not 
swayed by the problems that troubled other physicians [26].

• Adopt a healthy philosophical outlook, such as being positive 
or focusing on success [4, 21].

• Recognize signs of depression and seek counseling if able [3]. 
Although some have argued that burnout is a depressive 
 syndrome, others have countered that burnout is job related 
and situational, driven by the work environment. Depression is 
a more context-free symptom complex that can be triggered by 
burnout and/or, if occurring independent of burnout, increased 
likelihood of work-related burnout [27].

• Plan regular times of solitude. This allows for time to reflect 
on goals, achievements, values, and direction, and to figure out 
whether changes in activities are needed [23].
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 Personal Well-Being at Work

• Adopt a broad range of wellness strategies, both at home and 
at work. One study on the well-being of surgeons indicated 
that, rather than a single strategy to achieve wellness, a reper-
toire of practices were necessary to achieve high levels of per-
sonal well-being [15].

• Eat lunch. While doing this, do not attend to emails, return 
telephone calls, or chart, but try to eat with someone else [28] 
in order to help nurture supportive relationships.

• Insist on some control over work schedule. Lack of control 
over one’s work schedule is strongly associated with burnout 
[29–31], and efforts to improve control have successfully 
reduced burnout [31].

• Set limits on work [4]. Establish boundaries and be able to say 
“no” to extra tasks, patients, committee assignments, or other 
requests in order to move toward balance [23]. The Physician 
Work Life Study of more than 2300 physicians in primary and 
specialty care found not only that women were more burned 
out than their male colleagues, but also that the risk of burnout 
increased by 12–15% for every additional 5  hours worked 
beyond a 40-hour work week [32].

• Find meaning in work. A study of surgeons in 2010 demon-
strated several factors that were associated with the lowest lev-
els of burnout and highest quality of life; these factors included 
finding meaning in work, maintaining a focus on what is impor-
tant in life, sustaining a positive outlook, and incorporating a 
balanced work/life philosophy [15]. Other studies have 
endorsed the need to find meaning in work [4], having and 
working toward professional goals [33], and the need to increase 
the aspects of work that are most meaningful to the individual 
[34]. Additional sources of meaning include teamwork, auton-
omy, scholarly activity, and medicine as a calling [2]. 
Interestingly, patient and clinical care, factors that often cause 
burnout, may also contribute heavily to a sense of meaning [2].

• Have a mentor [4]. Mentors help mentees identify professional 
goals, optimize their career fit, identify and manage specific 
stressors [33], and maintain accountability. If a single mentor does 
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not fulfill all needs, consider multiple mentors to address particu-
lar issues. Where mentors do not exist, consider a coach [35].

• Cultivate a circle of supportive colleagues who listen and sup-
port through stressful situations. Such interactions are associ-
ated with decreased emotional exhaustion [36]. Although 
avoidance and denial are common coping strategies, these 
strategies have been shown to be associated with higher levels 
of emotional exhaustion [36]. Understand that to receive such 
support, one also must provide it to others.

• Use humor and laugh with others. Humor and laughter are 
common coping strategies for physicians [36] and are advo-
cated by physicians as a way to avoid burnout [37].

• Take the time to regularly affirm and support colleagues and 
coworkers. Be generous and gracious [24].

• Take your vacation days and use compensation time and 
unscheduled times to get away from the office and the com-
puter. Increased use of such wellness promotion strategies are 
related to lower burnout and higher quality of life [36].

• Conduct yourself with respectful, professional behavior. This 
is completely within the control of professionals regardless of 
their circumstances. Professional, respectful behavior pro-
motes trust and is positively correlated with workplace satis-
faction and decreased burnout [38]. Give and expect the same 
from others.

• Consider a possible change in career, either within or outside 
the current place of practice. This could entail moving a prac-
tice to another setting or institution [3, 39], but could alterna-
tively involve staying in the same location, but replacing some 
clinical activity with activities such as administration, teach-
ing, leadership, consulting, or political activity [39, 40]. In one 
study, physicians who spent >80% of their time in patient care 
had higher rates of burnout [2].

 Help from Leadership and Institutions

Health care organizations have an enormous impact on the well- 
being or burnout of their physician workforce in numerous ways, 
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including influence on workload and job demands, providing 
resources for the job, promoting culture and values, providing 
meaning in work, allowing personal control and flexibility, prac-
tice support, supporting social networks, and supporting work-life 
balance [10]. Institutions are increasingly recognizing the busi-
ness case for creating programs and an empowered and well- 
resourced infrastructure to meaningfully support clinician 
well-being [41]. Listed below is a non-comprehensive list of ways 
that leadership and institutions can work to address burnout.

• Physician leaders and administrators should acknowledge the 
problem of physician burnout and be prepared to measure 
and implement strategies for its reduction on an ongoing 
basis [9, 10, 42].

• Physician leaders and supervisors may benefit from leadership 
training to inspire and engage physician staff with the goal of 
preventing burnout and skepticism [43].

• Institutions should provide adequate administrative support 
systems [4].

• Institutions should support schedule flexibility as an important 
variable to women physician satisfaction [44, 45].

• Women physicians should be provided opportunities to 
advance their careers [44]. This may involve provision of men-
tors, and time for research or skill development at the individ-
ual level. At the level of the institution, committees that 
promote, recognize, and honor work and accomplishments 
should ensure that qualified women are adequately represented 
among nominees [46].

• Institutions should offer reduced-hour schedules to physicians 
who want to enhance their work-life balance. However, part- 
time opportunities may be associated with low-challenge work, 
and in such situations, the intent to quit is high [47]. Reduced- 
hour physicians should be supported with strong supervisor/
administrative support, challenging and stimulating work, and 
opportunities for promotion [47]. Women in reduced-hour jobs 
should understand and pursue the credentials needed to gain 
promotion and inform supervisors of their desire to be consid-
ered for promotion.
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• Institutions should compensate fairly between men and 
women. In the American Board of Emergency Medicine 
 longitudinal survey [40], compensation fairness was more 
important to personal satisfaction than the actual salary itself.

• Institutions should cultivate a community of support. This 
could be achieved by a number of strategies.
 – Provide formal space for physician peer interactions (physi-

cian lounge or dining room) [10].
 – Provide support and time for participation in innova-

tive activities such as an “Authentic Connections Group 
[48],” “Facilitated Small Group sessions [49],” or other 
groups [38] to foster social connectedness [42], resilience, 
engagement, empowerment, and reduced stress in the 
workplace.

• Physicians should promote policies that support zero tolerance 
for abusive behavior in the workplace [24].

• The clerical burden on physicians’ use of the electronic 
health record (EHR) is one of the major drivers of physi-
cian dissatisfaction [50, 51]. Institutions must improve the 
EHR to minimize “clicks” and improve the EHR-user 
experience. The American Medical Association has pub-
lished multiple modules toward this end, the AMA Steps 
Forward program. Granular suggestions and ideas are 
offered under the following general umbrellas 1. Aligning 
leadership and clinician EHR users; 2. optimizing software 
and hardware solutions; 3. reducing the burden of EHR 
documentation and order entry; 4. optimizing team skills 
and teamwork; 5. optimizing flow of information; and 6. 
leveraging EHR use data.

• Institutions should show support for “resilience champions 
(physicians with an interest in fostering resilience and who can 
serve as a resource for other physicians) within each depart-
ment at hospitals or academic medical centers.” [3]

• Institutions should facilitate and fund organizational sci-
ence [10].

• Institutions and physician leaders should show support for 
work-life integration by providing the following:
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 – Annual reviews with a focus on developing and supporting 
work-life integration in addition to concerns regarding pro-
ductivity and academic advancement [3].

 – Provision of benefits such as on-site daycare, back-up child-
care, in-house nanny recruitment/referral services, and 
assistance with elderly to help alleviate family stressors and 
decrease distress and burnout [28, 45, 52].

Bibliography

 1. Dyrbye LN, Varkey P, Boone SL, Satele DV, Sloan JA, Shanafelt 
TD. Physician satisfaction and burnout at different career stages. Mayo 
Clin Proc. 2013;88(12):1358–67.

 2. Anandarajah AP, Quill TE, Privitera MR.  Adopting the quadruple 
aim: The University of Rochester Medical Center experience: moving 
from physician burnout to physician resilience. Am J Med. 
2018;131(8):979–86.

 3. Worley LL, Stonnington CM. Self-care, resilience, and work-life balance. 
New York: Springer International; 2017.

 4. Spickard A Jr, Gabbe SG, Christensen JF. Mid-career burnout in general-
ist and specialist physicians. JAMA. 2002;288(12):1447–50.

 5. Tsugawa Y, Jena AB, Figueroa JF, Orav EJ, Blumenthal DM, Jha 
AK. Comparison of hospital mortality and readmission rates for medicare 
patients treated by male vs female physicians. JAMA Intern Med. 
2017;177(2):206–13.

 6. Rochon PA, Gruneir A, Bell CM, Savage R, Gill SS, Wu W, et  al. 
Comparison of prescribing practices for older adults treated by female 
versus male physicians: a retrospective cohort study. PLoS One. 
2018;13(10):e0205524.

 7. Howick J, Steinkopf L, Ulyte A, Roberts N, Meissner K. How empathic 
is your healthcare practitioner? A systematic review and meta-analysis of 
patient surveys. BMC Med Educ. 2017;17(1):136.

 8. Berthold HK, Gouni-Berthold I, Bestehorn KP, Bohm M, Krone 
W. Physician gender is associated with the quality of type 2 diabetes care. 
J Intern Med. 2008;264(4):340–50.

 9. Shanafelt T, Goh J, Sinsky C. The business case for investing in physician 
well-being. JAMA Intern Med. 2017;177(12):1826–32.

 10. Shanafelt TD, Noseworthy JH. Executive leadership and physician well- 
being: nine organizational strategies to promote engagement and reduce 
burnout. Mayo Clin Proc. 2017;92(1):129–46.

 11. Shifren JL, Gass ML. The north american menopause society recommenda-
tions for clinical care of midlife women. Menopause. 2014;21(10):1038–62.

J. E. Blair



531

 12. Dyrbye LN, Shanafelt TD, Balch CM, Satele D, Sloan J, Freischlag 
J. Relationship between work-home conflicts and burnout among ameri-
can surgeons: a comparison by sex. Arch Surg. 2011;146(2):211–7.

 13. Christensen JB.  Spirituality in everyday life. West J Med. 2001; 
174(1):75–6.

 14. Blair JE, Files JA. In search of balance: medicine, motherhood, and mad-
ness. J Am Med Womens Assoc (1972). 2003;58(4):212–6.

 15. Shanafelt TD, Oreskovich MR, Dyrbye LN, Satele DV, Hanks JB, Sloan 
JA, et al. Avoiding burnout: the personal health habits and wellness prac-
tices of us surgeons. Ann Surg. 2012;255(4):625–33.

 16. Physical activity guidelines for Americans. Department of Health and 
Human Services, USA. Available at: https://health.gov/paguidelines/sec-
ond-edition/pdf/PAG_ExecutiveSummary.pdf. Accessed 12 Jan 2019.

 17. Most physicians sleep fewer hours than needed for peak perfor-
mance, report says. Available at: www.sciencedaily.com/
releases/2008/03/080304075723.htm.

 18. Schulman DA. When it comes to sleep health, do you practice what you 
preach? Vol 2019. 2013.

 19. Watson NF, Badr MS, Belenky G, Bliwise DL, Buxton OM, Buysse D, 
et al. Recommended amount of sleep for a healthy adult: a joint consen-
sus statement of the american academy of sleep medicine and sleep 
research society. Sleep. 2015;38(6):843–4.

 20. Are you getting enough sleep? Available at: https://www.cdc.gov/fea-
tures/sleep/index.html.

 21. Weiner EL, Swain GR, Wolf B, Gottlieb M.  A qualitative study of 
physicians' own wellness-promotion practices. West J Med. 2001; 
174(1):19–23.

 22. CDC. Follow healthy eating patterns across the lifespan.
 23. Williams B.  Woman in medicine: making it work. Tenn Med. 

2007;100(9):29–30.
 24. Sotile WM, Sotile MO. The key to excellence: successful executives keep 

the flame alive at work and home! J Oncol Manag. 1999;8(3):21–6.
 25. Blair JE, Files JA. In search of balance: medicine, motherhood, and mad-

ness. J Am Med Wom Assoc. 2003;58(4):212–6.
 26. Frank E, McMurray JE, Linzer M, Elon L.  Career satisfaction of us 

women physicians: results from the women physicians’ health study. 
Society of general internal medicine career satisfaction study group. Arch 
Intern Med. 1999;159(13):1417–26.

 27. Melnick ER, Powsner SM, Shanafelt TD.  In reply-defining physician 
burnout, and differentiating between burnout and depression. Mayo Clin 
Proc. 2017;92(9):1456–8.

 28. Humikowski CA. Beyond burnout. JAMA. 2018;320(4):343–4.
 29. Moore LR, Ziegler C, Hessler A, Singhal D, LaFaver K.  Burnout and 

career satisfaction in women neurologists in the United States. J Womens 
Health (Larchmt). 2019;28(4):515–25.

16 Synthesizing Solutions Across the Lifespan: Mid-Career

https://health.gov/paguidelines/second-edition/pdf/PAG_ExecutiveSummary.pdf
https://health.gov/paguidelines/second-edition/pdf/PAG_ExecutiveSummary.pdf
http://www.sciencedaily.com/releases/2008/03/080304075723.htm
http://www.sciencedaily.com/releases/2008/03/080304075723.htm
https://www.cdc.gov/features/sleep/index.html
https://www.cdc.gov/features/sleep/index.html


532

 30. Olson K, Sinsky C, Rinne ST, Long T, Vender R, Mukherjee S, et  al. 
Cross-sectional survey of workplace stressors associated with physician 
burnout measured by the mini-z and the maslach burnout inventory. 
Stress Health. 2019;35(2):157–75.

 31. Dunn PM, Arnetz BB, Christensen JF, Homer L. Meeting the imperative 
to improve physician well-being: assessment of an innovative program. J 
Gen Intern Med. 2007;22(11):1544–52.

 32. McMurray JE, Linzer M, Konrad TR, Douglas J, Shugerman R, Nelson 
K. The work lives of women physicians results from the physician work 
life study. The sgim career satisfaction study group. J Gen Intern Med. 
2000;15(6):372–80.

 33. Shanafelt T, Chung H, White H, Lyckholm LJ. Shaping your career to 
maximize personal satisfaction in the practice of oncology. J Clin Oncol. 
2006;24(24):4020–6.

 34. Shanafelt TD, West CP, Sloan JA, Novotny PJ, Poland GA, Menaker R, 
et al. Career fit and burnout among academic faculty. Arch Intern Med. 
2009;169(10):990–5.

 35. Bickel J. Looking for mentor replacement therapy? A coach may be the 
answer. J Am Med Womens Assoc (1972). 2003;58(4):210–1.

 36. Lemaire JB, Wallace JE. Not all coping strategies are created equal: a 
mixed methods study exploring physicians' self reported coping strate-
gies. BMC Health Serv Res. 2010;10:208.

 37. Swetz KM, Harrington SE, Matsuyama RK, Shanafelt TD, Lyckholm 
LJ. Strategies for avoiding burnout in hospice and palliative medicine: 
peer advice for physicians on achieving longevity and fulfillment. J 
Palliat Med. 2009;12(9):773–7.

 38. Shapiro DE, Duquette C, Abbott LM, Babineau T, Pearl A, Haidet 
P. Beyond burnout: a physician wellness hierarchy designed to prioritize 
interventions at the systems level. Am J Med. 2019;132(5):556–63.

 39. Keyes LE. Underpaid women, stressed out men, satisfied emergency phy-
sicians. Ann Emerg Med. 2008;51(6):729–31.

 40. Cydulka RK, Korte R.  Career satisfaction in emergency medicine: the 
ABEM longitudinal study of emergency physicians. Ann Emerg Med. 
2008;51(6):714–22.e1.

 41. Shanafelt T, Trockel M, Ripp J, Murphy ML, Sandborg C, Bohman 
B. Building a program on well-being: key design considerations to meet 
the unique needs of each organization. Acad Med. 2019;94(2):156–61.

 42. Swensen S, Kabcenell A, Shanafelt T. Physician-organization collabora-
tion reduces physician burnout and promotes engagement: the mayo 
clinic experience. J Healthc Manag. 2016;61(2):105–27.

 43. Shanafelt TD, Gorringe G, Menaker R, Storz KA, Reeves D, Buskirk SJ, 
et al. Impact of organizational leadership on physician burnout and satis-
faction. Mayo Clin Proc. 2015;90(4):432–40.

J. E. Blair



533

 44. Clem KJ, Promes SB, Glickman SW, Shah A, Finkel MA, Pietrobon R, 
et  al. Factors enhancing career satisfaction among female emergency 
physicians. Ann Emerg Med. 2008;51(6):723–28.e8.

 45. Mobilos S, Chan M, Brown JB. Women in medicine: the challenge of 
finding balance. Can Fam Physician. 2008;54(9):1285–86.e5.

 46. Kuhn GJ, Abbuhl SB, Clem KJ. Recommendations from the Society for 
Academic Emergency Medicine (SAEM) task force on women in 
Academic Emergency Medicine. Acad Emerg Med. 2008;15(8):762–7.

 47. Hartwell JK.  Psychological contracts: a new strategy for retaining 
reduced-hour physicians. J Med Pract Manage. 2010;25(5):285–97.

 48. Luthar SS, Curlee A, Tye SJ, Engelman JC, Stonnington CM. Fostering 
resilience among mothers under stress: “authentic connections groups” 
for medical professionals. Womens Health Issues. 2017;27(3):382–90.

 49. West CP, Dyrbye LN, Rabatin JT, Call TG, Davidson JH, Multari A, et al. 
Intervention to promote physician well-being, job satisfaction, and pro-
fessionalism: a randomized clinical trial. JAMA Intern Med. 
2014;174(4):527–33.

 50. Sinsky C, Colligan L, Li L, Prgomet M, Reynolds S, Goeders L, et al. 
Allocation of physician time in ambulatory practice: a time and motion 
study in 4 specialties. Ann Intern Med. 2016;165(11):753–60.

 51. Sinsky CA, Dyrbye LN, West CP, Satele D, Tutty M, Shanafelt 
TD. Professional satisfaction and the career plans of us physicians. Mayo 
Clin Proc. 2017;92(11):1625–35.

 52. Baptiste D, Fecher AM, Dolejs SC, Yoder J, Schmidt CM, Couch ME, 
et al. Gender differences in academic surgery, work-life balance, and sat-
isfaction. J Surg Res. 2017;218:99–107.

16 Synthesizing Solutions Across the Lifespan: Mid-Career



535© Springer Nature Switzerland AG 2020 
C. M. Stonnington, J. A. Files (eds.), Burnout in Women Physicians, 
https://doi.org/10.1007/978-3-030-44459-4_17

Late Career Solutions. 
Transitional Zone – Retire  
or Retread

Suzanne M. Connolly

 Scenario

Dr. B. is a 59-year-old internist working full-time in a group prac-
tice. She was diagnosed with cancer for which she underwent sur-
gery and has recently returned to her clinical practice. New 
teaching responsibilities for medical students and residents in 
addition to adjustment to a new electronic medical record system 
have increased her workload considerably. Her older husband, a 
retired teacher, is to undergo hip replacement in a few months and 
she has elderly parents she assists. Although she has an adult son, 
he and his young family live abroad and cannot help with family 
needs. She is overwhelmed; she is emotionally exhausted, 
stressed, and does not feel she can accomplish all at hand. She is 
seriously considering her options.

Dr. B. is not unlike many senior career women who have 
responsibilities for family members and multiple stressors in the 
workplace. Early retirement may be a viable option, but careful 
considerations of the ramifications of this decision and explora-
tion of alternative strategies to address her work–life situation are 
imperative. Options she might consider include part-time work, 
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re-balancing her clinical and educational responsibilities if possi-
ble in her group practice, and investigating temporary solutions 
such as whether she is eligible for family medical leave.

As Dr. B. contemplates her decision, she must consider a num-
ber of factors. Is she happy with her clinical practice? Does she 
enjoy patient care and the camaraderie of the group practice? Does 
she look forward to the prospect of working with young people 
entering the profession of medicine? Should she more seriously 
consider her health as a factor in her decision given her recent 
diagnosis of cancer? Would retirement allow her the ability to bet-
ter care for her parents? Is she physically able to care for them or 
should she explore services available to them? What is her finan-
cial status: can she afford to retire? If she participates in a pension 
plan, does retirement earlier than planned or reduction in hours of 
work negatively impact her distribution? Does she have interests 
other than medicine? What type of lifestyle does she envision in 
her retirement years? Does she have the means to support it?

Retirement presents a transitional zone, a proverbial yin and 
yang, that is, the receptive and active principles seen in all forms 
of change. When do physicians retire? Why do some retire early 
and some delay retirement? What considerations might facilitate 
continuing to practice or choose retirement? Are there factors that 
influence female physicians differently than their male counter-
parts when deciding how and when to retire?

 When Do Physicians Retire?

This is a question addressed in a systematic review of 65 English- 
language studies which were mostly cross-sectional in design, 
methodologically strong, and with results deemed credible [1]. 
Retirement was defined as “fully retired”; primary care and spe-
cialty physicians were included. Most studies originated in the 
United States with others based in Australia, Canada, Finland, 
Israel, the Netherlands, New Zealand, and the United Kingdom. 
The average age for expected and actual retirement of physicians 
reported was 60  years and 69  years, respectively; retirement 
occurred later than planned. Studies analyzed were published from 
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1976 to March, 2016; thus, the socioeconomic and healthcare 
delivery environment varied greatly over the span of these decades.

In a more recent survey of late-career physicians defined as age 
50 years and older in primary care or various specialties conducted 
by Hanover Research on behalf of CompHealth, an American 
healthcare staffing company found that respondents intended to 
retire at an average age of 66 years [2]. In a study based on data 
from the American Medical Association (AMA) Physician 
Masterfile which included 77,987 physicians age 55–80 years and 
with retirement defined as leaving clinical practice, the median 
retirement age of all physicians who left clinical activity from 2010 
to 2014 was 64.9 years [3]. Retirement age was similar across pri-
mary care specialties. Female primary care physicians had a median 
age at retirement that was about 1 year earlier than males (0.5 year 
for female family physicians and 1.3 years for female general inter-
nists). If retirement was defined as retirement from any type of pro-
fessional medical activity, median retirement age across all primary 
care specialties occurred about 1  year later for both males and 
females. Thus, physicians tend to retire in their mid- to late-60s. To 
put this in perspective, the average retirement age of the general 
employed population in the United States is 63 years; thus, as of 
2014, physicians tend to work longer than the average American.

 Why Do Some Physicians Retire Earlier  
Than Expected?

This data was collated in the systematic review of physician retire-
ment planning noted above. The list of reasons is unsurprisingly 
long given the span of years included in the report. Low job satis-
faction, medical-legal issues, and health and financial concerns 
were common factors. Loss of autonomy, low morale, dissatisfac-
tion with regulations, frustration with colleagues, feeling underval-
ued, and frank loss of interest in work were aspects of low job 
satisfaction notated. Excessive workloads and burnout were fre-
quently cited reasons for early retirement, especially within the 
last decade. Lack of satisfaction with the regulation of medicine 
and bureaucracy and management viewed as oppressive gave rise 
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to medical-legal issues. Poor health, cognitive decline, difficulty 
with sleeping, and psychological stress were other factors noted in 
more recent years. Some retired early to preserve health. Some 
viewed increasing costs of maintaining a practice including mal-
practice insurance fees and lower reimbursements as factors 
against continuing to practice; others had pension security.

In the CompHealth survey reported in 2017, doctors were not as 
satisfied with their careers as they had been; 59% of physicians 
noted their satisfaction had decreased since they began to practice. 
But they still had high overall career satisfaction: 82% were satisfied 
or completely satisfied with their careers. Concerns about staying 
competitive in the changing healthcare environment (38%), declin-
ing personal health (37%), providing quality patient care (26%), 
mastering technology (23%), and failing health of spouse/ partner 
were concerns about working past 65 years of age in this survey.

In a large national cohort survey of all United Kingdom-trained 
medical graduates of 1974 and of 1977, factors influencing the 
decision to retire or to continue to practice were collated [4]. The 
median age of the 1974 graduates was 64 years (men: 64 years; 
women: 63  years) and for the 1977 graduates 61  years (men: 
61 years; women: 60 years). Forty-four percent of all respondents 
were retired (38% of men; 56% of women), 26% had retired but 
returned to practice (29% of men; 20% of women), and 29% con-
tinued to work in medicine (32% of men; 23% of women). For 
those retired, the reasons cited in decreasing order of importance 
were desire for more time for leisure or pursuit of other interests, 
increased pressure of practice (43%), retirement of spouse, family 
reasons, financial reasons (poor reimbursements, financial secu-
rity), and on-call work. More men than women cited on-call work 
hours as a factor. Those retirees from the younger 1977 cohort 
were significantly more likely to retire due to pressure of work, 
reduced job satisfaction, or financial reasons, suggesting these 
factors are more relevant to earlier retirement. Of those retired, 
they did so earlier than planned due to changes in the work envi-
ronment (14%) or due to personal circumstances (13.7%).

According to a recent large survey of pediatricians conducted 
by the American Academy of Pediatrics, 27% of those still work-
ing would retire if it were affordable [5]. Increased regulation in 
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medicine, decreased clinical autonomy, and insufficient reim-
bursements were rated by >50%of respondents as the most impor-
tant factors. For those pediatricians who had retired, nearly 27% 
rated the effort to keep up with clinical advances and changes in 
practice as important factors in deciding to retire.

Possible cognitive decline has become a factor receiving greater 
emphasis in recent years as a greater number of senior physicians 
continue to practice [6]. There has been an aging of the medical 
workforce with a 374% increase in the number of actively practic-
ing physicians over the age of 65 years in the United States from 
1975 to 2015. In 2015, 23% of practicing physicians were 65 years 
or older. For some professionals such as air pilots, air traffic con-
trollers and firefighters, periodic testing is required or there is a 
mandatory retirement age. While there are not uniform require-
ments for physicians, some hospitals and institutions have intro-
duced mandatory age-based assessments. Another assessment of 
competency is maintenance of certification requirements which 
have increasingly been implemented in the medical profession and 
have become another factor in early retirement considerations.

The situation of Dr. B. is not unusual. Common factors that 
favor an early retirement include personal health, family concerns, 
and the burden of practice including aspects of delivery of care. 
Data also confirms that retirement at age 59 years is earlier than 
average; her health and family concerns along with practice 
demands are well-recognized factors impacting this consideration.

Why Physicians Retire Later Than Planned

 This is often due to career satisfaction, a desire to be active and 
focus on the social and stimulating intellectual aspects of the med-
ical profession, a sense of responsibility to patients, ongoing finan-
cial obligations, and/or lack of interests outside of medicine [1]. In 
a survey of late-career physicians in the United States, age 50 years 
or older, the top three reasons for working beyond the age of 
65 years were enjoyment of the practice of medicine, enjoyment of 
the social aspects of working and the desire to maintain current 
lifestyle [2]. Institutions can play a role in promoting physician 
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satisfaction and practicing medicine for a longer period. Flexibility 
in work hours, emphasis on career development, and awareness of 
the value of some degree of personal autonomy over work are 
examples of ways the workplace can promote satisfaction and a 
longer period of time in practice [1].

Some cannot imagine life without medical practice. A loss of 
identity and/ or sense of purpose with retirement from a demanding 
profession for which years of training were required are not an 
uncommon concern of many; little time may have been taken to 
develop or maintain interests outside of medicine. In a small but 
highly detailed study of academic Canadian physicians, manifesta-
tions of threats to personal identity included apprehensions about 
self-esteem after retirement, a loss of a sense of belonging, con-
cerns about clinical competency, and continuity of patient care [7].
Women physicians and other professional women may have a more 
difficult time than men adjusting to retirement. They are more likely 
to have a sense of loss with retirement compared to a sense of relief 
shared by non-professional women workers. And while the latter 
are more likely to base retirement decisions on family issues and 
responsibilities, professional women are more likely to base the 
decision on pension eligibility and health concerns [8].

Thus, among potential reasons for later retirement are the fol-
lowing:

• Career satisfaction
• Sense of responsibility for patients
• Lack of interests outside of medicine
• Concerns about loss of identity with leaving professional prac-

tice
• Lack of financial ability to maintain desired lifestyle or pen-

sion eligibility

Pattern of Retirement

This is an important consideration, not only for the physician 
but also for the institution or group in which he/she practices. It 
impacts patients too. Institutional flexibility has been noted to 
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be a positive driver of retaining physicians and facilitating retire-
ment planning [1]. There is benefit to the institution to know 
retirement plans and, thus, better meet appropriate staffing 
demands. In a population-based retrospective cohort study of all 
physicians over 50 years of age in British Columbia, Canada, 
four retirement patterns for physicians were identified by pay-
ment data analysis: slow decline in practice activity by 10% to 
<25%, rapid decline by 25% to 90%, maintenance of practice 
with little change in activity until full retirement, or an increase 
in practice activity by 10% or more until retirement [9]. About 
40% reduced their practice activity by at least 10% in the 3 years 
preceding retirement. Women physicians retired earlier as did 
those practicing in rural areas. Research is needed on why 
women physicians retire earlier [10]. In a study of pattern of 
retirement of academic physicians age 65 years or older, four 
potential retirement trajectories were identified: abrupt, progres-
sive reduction in practice activity, some reduction such as half-
time followed by abrupt retirement, and continued activity until 
serious illness or death [11].

Physicians prefer gradual retirement. In a small but highly 
detailed study, 89.5% of physicians surveyed preferred to retire 
gradually [12]. Flexible and fewer work hours, part-time employ-
ment, job-sharing, and decreased time on-call are among the pos-
sible options of gradually cutting back on clinical practice [1, 12, 
13]. Sharing care between an incoming new physician and a late- 
career physician wanting to reduce hours can afford a smooth 
transition for the physicians, greater patient satisfaction, and also 
ease the impact of retirement on other members of a group prac-
tice. These approaches can be viewed as ways of keeping physi-
cians in the workforce and improving work satisfaction. In some 
specialties greater part-time work before full retirement was noted 
among women compared to men [14, 15].There are caveats with 
part-time work: compensation might not be comparable to full- 
time work if pay is considered on an hourly basis of compensa-
tion; an individual may actually put in full-time effort and hours, 
yet be compensated an a part-time basis; the characteristics of 
one’s clinical practice might be impacted, such as limiting type of 
patient to be evaluated or procedures performed; one might be 
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perceived as less dedicated; opportunities to engage in special 
projects may be viewed by others as an inconvenience [16]. 
Additionally, the aim is to reduce hours of work and care needs to 
be taken that the same number of patients are not scheduled in a 
reduced time frame! Impact on pension plan is a key consider-
ation. Contemplation of any reduction in number of hours worked 
at any time in one’s career must be coupled with careful review of 
the impact on future pension distributions. One guide for part- 
time employment has been developed by the American College of 
Physicians [17].

Another consideration is full retirement followed by continued 
professional clinical activity in a locum tenens position or, for 
some specialties, telemedicine. Medical consulting such as for 
law firms, pharmaceutical industry, medical device company, 
insurance companies, or other entities are among other options for 
those retirees who wish to continue to participate in medicine pro-
fessionally but without clinical patient activity [18].

In summary, most physicians prefer gradual retirement which 
permits a growth into the next phase of life.

• Reduction in work hours might be accomplished by flexible 
and fewer hours of work, job-sharing, or decreasing on-call 
demands.

• Creative institutional flexibility in considering gradual retire-
ment options can be a positive force.

• Any reduction in hours of work must be preceded by careful 
review of the impact on current and future financial status 
including pension distributions.

• Any contractual agreements between the physician and institu-
tion or group require careful review.

• There are many options after retirement for continued partici-
pation in medicine professionally that do not include direct 
patient care.

• For Dr. B. in the scenario, there is a sense of urgency as she 
contemplates her next step. She regrets that she has not spent 
time exploring these issues and strategically considering her 
late career options.
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Planning

This is the key to successful retirement. The word “retire” con-
notes withdrawal, an exit, or departure, all rather negative descrip-
tors. To this author “retread” is a more optimistic term to apply to 
this phase of life where freedom of personal and/or professional 
reinvention and continued growth can occur. There are what the 
author terms the Five F’s of Retirement Planning: Fitness, Fam-
ily, Friends, and Fun, all of which cultivate a sense of personal 
well-being, and Finances. The goal should be transition “to” 
another phase in life not only “from” medicine. Ideally, retirement 
planning – so called “ exit strategies” – should receive as much 
enthusiastic attention as career planning and preferably early on 
in one’s career. It is better not to be like “the dog chasing the car,” 
that is, all in for the chase but not knowing what to do when it’s 
caught [19]. The success of this transition zone has a great deal to 
do with thoughtful, early planning and knowing one’s self. The 
plan should be adaptable to withstand unexpected situations such 
as some of those experienced by Dr. B. in the scenario, but flexi-
ble enough to permit ability to embrace new opportunities that 
might arise and offer further zest to life. This can be a time of 
reinvention: “I am the master of my fate/ I am the captain of my 
soul” [20].

A myriad of meaningful activities are possible after retire-
ment that can include volunteer work inside or outside of medi-
cine [21]. Many rewarding opportunities might be considered, 
such as mentoring, teaching, writing, donating time to free med-
ical clinics locally or abroad, or speaking to the community 
about public health issues. Local medical societies, national and 
subspecialty medical associations, medical schools, and training 
programs as well as community non-medical volunteer networks 
such as the Corporation for National and Community Service 
(https://nationalservice.gov), family, and friends can all be 
resources to access. There is meaning in life after full-time clin-
ical practice. Healthcare organizations and medical societies 
have an opportunity to educate late-career senior physicians 
about the possibilities.
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Six significant practical insights about retirement were recently 
shared by survey technique of 1200 retired American physicians 
[22]. They underscore the need to take the time to truly consider 
options, to know one’s goals, wants, and needs. The first emphasis 
was the benefit of a gradual transition to retirement such that time 
could be taken to cultivate life outside of medicine, a so-called 
“growing into retirement” phase of 1–2 years, as has been out-
lined above. Defining and planning meaningful activities was 
stressed. Assessing goals before retirement and considering strat-
egies to achieve them, taking care of one’s health, and making a 
commitment to enjoy retirement were other important insights 
shared by these retirees. The last two insights related to financial 
wellness: financial planning and priority spending. Financial 
planning with one’s spouse/ partner and a financial advisor was 
considered of utmost importance and, ideally, initiated early in 
one’s career. Re-assessment of wills, insurances, power of attor-
ney, estate plan, and advanced directives should be done. The last 
insight shared by this group was the importance of prioritizing 
spending to live within one’s means. A clever way of thinking of 
finances over the years of retirement might be to consider three 
phases of this chapter: go go, go slow, no go!

The importance of early financial planning cannot be over 
emphasized as it can impact not only the timing of retirement but 
also the possibilities of what retirement will look like [23, 24]. 
Conversely, poor financial planning is a barrier to retirement [1, 
12]. Planning for retirement should occur over one’s medical 
career [23–27]. Early considerations ideally include establishing 
a team of advisors including a financial expert, attorney, and 
accountant; obtaining life and disability insurances and consider-
ing insurance for long term care, too; and creating a will, develop-
ing advanced directives and establishing power of attorney. 
Mid-career actions might include paying off debts, maximizing 
retirement contributions, monitoring investments, re-assessing 
insurance needs, updating wills, and developing an estate plan. At 
age 50 years and older, updating financial goals, reviewing annual 
budgets especially expenses, and reviewing pension plans and 
other potential sources on income need to be the focus. Review of 
wills, advanced directives, and power of attorney should be done 
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at every phase as with any major life transition such as having 
children. Insurance, especially health insurance, must be consid-
ered carefully, particularly if retirement occurs before the age of 
Medicare eligibility in the United States.

Barriers to retirement planning can include poor personal 
financial management including simply a lack of personal inter-
est, rigid institutional policies that favor full retirement over grad-
ual, and a professional culture that favors work over other aspects 
of life [1, 28]. Facilitators of physician retirement include finan-
cial planning resources offered to physicians at multiple times 
throughout their careers, opportunities for gradual transition 
toward retirement, and the introduction of the concept of career 
mentorship by supporting collaborations between younger and 
older physicians [12]. There is an opportunity for organizations to 
provide easily accessible support [29]. Areas of support could 
include retirement planning, basic income tax services, college 
planning for children, short- or long-term disability planning, or 
other areas of financial counseling such as life insurance, long- 
term care insurance, basic estate planning. But also organizations 
can provide support for professional issues such as burnout, time 
management, and work-life integration, as well as for personal 
issues such as those facing Dr. B. in the scenario above. 
Professional medical associations such as the American Medical 
Association, the American College of Physicians, and many spe-
cialty societies also offer guidance, resources, and support.

If a physician decides to retire, any contractual agreements 
must be carefully reviewed. Any employment contracts with a 
group should be assessed, especially with respect to advanced 
notification of retirement [27]. In a group practice, responsibility 
for patient records and patient transition would be assumed by the 
group. For those in private practice, state requirements for record 
storage, retention, and accessibility need to be reviewed and 
arrangements made for this as well as smooth transition of patients 
to other providers. Requirements of malpractice carriers and state 
medical licensure need to be reviewed thoroughly.

With her recent surgery for cancer, Dr. B. has reviewed her will 
and advanced directives, but she did not review her long-term 
financial plan including her group’s pension plan in which she has 
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participated, details of her contractual arrangement with her 
group, nor her insurance policies. She regrets not having taken 
full advantage of financial counseling services offered by her 
group early on in her career; she let demands of the practice and 
of her family supersede time spent on long-term planning. Only 
now does she fully appreciate how important planning throughout 
her career should have been. Her inclination is to retire from full- 
time practice, but she is uncertain what impact early retirement 
will have on her future. Planning in advance for the expected and 
unexpected would have placed her in the “driver’s seat” instead of 
circumstances driving her.

In summary, a retirement plan should

• Begin early in one’s career and be re-assessed throughout the 
span of a career

• Be based on realistic goals with thoughtful strategies to achieve 
them

• Be flexible enough to adapt to unexpected circumstances
• Be developed by a team with expertise in finance, law, insur-

ance, and accounting
• Be financially sound with attention to a realistic budget
• Be attentive to contractual arrangements with the workplace 

and to whether the employer supports late career transitions to 
retirement

• Take advantage of any planning services offered by the 
employer

• Embrace a healthy lifestyle and a commitment to enjoy this 
phase of life and late career

• Be open to new opportunities

Healthcare institutions would be wise to offer comprehensive 
retirement planning that includes but is not limited to financial plan-
ning and is triggered at key times throughout the course of a physi-
cian’s career. Such programs could prevent sudden unexpected 
departures, decrease burnout, and increase fulfillment by tapping 
the wisdom of senior physicians. These early-, mid-, and late-career 
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discussions either within one’s specialty department, HR, or other 
office geared toward support of the clinicians could include:

• Assistance with financial planning, wills, advanced directives, 
and adequate insurance health and malpractice coverage

• Surveys of “what is important to me” to clarify interests inside 
and outside of medicine

• Strategies for gradually scaling back over time and increasing 
attention to other pursuits or family focused activities

• Wellness coaching
• Opportunities to be mentored by retired or late-career 

physicians
• Opportunities for mentoring students, trainees, and early career 

physicians
• Opportunities to refine and tailor one’s practice over time to 

take advantage of an individual’s expertise and interests

How Physicians Adjust to Retirement

This has been the subject of a systematic review of peer-reviewed 
English-language literature published with quantitative and/or 
qualitative analysis [30]. Generally, retirement was viewed as 
positive. Financial security, good health, engagement in meaning-
ful activities, and improvement in quality of time spent with fam-
ily including spouse and relatives correlated with adjusting well 
to retirement. Having a plan enhanced adjustment. Poor health of 
a spouse had a negative impact and correlated with depression in 
the retiree; some retirees suffer depression with leaving active 
medical practice [31].

AMA Insurance has reported on the financial preparedness of 
retired physicians in the United States and retirement satisfac-
tion [32]. The survey included 1202 physicians representing the 
broad spectrum of medical and surgical specialties; 13% were 
female and 85% of respondents were married. Twelve percent 
had retired at less than 60  years of age; 14% retired at age 
75 years or greater. Eighty percent of respondents were either 
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satisfied or very satisfied with retirement, while 9% were either 
dissatisfied or very dissatisfied with retirement. Eleven percent 
of respondents were neutral. Most retired physicians were lead-
ing full, active lives with over 80% spending time with friends 
and family, as well as leisure activities (76%) and travel (60%). 
A significant percent (41%) engaged in volunteer work, taught 
(16%), worked part- time (17%), consulted (15%), or started a 
new business (4%). No details were given about the amount of 
time devoted to past profession.

The top 5 factors that impacted satisfaction in this survey were 
age at retirement, financial knowledge and status, initiation of sav-
ings early in career, and use of a financial planner. Those who 
retired under age 60 years were more likely dissatisfied or very 
dissatisfied; those who retired between the ages of 60 and 65 years 
were most satisfied. Nearly 30% of those who retired before the 
age of 60 years viewed their financial status as behind where they 
would like to be. Seventy-one percent of the respondents who 
judged themselves financially savvy and understood their personal 
finances were more satisfied with retirement compared to those 
who rated themselves as not very knowledgeable. Nearly 3 out of 
4 retired physicians worked with a professional financial advisor 
and they were more likely to be satisfied with their retirement than 
those who did not. Forty-seven percent of those who did not use a 
financial advisor preferred to handle their own finances.

Satisfaction in retirement also depends on being confident that 
financial fitness extends throughout retirement, and this confi-
dence depends on a number of facets including at what age one 
retires, health, and longevity. Overall, in the AMA Insurance sur-
vey, respondents were confident that their retirement funds would 
last. Living within one’s means, wise investment decisions, gener-
ous savings, and having a financial advisor who shared that view 
bolstered confidence. Conversely, market volatility and less sav-
ings lowered confidence that retirement funds would last. Major 
health issues, unexpected costs that rapidly reduced savings, sup-
porting other family members, or having spent too much early in 
retirement years reduced confidence.

Returning to Dr. B. in the scenario, if she had made retirement 
readiness a part of her overall career planning, she could deliber-
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ate more confidently on a broader range of options leading to a 
satisfying retirement – even at age 59 years. Greater satisfaction 
in retirement is more likely achieved if the following factors are 
considered:

• Be enthusiastic about retirement planning and begin it early in 
the course of a career; be attentive, reassess, and adjust the plan 
over time.

• Be knowledgeable about finances, work with a professional 
financial advisor, and save early.

• Be aware of contractual arrangements and insurance cover-
ages – including that for health.

• Be open to opportunities along the course of a career trajec-
tory; in particular, be aware of potential possibilities permit-
ting a gradual retirement that do not impact pension distribution.

• Be engaged in meaningful activities; know your interests and 
what gives you satisfaction.

• Be healthy!

 Gaps and Opportunities

The limited data currently available indicates that there is substantial 
overlap but also key differences between male and female physi-
cians in terms of when and why they retire, the patterns of retire-
ment, reasons for retirement, and how they adjust to retirement. As 
greater numbers of women approach retirement age, there is an 
opportunity and a need to investigate in detail all aspects of their 
retirement including planning and to develop more tools to support 
this phase of career and life. Among opportunities are the following:

• Study ongoing demographic trends among male and female 
physicians including age at retirement, pattern of retirement, 
reasons for retirement, perceived key stressors that might have 
impacted time of retirement, and details of degree of financial 
planning undertaken and when it was initiated. Such data can 
inform future workforce needs and needs of female physicians 
in particular.
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• There is no data to the author’s knowledge of minority female 
physicians and aspects of their retirement.

• Develop educational tools about retirement that are geared to 
female physicians.

• Gather data about activities undertaken by female physicians 
in retirement, in particular volunteerism, care for family 
members or friends, and professional versus non-professional 
activities.

• Assess satisfaction of retired female physicians and factors 
that positively or negatively impact it.
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Changing the Culture 
and Managing Imposter 
Syndrome

Chee-Chee Stucky

The face of burnout is unquestionably ugly. And the effects of 
burnout aren’t just confined to the hospital. Burnout infiltrates 
every part of our lives, including our families, our friends, and our 
physical and mental health. Many drivers of burnout, including 
lack of work-life balance and emotional exhaustion, dispropor-
tionately affect women [1]. It’s time to address this issue. 
Unfortunately, attempting to eradicate each risk factor one by one 
would be like playing a game of Whac-A-Mole. This is because 
many of the drivers originate from a deeper force: the overall cul-
ture of medicine. It is a complex culture founded by self-sacrific-
ing physicians who worked countless hours, denying themselves 
personal comfort to ensure excellent care for their patients. For 
decades this philosophy was the standard, but the turn of the cen-
tury brought about work-hour restrictions and a shift of expecta-
tion toward well-being, particularly for physicians in training. 
Although these regulations reduced the number of weekly hours 
worked by residents, many institutions struggled with inadequate 
staffing which often shifted the work load to the attending physi-
cians [2, 3]. As a result, the persisting culture of medicine still 
includes a “suck-it-up” mentality, which looks down on work-life 
balance and physician well-being, particularly when it comes to 
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women, who traditionally believe we must work harder and lon-
ger to prove we are worthy of the title “doctor” [4]. This culture 
places women physicians at a significant disadvantage with 
inequalities in salary, career advancement, leadership opportuni-
ties, and performance standards. It is a setup for burnout [1]. And 
in my experience, those who express interest in rebuilding our 
culture to make it more sustainable are often met with disap-
proval. So why are we in medicine so reluctant to improve our 
environment? Shouldn’t we want to make a culture that allows the 
next generation of physicians to look forward to going to work 
each day? If we don’t make the change soon, we can only expect 
more burned out doctors.

While some have already accepted the onerous task of initiat-
ing culture change by altering practice and institution policies as 
well as researching best approaches to implementing change, a 
widely accepted process is yet to be established [5–7]. This may 
be a result of resistance to change, lack of awareness of the need 
for change, or lack of appreciation of the benefit that cultural 
change would bring, particularly for the next generation of physi-
cians. Ultimately, there is no single modification that will result in 
a revitalized culture conducive to preventing physician burnout. 
The solution to the problem of a disillusioned culture will be mul-
tifactorial: starting specifically with transforming our individual 
approach to our colleagues, empowering the influencers, rebuild-
ing the institution of medicine, and changing the way we look at 
ourselves.

 Start with the Individual

With all of the amazing advancements of modern medicine, it 
would seem that the culture would progress at the same pace, to 
become one that is non-discriminating, forward thinking, and 
interested in the preservation of a bright future. Yet, among the 
generations within medicine, there are hold-outs. Published arti-
cles, national presentations, and social media are full of stories 
like that of Dr. Esther Choo, an emergency room physician in 
Oregon. After delivering twin babies, Dr. Choo struggled with the 
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stress of returning to her medical career and research while caring 
for newborns at home. When she sought out encouragement from 
her professional female mentor, Dr. Choo received hostility 
instead [8]. Sadly, this story prompted innumerable replies from 
women in science of similar experiences with mentors stating “I 
had to go through it, so should you.” Why is this a standard 
response by both men and women? First, let us acknowledge the 
fact that these dogmatic physicians undoubtedly had to struggle 
through a long period of education, followed by training and 
likely stretches of financial discomfort, only to have extreme 
stress and demands placed on him or her once past all of the train-
ing and education. We should all be incredibly thankful to these 
medical pioneers, especially the women who made it through 
such difficult times, because they paved the way for the next gen-
eration of physicians to start having a voice. But, unfortunately, 
what often happens when the next generation tries to implement 
their voice is that these same pioneers seemingly resent the fact 
that the more vocal physicians will theoretically not have endured 
the same struggles as they did. It is almost as though the expecta-
tion is that all physicians, no matter the generation, have to go 
through a rite of passage that includes poor work-life balance, 
discrimination, and isolated, extreme physical and emotional dis-
tress in order to prove our dedication to medicine. This way of 
thinking needs to be eradicated. We should be approaching the 
next generation from a different perspective. For instance, like so 
many other parents, my mother, an immigrant from Taiwan, 
worked tremendously long hours to help provide food and shelter 
for our family. She did so with the dream of having more oppor-
tunity for her children than she had herself. What if we as indi-
viduals had that same desire to make the opportunities better and 
more available for the next generation of physicians? What would 
that look like?

The first thing we would do is make a deliberate effort to elim-
inate microaggression from our conversation. Whether conscious 
or unconscious, microaggression is a behavior that ultimately 
insults a marginalized group of people. The halls of any teaching 
hospital have likely heard an attending physician comment on 
how the millennial residents need “nap time.” This joke is in 
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reference to changes in resident duty hours, specifically man-
dated limits on call shifts and hours and days worked. It is a small 
dig suggesting that residents are not working as hard as the ear-
lier generations of physicians who never had work-hour restric-
tions. And there are other, more subtle microaggressions that are 
specifically directed toward women. For instance, have you ever 
noticed women doctors are addressed differently than men? 
Female residents are often told to have the nurses call them by 
their first names so they will not seem arrogant or unapproach-
able, but the same rule does not apply to the male residents [9]. 
Additionally, Dr. Files and colleagues demonstrated that male 
physicians introducing male physician speakers at Internal 
Medicine Grand Rounds used the professional title of “Dr.” 
72.4% of the time while female physicians introduced by men 
were afforded the use of their professional title only 49.2% of the 
time (p = 0.007) [10]. This simple difference seems innocent but 
actually demonstrates a lack of respect for the women physi-
cians, their education and their position. Ultimately, these forms 
of individual microaggression thwart institutional effort toward 
well-being and equality. Changing our culture means individuals 
must stop making slighting comments passed off as jokes and 
start using edifying and respectful words in everyday conversa-
tions. Eliminating microaggression means we also must be will-
ing to apologize when we misspeak. This is particularly important 
in the wake of the #MeToo movement in which individual male 
physicians across the nation have made comments like “Oh, can 
we even shake hands anymore?” implying that they no longer 
want to work with female colleagues for fear of being falsely 
accused of harassment [11]. Those who are thoughtful of their 
words and the impact they have on the opposite gender know that 
harassment is not actually a misperception of jokes. Implementing 
a tone of mutual respect for colleagues despite gender is the 
foundation of a culture conducive to women’s academic success 
in medicine [12].

Each individual must also have a desire to change. Instead of 
upholding and clinging to the practices of the “good old days” we 
must ask ourselves, “How can we make things better?” It requires 
a personal effort to educate ourselves on the implicit gender bias 
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that results in barriers for the advancement of women in medicine. 
This not only requires an individual to recognize divisive speech 
but also to have the self-confidence to carry out the amplification 
of others. Those who practice “amplification” use a technique first 
described by the Washington Post during the Obama administra-
tion in which female West Wing aides would restate important 
ideas of others and give recognition to the individual responsible 
for the idea [13]. Integrating this technique into our medical cul-
ture would build inclusivity and promote a role in decision mak-
ing for junior women faculty whose voice might not otherwise be 
heard. Those who are successful in practicing this technique have 
often surrendered their own recognition for the advancement of 
their colleagues. It is this type of behavior that changes a culture.

 Enable the Influencer

I recently met with one of our department’s most senior woman 
surgeons. When we sat down to discuss her experience in the 
male-dominated world of surgery, I fully expected to hear horror 
stories of mistreatment particularly early in her career. This 
would have been around the time when surgeons were at their 
peak of pride for working long hours and spreading rumors of 
100% divorce rates during their residencies. However, I was 
quite surprised to find out that this surgeon had a good experi-
ence as a woman in surgery early in her career. She did not note 
any feelings of being held back at the starting line. She affirmed 
that she was treated with respect and as a colleague even when 
just starting out as the only woman in a small group of male sur-
geons. It wasn’t until mid-career that she began feeling the effects 
of gender discrimination. When asked what she thought the rea-
son for her early career success was, she answered without 
 hesitation: the chair of the department. He was an 
 internationally-known surgeon who had a desire to build a world-
renowned department of surgery. This particular chairman was 
unbiased when he recognized talent. He supported those who 
worked under him and was welcoming of all types of people. In 
essence, he set the  cultural tone of the department, that of inclu-
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sivity and collegiality. And in this culture, the junior female sur-
geon thrived. Recent efforts to change the culture of medicine 
recommend a “top-down” approach, which places significant 
responsibility on the leader of the group – often the hospital CEO 
or department chairperson [5, 6, 14, 15]. In countries such as 
Sweden and Australia, action plans established by university 
vice-chancellors encourage the recruitment of women physicians 
for academic positions to redress gender inequities. While these 
are important steps, mandating leaders to proceed in this manner 
falls short of establishing a culture conducive to women’s aca-
demic success. One might assume that if reluctant leaders are 
forced to implement mandated changes, the new culture is 
founded on unaddressed, inherent bias that will collapse at first 
opportunity. Since men are predominantly in leadership positions 
at academic hospitals, it is easy to place the blame on them for 
the lack of progress in our culture. However, as described in our 
earlier example, the chair of surgery and other male leaders have 
successfully cultivated environments where both women and 
men are nurtured. The way these leaders have been successful is 
by demonstrating sincere support of their faculty without prompt-
ing. To establish an enduring culture change that is inclusive and 
collegial, our leaders will deliberately seek out ways to promote 
equality for women in the intangibles: access to resources and 
office space, participation in formal and informal meetings, and 
adequate coverage for maternity leave. Boyle et al. have shown 
that men functioning as ambassadors of change have a positive 
impact on the job satisfaction of women in medicine [16].

Make no mistake, men are not to be entirely blamed for the lack 
of advocacy for women in medicine. Women in leadership have a 
major responsibility to promote their peers. In fact, we in the medi-
cal community have believed so strongly that women physician 
leaders will be the answer to the problems with our culture that for 
years, we have been pushing for more women in medicine. The 
Theory of Critical Mass has been applied to academic medicine, 
which suggests that once a proportion (>30%–35%) of faculty are 
women, their impact on culture change will be evident. Now that 
our entering medical school classes are  consistently populated 
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with 50% women students, we have finally achieved a critical mass 
of women faculty in academic health centers [17]. However, what 
researchers have found is that the evidence for an influential role of 
women as catalysts for change has yet to materialize. There are 
likely several reasons for this, one of which is a phenomenon 
labeled “Queen Bee Syndrome,” and a point of discussion interna-
tionally. The traditional belief is that women mentors are not only 
less likely to promote their fellow women, but intentionally keep 
them at a lower level. The motives are thought to be multifactorial. 
These include everything from an evolutionary basis where women 
are used to competing with other women for survival and mating 
to women purposely acting like men to avoid appearing like the 
“other” women [17–19]. Regardless of the underlying motives of 
Queen Bee Syndrome, the cry for cultural change in medicine has 
brought about an awareness of this problem and a call for women 
to support each other through their academic careers.

So how do we remedy the fact that a critical mass of women in 
academic medicine has not substantially improved medical cul-
ture? Several studies suggest that the answer to our problem is by 
enabling “critical actors” or influencers to initiate cultural change. 
This means that we identify individuals – not critical masses – 
who are inspired to improve our culture and give them the 
resources and support to implement changes. Successful influenc-
ers are not only positioned as department chairs or medical school 
deans. They drive change in numerous ways including leadership 
within national societies and organizations, publishing research 
demonstrating gender inequities within our medical culture and 
speaking up through the media. On a smaller scale, that might 
include four young women surgeons meeting for lunch every few 
months to provide encouragement to each other, or female radi-
ologists leading tumor boards overwhelmingly made up of male 
physicians, or hospital internists offering to take the final shifts of 
a female colleague at her gestational term. The inspiring voice of 
these influencers will result in a culture where women physicians 
feel empowered to ask for help and will find support in each other 
and their leaders in not only times of burnout but in our everyday 
practice.
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 Transform the Institution

The medical world still has a long way to go in addressing 
inequalities. Even the mandatory female quotas enforced by insti-
tutions were not successful in developing career satisfaction in 
junior women faculty. Why? Because gender parity is not the 
same as gender equality. Career satisfaction, and subsequently a 
reduction in burnout, results when women are valued for their 
contributions to medicine and research and respected for their 
knowledge and education. The intangible concepts of value and 
respect are not achieved by merely ensuring an equal ratio of 
women to men in the workforce. These core principles are estab-
lished when medical institutions “sustainably promote gender 
equality in academic medicine.” [5] This means institutions must 
eliminate the long-standing culture of discrimination, starting 
with salary gaps.

We have well-documented evidence that women physicians 
consistently have lower salaries and are less likely to be promoted 
in academic rank or leadership than their male colleagues of equal 
qualification [20–24]. Many explanations have been used to jus-
tify this fact including women are more likely to work part time, 
women more frequently work in underserved communities where 
the reimbursement is lower, and women are not as productive in 
research as their male counterparts. Yet, numerous studies have 
shown that when adjusting for covariates such as these, women 
physicians still earn up to 25% less than men [25]. Similarly, stud-
ies have shown that despite the required presence of gender- 
equitable policies within academic institutions, women still 
experience inadequate institutional support for advancement [7]. 
In 2018, the American Association of Medical Colleges reported 
13% of all medical school faculty women held the title of full 
Professor, compared to 29% of men [26]. Others have noted that 
the time to promotion is statistically longer for women physicians 
than men [24]. In other words, by compensating women at a lower 
level than men and withholding their promotions, institutions are 
reinforcing a culture which validates disrespect toward women 
and perpetuation of bias. Institutions ready to transform the 
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 culture of medicine must do so by launching transparent salaries 
and setting overt a priori objectives for promotion across the 
establishment.

Does this mean that women working part time should be given 
equal salary and equal opportunity for promotion as those work-
ing full time? Time and again we hear the rationale that women 
physicians have “chosen to take a back seat” in their careers due 
to family priorities. This mindset notoriously suggests that 
women have less career motivations, less career confidence, and 
less ambition to take on leadership positions. However, if you 
were to ask one of our junior Endocrinologists what her work 
schedule is like now that she has reduced her full-time effort to 
80%, she would tell you that she continues to see the same num-
ber of patients and produces the same amount and quality of 
research that she was doing at 100% effort. How did she do this? 
By cutting back hours at work, she gained flexibility allowing her 
to better manage both the demands of home and work. Thus, she 
is now working more efficiently in fewer allotted hours but for 
less income. The dedication demonstrated by this Endocrinologist 
would suggest that she continues to find fulfillment in her career 
and is equally motivated to help her patients as any other full-
time employee. There is no reason that someone like this should 
be compensated at a lower rate or be passed over for promotion 
just because her position is considered a part-time effort. But this 
is a book about burnout—and one way to produce burnout is to 
be overworked. So, perhaps we should not base all compensation 
and promotion on productivity measures. In fact, recent studies 
show that women physicians are more successful than male col-
leagues when implementing preventive health measures [27]. 
They also have statistically lower readmission and 30-day mor-
tality rates compared to male colleagues as Tsugawa et  al. 
reported in JAMA Internal Medicine [28]. The data are clear that 
women physicians are overwhelmingly motivated, and therefore 
now is the time to be innovative when determining compensation 
goals and intentional in efforts to develop a diverse group of 
leaders. In fact, groups like the University of California, San 
Diego; Emory University; the University of Alabama at 
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Birmingham and several European institutions have implemented 
novel strategies that  promote gender equality at a sustainable 
level [29]. These plans include quality-based rather than quan-
tity-based salary, flexible work-hours and equal benefits for part-
time employees. They also include mentorship across a team of 
multiple senior faculty, early participation of junior faculty in 
curriculum-based career development programs, and well-
defined parameters of academic excellence that take into account 
longstanding disparities for those medical professionals at risk of 
experiencing inherent bias [5, 29]. For a cultural transformation 
to be successful, academic medical institutions must establish a 
new framework that looks past the bottom line and nurtures pas-
sion for the practice of medicine.

 Managing Imposter Syndrome

Clearly, changing the culture of medicine to protect women physi-
cians from burnout is going to take participation by everyone: 
including ourselves. Sometimes, we are our own biggest barrier to 
change. We speak up for equality in compensation, leadership 
opportunities, and recognition for high quality work, but deep 
down inside, we tell ourselves that our jobs well done came out of 
luck or hard work and in reality we’re not worthy of success. This 
phenomenon is called Imposter Syndrome and plagues women 
around the world and throughout all facets of medicine [30, 31]. 
We may underestimate or downplay our abilities resulting in our 
over preparation or procrastination for tasks, which once accom-
plished seems undeserved. Ultimately, we convince ourselves that 
if we accept opportunities for advancement, we will eventually be 
discovered as a fraud. In reality, studies have demonstrated that 
women perform at the same level as their male counterparts 
despite the fact that they consistently underestimate their own 
ability [32].

There are many potential reasons for Imposter Syndrome and 
it is not a phenomenon isolated to women [30]. However, in this 
particular culture, we must recognize Imposter Syndrome as a 
barrier to change. If we want to see the medical culture revolu-
tionize into one of mutual respect and value, we have to believe 

C. C. Stucky



563

that we are deserving of such a culture and overcome Imposter 
Syndrome, transforming our thoughts and behaviors into those of 
women physicians who believe they are deserving of respect and 
value. Drs. Armstrong and Shulman have listed personal strate-
gies to manage imposter syndrome [30]. These include acknowl-
edging its existence, admitting imperfection but eliminating 
self-criticism, acting confident, and finding self-worth in personal 
strengths and values. Trying to tackle Imposter Syndrome in iso-
lation is extremely difficult, so we must willingly ask for help 
from each other, support our colleagues, be willing to be vulner-
able, and mentor those in earlier stages of change. We say it is 
time for a new culture, now we must believe it ourselves.
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 Introduction

Despite widespread knowledge that the current practice of health 
care is injuring physicians worldwide, very little has been done 
on a systems level to mitigate its spread. Responsibility for this 
trend is shared across a variety of domains, from governmental 
systems to large health-care employers, to the numerous small 
clinics scattered across the national landscape. Women physi-
cians carry a growing and disproportionate burden of burnout, 
outpacing men with an estimated 20–60% increased odds of suf-
fering from this preventable condition [87]. A variety of ideas 
have been shared in the literature to combat this epidemic, but the 
solution to an individual’s burnout will not likely to be found in 
any one suggestion. The cure may be as complex as the female 
physician herself. Solutions that impact the drivers of burnout 
may be found among the layers of ideas found within this chapter 
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and will likely stem from a compilation of work pulled from sev-
eral directions within the system; each owned and rolled out by 
different owners.

 Burnout

How do we as a nation take care of the people who care for us? Is 
it not in our best interest to ensure that the people that we entrust 
with our lives are healthy?

How do we as employers expect a physician to work 80 hours 
a week without balancing their personal commitment with a 
system- wide effort to support that work? Is it not in our best inter-
est to ensure an efficient workforce, showing respect for their per-
sonal engagement while enhancing our system-wide metrics?

How do we as educated women, with our perfectionistic ten-
dencies, high levels of empathy, and dual jobs roles, at work and 
at home, take care of ourselves? Isn’t it in our best interest to 
ensure that we are balanced and healthy, living long and strong?

Burnout was described as early as 1928 by S Dana Hubbard, the 
director of the Bureau of Public Health Education for New York 
City, when he noted that physicians took their own lives more than 
twice as often as other educated men. He recommended almost 
100 years ago that “our scheme of medical practice, as it relates to 
hours and relief, (should) be revised” [31]. Unfortunately despite 
that century-old observation, research until recently has been in 
short supply and riddled with cross-sectional studies of short dura-
tion, diversity across specialties limiting transference, low N’s, and 
inferred suggestions [87]. If burnout stemmed from a singular 
source, the issue would have been resolved; but no one entity is 
responsible for the diversity of causes. Complex problems such as 
governmental regulations, financial pressures, societal expecta-
tions of the patient populations drawn to a female physician, and 
the historical medical hierarchy created by men for men, most of 
whom had support at home and could focus on work [44], are 
examples of causes with seemingly immovable solutions. There 
are also less complex local issues, such as required patient vol-
umes, call burden, and workflows created by Electronic Health 
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Records (EHRs) that could be seemingly managed at a team level 
but aren’t routinely or easily addressed. Social factors further com-
plicate things, as we continue to see a change within the patient/
physician dynamic, once a relationship known to combat the 
effects of burnout, now it carries the potential to undermine that 
value. As patients’ increasing see health care as a business, their 
trust in clinicians and the health-care system erodes [6], while at 
the same time, we are seeing frustration among clinicians when 
patient’s decisions differ from their professional recommendations 
[2]. That said, there is growing recognition within health-care 
organizations that they must act to thoughtfully address systemic 
drivers of burnout, and research studies on the topic are rapidly 
accumulating. By delving into the existing science and listening to 
the physicians, we can develop sound guidelines and innovations 
to move us toward a culture of health care that dares to care for our 
care givers.

 Sex Differences That Impact Burnout

First it is important to point out that we need to read the current 
literature with an understanding that medical research has for 
many years been male dominated. Likewise, research on burnout 
has largely lacked female-specific causes and solutions, despite 
the known typical differences between men and women. Thus, in 
order to better understand some of the key systemic drivers of 
burnout, we need to recognize those disparities and only reach 
conclusions after keeping these factors in mind. Briefly, and not 
fully inclusive of what makes the genders unique, research sug-
gests that when compared to men, women physicians/surgeons:

• Demonstrate higher levels of emotive  empathy with patients 
[30], which puts them at higher risk for compassion fatigue 
when stressed [24]. In 1989 Carol Williams stated, “It is 
hypothesized that high emotional empathy may predispose 
helping professionals to emotional exhaustion and that 
 emotional exhaustion, if not mediated by personal accomplish-
ment, may lead to the development of depersonalization [89].”
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• Have patient panels that are dominated by female patients, 
many of whom have complex psychosocial needs and require 
a more time-consuming type of communication.

• Lack exposure to female role models in leadership.
• Work in care teams where, despite being the “top of the pyra-

mid,” they may struggle with being verbally challenged, or 
be  criticized more harshly, and interrupted more often by 
their female clinic support staff, thus having to navigate their 
work relationships differently than male physicians [30].

• Are historically taught to cope with stress by internalizing or 
ruminating. They are also more likely to use the maladaptive 
coping mechanism of self-blame, a tendency characterized by 
criticizing or blaming oneself for things that have happened 
[73]. “The internal ones, those self-perpetuating internal wars 
that so many women wage with themselves, can be just as dam-
aging, if not more so (than external pressures). Perfectionism, 
guilt, over commitment, reluctance to delegate, and not setting 
realistic limits are all examples of internally generated stressors 
common among these high achievers.” [13]

• More often feel unsafe in reoccurring situations at work.
• More often hold primary responsibility for their children and 

the management of their households [21] and feel a social 
pressure to do so.

• More often are in a dual career household [21].
• Historically tend to be in primary care, a field with high levels 

of burnout that has changed dramatically over time, that is, 
with its wide diversity of patient concerns intermixed with an 
increased complexity of patients, increased demands for non- 
face- to-face work, and increased demands for higher volumes 
due to declining reimbursement for primary care services, all 
complicated with cumbersome EHRs that not only have 
increased clerical tasks but have blurred that fine line of work/
life balance. Primary care also sits at the front line, holding the 
lion’s share of the growing list of quality metrics and the 
changing societal views on health care.

Of course, male physicians also struggle with burnout, but 
when looking at large factors that burn men and women out 
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equally, such as EHRs designed for business offices and the bur-
den of constant change and metrics that don’t align with their per-
sonal values, women physicians may perceive those stressors 
differently than men do. Not better or worse, and even if all things 
are equal in a work environment, it is our experience that women 
tend to respond, relate, and live a different experience.

 Overview of Five Categories of Work

Although not experts on burnout in the female physician, Dr. 
Hardesty and I work together on a team locally coordinating 
efforts to combat burnout. Like many of you, we’ve been reading 
and searching for practical solutions. Through listening to what 
physicians across the country are saying and what the experts 
offer as suggestions, we have chosen to break the work down into 
five basic categories. These categories are not suggestive of the 
causes of burnout but rather areas of work intended to offer insight 
into how a system, or an individual working in a system, might 
develop tactics in support of traditional organizational goals while 
improving the professional well-being of the physician (Fig. 19.1).

Our five focus categories include the following:

• Efficiency: How do you help a woman with work-life integra-
tion in an era where round the clock technology allows work to 
follow her without geographical boundaries and there is the 
expectation for immediate responsiveness? When under con-
stant pressure to perform, an individual not used to taking short 
cuts starts to take them and may slip from emotional exhaus-
tion into a deeper part of burnout defined by depersonalization. 
When there is a constant loss of efficiency partnered with 
increasing demands for her attention, are we surprised if 
there is an erosion of her personal integrity? Offloading a phy-
sician whenever possible, especially a woman who has histori-
cally done whatever it takes, is imperative to avoid this slide 
into burnout. This section includes some thoughts around the 
use of the Electronic Health Record (EHR), workflows, both 
indirect and direct care support, and nonclinical efficiency. 
Maslach et al. suggest that burnout is driven by “imbalances 
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between demands and resources” and efficiency is where we 
make up some of that ground. She states the risk of burn-
out further increases when “the workplace does not recognize 
the human side of work,” a delicate balance complicated by 
work overload, lack of control, insufficient reward, unfairness, 
breakdown of community, and value conflict [43]. For every 
hour spent on patient interaction, the physician has an added 
1–2 hours finishing the progress notes, ordering labs, prescrib-
ing medications, and reviewing results [90]. Simply put, sys-
tems that effectively reduce the burden of these clerical tasks 
for physicians will improve efficiency and reduce physician 
burnout.

• Engagement: How does an institution align with and retain a 
physician, constitutionally, socially, and emotionally? This 
includes aligning values, respecting the fine line between work 
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Fig. 19.1 Five categories of organizational initiatives showing direct rela-
tionships between the support of  the physician and the drive for organiza-
tional results
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and life, and being the voice of the physician and the patient. 
To combat burnout there is an organizational requirement for 
leadership engagement, which involves active listening, acting 
in response to what is heard, empowerment of staff, and align-
ing the why of every decision to a mission statement which is 
grounded in shared values.

• Team Building: How do we build a community, decrease the 
isolation of the female physician, and celebrate the commit-
ment of the care giver? We have somehow isolated physicians 
within a sorority of peers. It is critical we prevent the dissolu-
tion of the team that occurs when no one has the space to give 
while ensuring that members of our teams have a place to turn.

• Career Development: How do we encourage our educated 
female physician and show her that there is a way to integrate 
her career and life, enhance her natural skill of leadership and 
curiosity, teach her to be assertive, and give her the support to 
promote herself beyond her own expectations? As members of 
one of the most rewarding and respected societies, we need to 
buck the trend of decreasing career satisfaction in medicine 
over the past 30 years [54].

• Well-Being: How do we ensure that our team is resilient and 
grateful? How innovative would we be to have a team that feels 
free to care fully about patients without consequence of burn-
out and feels free to fully engage at home without the conse-
quence and feelings surrounding neglect of work? When one 
enters medical school, there is an assumption that there will be 
some personal sacrifices, loss of sleep, the occasional missed 
family event, stress due to involvement in high stakes situa-
tions; but not many physicians are ready for their career to 
evolve into depression, drug abuse, or suicidal thoughts. 
Women can engage in maladaptive coping strategies, overcom-
mit, and be self-critical, perfectionistic, and overly idealistic. 
The organizational system must therefore value personal resil-
ience, structured support groups, and physical health.

One caveat to keep in mind is that burnout is currently a hot 
topic, and in the time since we started researching the issue for 
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this chapter, there have been several new studies reported and we 
are aware of several large ongoing research projects. This chapter 
is really meant as a guide, using the background of prior research 
with extrapolation of ideas, combined with some common sense. 
Because of the diversity inherent within the branches of medicine, 
and the fact that not all specialties practice the same, not all health 
systems use their teams in the same fashion, and all women are 
unique, our intention was to build a template that will be a starting 
point to help navigate the complexities within individual health-
care systems or within an individual physician needing direction. 
For instance, a woman with an established career and grown chil-
dren may be more interested in career advancement and her phys-
ical health than a young primary care physician, just starting her 
family, who needs support with call and workflow efficiency. As 
in all things, we are learning as we go and despite the fact that we 
are scientists and find comfort in statistics and facts that are 
proven beyond inference, we must embrace the uncertainty cre-
ated by the lack of data. If the shoe fits (and we think it is pretty), 
we should wear it.

Also of note, the other chapters of this book have specific solu-
tions embedded within them that address the topics identified 
within those pages. Some of those solutions may be included in 
the following pages, but we would encourage you to look to those 
authors for more specialized solutions.

 Efficiency

The state or quality of being efficient, or able to accomplish some-
thing with the least waste of time and effort. (Siri 2020)

Throughout our long history, physicians have efficiently cared for 
patients as part of a care team. In many ways the team and its 
members remain the same, but the team roles played by each and 
the functional relationship between them have changed dramati-
cally over the last decade. This change is primarily due to payer 
requirements and the subsequent health system response. Metrics 
and finances have required an organizational attempt to create 
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efficiencies for itself by optimizing task alignment within its 
workforce, while minimizing cost and overhead. Not so long ago 
a physician was surrounded by team members, working side by 
side, assisting in the care of the patient, either directly or behind 
the scenes. By assisting at the physician’s side or as experts in 
their fields, team members allowed physicians to do what they 
were trained to do, that is, practice both the art and science of 
medicine. Now with physician-based order entry, the continuous 
evolution of documentation requirements, and a necessary under-
standing of the complexities of coding and billing, physicians 
often feel the brunt of a system built to make the business office 
efficient at the expense of the patient interaction.

No discussion on efficiency in clinical practice can develop 
without first addressing the topic of the EHR. Embraced by the 
government in 2009 as a solution to escalating cost, quality, and 
safety concerns, its use, in many forms, is widespread. With its 
complexity, security, and inevitable updates, it has transformed 
how physicians interact with their patients, their partners, their 
staff, and their families at home. Designed for efficiencies beyond 
the face-to-face patient interaction, it can undermine the personal 
relationships between physicians and patients and what was a 
well-established way of “connecting to purpose,” a connection 
defined later in this chapter as a solution to burnout. Since its 
inception, the EHR system, which is designed to solve multiple 
issues, has been decried as a leading cause of burnout. The system 
has been plagued with issues related to usability, interoperability, 
ergonomics, and cybersecurity, which impacts computer station 
timeout times and has a related requirement for multiple log-ins 
for noncommunicating internal systems that are accessed by a 
rotation of passwords of increasing complexity. We should also 
mention poorly designed workflows, “in-basket dumping,” and 
documentation that evolved from voice to manual input, all inher-
ent in a system that moved from something totally human to one 
based on a partnership between a human and a technological 
advancement. Even though physicians are spending 44% of their 
time computer-facing [4], they are producing less usable clinical 
notes. Despite being nearly four times as long as notes completed 
by physicians in other developed countries using the same EHR, 

19 Changing the System



576

the US clinical notes are difficult to navigate when searching for 
relevant clinical information [18]. Approaches to optimize clini-
cal efficiency have been shown to decrease burnout, while in con-
trast, the “simple” requirement of adding physician order entry 
into a system worsens it [62]. Although it brings high levels of 
efficiency to different aspects of the patient encounter, for many it 
is considered the antithesis of efficiency for the physician. Wasted 
time, redundancy, unnecessary obstacles, and inflexibility are 
things encountered daily within the EHR for a care giver, leading 
to what has been estimated to be a dissatisfaction rate of 70% 
among physician users of the same [25].

Once trained in these complex systems, physicians are often 
expected to be proficient, despite being trained by nonclinicians 
in brief training sessions and being faced with the frequent updates 
often found within this complex system driven to change by both 
internal and external factors. How do we ensure proficiency when 
training is time limited and change occurs rapidly? In the past, 
physicians could multitask with the support of staff as part of the 
patient care team. Now, nothing happens unless a physician dedi-
cates time to data input, with team members awaiting instructions 
at secondary terminals; thus, their proficient use of the EHR is 
imperative to a high-functioning team.

There are several reasons use of the EHR has been repeatedly 
linked to physician burnout, but for our purposes we will look at 
the gender-specific concerns that have been identified. Studies 
suggest that female physician struggles are amplified within the 
EHR. Data collection demonstrates that female physicians gen-
erally conduct longer visits, create longer notes, and have more 
“patient contacts” (including face-to-face, portal, and in-basket) 
than men do in the same time frame. They are also more likely 
to address patient calls within 24 hours of receipt and spend sig-
nificantly more time in the EHR during off work hours, with less 
office visits closed on the same day. Thoughts on why this occurs 
span several ideas. First, many female physicians have a patient- 
centric communication style, partly because of learned commu-
nication behaviors and partly because it is a patient expectation 
[25]. Society measures female communication by a different 
standard, and patients are no different. “Our stereotype of men 

S. Kivi and L. Hardesty



577

holds that they are providers, decisive, and driven. Our stereo-
type of women holds that they are caregivers, sensitive and com-
munal. Because we characterize men and women in opposition 
to each other, professional achievement and all the traits associ-
ate with it get put in the male column,” leaving women to 
approach being decisive and firm from a less direct and more 
time-consuming angle [57]. This expectation creates an environ-
ment where if the female physician simply addresses computer 
requirements during a patient encounter, she will leave a differ-
ent impression on the patient than a male physician who does 
the same. She is thought of as inattentive or rushed, and he is 
thought of as efficient. By extension, staff interactions for 
female physicians are layered with these same expectations, cre-
ating an increased time burden for day-to-day communications 
at work. Female physicians are often seen as more collaborative, 
which is a time-consuming way to manage a care team, and they 
are significantly more likely to be interrupted during their quiet 
work time. As stated previously, female physicians are often the 
primary care giver at home which can require them to manage 
their time immediately after direct patient care differently than 
men; to meet the needs of their  families, they may need to leave 
as close to clinic closure as possible, requiring more work late 
nights or on weekends.

Certainly, there has been innovation within the EHR space and 
increasingly there has been focus on optimizing its use to decrease 
burnout. Atrius Health, in Massachusetts, embraced several dif-
ferent efficiency techniques and reduced the total number of 
clicks within its system by approximately 60 million in the first 
year [84]. Some ideas at improving efficiency within this space 
are noted below:

 1. The use of scribes is one area that has not only decreased 
levels of burnout but has also been shown to be cost effec-
tive, increasing productivity and quality at the same time. 
During a typical day physicians spend about 50% of their 
time on EHR functions and less than 30% in face-to-face 
interactions with patients. This is considered a disturbing 
trend for physicians that chose a career traditionally defined 
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by relationships with patients. Scribes allow physicians to 
remain face-to-face with patients, allowing them to work at 
the highest level of their license, touch more patients with 
less administrative burden, and get home to their families at 
the end of the day with loose ends more often tied up [23].

 2. Health systems with EHRs should ensure physician profi-
ciency after training and provide ongoing training to maintain 
competency with updates. There is evidence of benefit when 
physicians train other physicians despite increased cost. 
Physicians understand workflows and the questions of other 
physicians better than nonclinical staff [59].

 3. If assigned a task not traditionally physician owned, adequate 
education and competence should be assured. For example, 
coding and billing, in and of itself a complex task, historically 
completed by trained professionals, now is often assigned to 
the physician through their EHR pathway.

 4. Understanding that health care is changing and more health 
care is managed outside of the face-to-face interaction, time 
should be built into templates to allow for order entry, in- 
basket management, and interactions with team members. 
Because physicians are required to input the data that the 
work of other team members is built off of, it is not unusual 
for a physician to be tasked with a wide variety of miscel-
laneous assignments throughout the course of their day. 
Physicians are moving in and out of patient charts before 
their work is complete to allow the extended team to tend to 
other parts of the patient encounter. This screen jumping 
creates a very inefficient personal workflow but allows other 
team members to do their work within an allotted shift, 
leaving the physician alone after work to clean up tasks only 
assigned to them. With the realization that not every physi-
cian, especially female physicians, interacts with their team 
and their patients within the EHR environment the same, we 
must understand that traditional metrics for volumes and 
RVU production may not be sustainable without time built 
into the work day to complete their work. Disruption of 
quiet work time should be at a minimum for physicians, 
especially as many work environments have moved toward 
common rooms and shared office spaces. Work disruptions 
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are frustrating and are known to lower quality and safe care 
[47]. There is data to suggest that it may take up to 25 min-
utes to resume productivity at previous levels after even a 
brief interruption [41], and we know that women physicians 
are more likely to be interrupted by staff than their male 
counterparts. Nicola and colleagues showed the benefit of 
decreasing disruptions on burnout levels in their study of 
radiologists [49].

 5. Create a streamlined way (or multiple ways through alternate 
venues) for clinicians to give feedback into the system with 
their ideas for optimization and increased efficiency and 
encourage them to submit their ideas [5].

 6. Data also suggest that regular feedback on physician specific 
EHR utilization is helpful. Not as a right or wrong sugges-
tion, because not every practice will use the EHR the same, 
but to help physicians see where their routine use of the EHR 
product might vary and where they may gain some efficien-
cies and grow into the EHR space alongside their partners. 
There is also the suggestion noted above that face-to-face 
time with a physician superuser or physician informaticist to 
lead team improvements may have added value [59].

 7. Redirect, whenever possible, electronic messages that phy-
sicians do not need to touch and assign documentation 
 responsibilities to medical assistants and other team mem-
bers where appropriate. Team assignments and hiring pat-
terns should keep this in mind. Staff should be used across 
the clinic setting to the highest level of their licensure wher-
ever possible to keep non-physician-related tasks off of a 
physician’s plate and out of their in-basket. Within 6 months 
of its 2015 roll out of APEX, the University of Colorado 
health system saw burnout rates among providers plummet 
from 53% to 13% while at the same time increasing their 
vaccination rates and referrals for preventative services, 
such as colonoscopy and mammograms. The new Family 
Medicine care model focused on “ambulatory process 
excellence.” In this model medical assistants gathered data, 
reconciled medications, set patient visit agendas, and 
addressed preventative care concerns during the rooming 
process, after which the provider met directly with the 
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patient and medical assistant. During the physician encoun-
ter the medical assistant documented the visit and finished 
out the visit with the patient after the clinician departed, 
providing appropriate patient education [90].

 8. Use wide-screen monitors that reduce scrolling and clicks, 
and create a login process that uses biometrics to reduce time 
and typing, that not only opens the computer but all aspects 
and applications of the chart.

 9. In 2020, there is an expectation for timely responses to patient 
portal inquiries. Allow time in the schedule for this very 
important patient care option, as it is a great patient satisfier 
and drives quality [33]. The mental energy required by a phy-
sician when responding to patient questions or concerns via 
the portal is no different than when they are sitting across 
from each other face-to-face. Patient encounters should be 
contained during the work day to avoid care fatigue.

 10. Ensure appointment lengths are appropriate for patients with 
special needs. For instance, a recent study showed clinicians 
are spending an average of 13 minutes per patient completing 
prescription monitoring queries and other institutional 
requirements related to controlled substance prescribing [75].

Other important considerations for efficiency surround the idea of 
nonclinical practice efficiency. This area of consideration is com-
prised of a large and growing number of non-patient-related tasks, 
many of which are electronic. These are often required tasks 
peripheral but imperative to the work of being a physician, so they 
should be considered routinely as part of their work and supported 
with efficiencies by whoever distributes the requirements:

 1. Email management techniques should be taught, while email 
volumes should be closely monitored for appropriateness and 
kept to a minimum.

 2. Work meetings should be held whenever possible during the 
traditional work day to respect time meant for family or for 
personal space.

 3. Administrative assistants should be deployed wherever possi-
ble – with electronic changes occurring everywhere, it is not 
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uncommon for physicians to spend time with data input while 
enrolling in a CME, renewing a license or submitting a vaca-
tion request. State and federal licensure bodies, accreditation 
services, specialty boards, and other professional organiza-
tions with electronic platforms all require manual submission 
of certification requirements, data, and payments. These addi-
tional data entry points are time consuming and have providers 
working beyond their normal hours and yet are required for 
employment.

 4. Ensure required training modules for employment purposes 
(how does the fire extinguisher work again?) are accounted for 
during regular work hours.

 5. This will be discussed later in this chapter, but physicians are 
often the care team leader, where they are by design, trained or 
not, overseeing staff. We should ensure that they have time for 
that purpose so that responsibility doesn’t fall at odds with 
patient care or personal time. To some extent, by the nature of 
residency training, we are the best fit for the job; but some 
education and support for the leadership role is necessary, 
especially in light of the fact that care teams are increasingly 
inclusive of professionals outside the traditional doctor/nurse 
relationship. Care team leaders may need additional 
 background and insight into ways social workers, pharmacists, 
care coordinators, and behavioral therapists can aid in patient 
panel management and how best to support them as individual 
caregivers.

 6. For hospital-based practices and those with call burden, ensure 
access to healthy sleep patterns, access to healthy nutrition, 
and time off of work after direct patient care. When physicians 
are physically and emotionally fatigued from constant clinical 
exposure, burnout is more prevalent [1, 35, 68]. Micro- 
aggressions occur when fatigue has set in. That toxicity can 
spread throughout the care team, where we may see teamwork, 
safety, and patient experience suffer. There is a tremendous 
amount of science supporting the benefits of sleep, everything 
from increasing work efficiencies, patient safety, and physi-
cian productivity to decreasing one’s risk for developing can-
cer. Sleep also makes us a better, kinder, and gentler people. 
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Employers should encourage and help facilitate regular exer-
cise for all physicians, as this has been shown as beneficial for 
both general and psychological health, thereby decreasing the 
incidence of burnout by approximately 44% [69].

 7. Any physician in clinical practice will tell you that retention of 
current staff greatly enhances team and personal efficiency. 
Related to this concept is the stress on the system that is caused 
by the increased sick leave associated with burnout or the 
growing phenomenon of physicians practicing at less than full- 
time status. Short staffing, rescheduling patients, and the added 
clinical burden required when covering another’s patient panel 
are associated with physician turnover and burnout [29]. Every 
effort should be made to ensure retention of good staff, as it 
enhances retention of other staff and is cost effective. The 
financial cost of burnout is twofold, as it has been shown to 
decrease both the productivity of the burned-out physician and 
it causes staff turnover. All physicians suffering from burnout 
are likely to be less productive over time, but there is some data 
that females suffering from burnout have a disproportionate 
loss of RVU productivity. Female gynecological oncologists 
with burnout experienced a twofold increase in RVU produc-
tivity loss and decreased professional effort when compared to 
males with burnout over the same period of time, approxi-
mately 1.1 million compared to 490,000 [83]. In general the 
cost to an institution to replace a physician is thought to be 
somewhere between 250,000 and 1 million dollars annually, 
depending on specialty, geography, and practice type. This is 
due to lost revenue, a decrease in patient satisfaction and qual-
ity metrics, ramp up of new physicians, and recruitment 
expenses. Han and colleagues estimated the cost of turnover 
and loss of productivity due to burnout among US physicians 
to be upward of $4.6 billion annually [27]. Some health-care 
systems are using float services, that is, physicians employed 
to float to areas of need to allow time off or to help cover after 
a physician departs. This makes practical sense at several lev-
els, as it maintains patient services and supports the physicians 
at work and during time away. It delicately balances the inflex-
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ibility of advertised clinic hours and on-call demand with the 
needs of the physicians.

 8. And of course, efficiency for the pregnant physician or the phy-
sician just back from maternity leave, especially those working 
part time, is a critical issue. For them, being respectful of their 
energy is paramount in the fight against burnout, because for 
them, work-life integration is imperative. Clinical work has a 
way of stretching out from one day to the next week, haunting 
time meant for family and self. Most mothers are naturally effi-
cient and are able to multitask, but if they are also working 
outside the home, they have to embrace these things. It is in 
everyone’s best interest to create workflows within the work 
day to further promote healthy work-life integration. Connect 
with them and explore their ideas on how to streamline work-
flows to best meet their need, consider alternative scheduling 
options or creative ideas such as time banking for the first few 
months after their return. Stanford piloted “time banking” to 
reward team members for activities that are rarely recognized, 
such as serving on committees. Faculty were allowed to “trade” 
time spent on these activities for in- home support, such as meal 
delivery or cleaning services. They saw greater use of this pilot 
by women faculty, who doubled their responses of “feeling sup-
ported” by the end of the initiative [90].

A generally accepted fact within health systems is that even 
though full time is considered 40 hours of face-to-face time, the 
true expectation is for a physician to be engaged in some type of 
work for 80 hours a week. That said, if a health system requires 
80 hours a week of work, and the science says that our expectation 
should be for physicians to get a healthy 56 hours of sleep a week, 
that leaves a mere 32 hours a week for family and personal time, 
just over 4 hours a day. Not much time left over if one needs to 
shower and get a handle on laundry. It would be a far better use of 
our time to create efficiency within the work day, allowing physi-
cians to maintain a full-time patient panel, develop healthy sleep-
ing patterns, and have 72 hours of daylight a week to spend doing 
things that keep them whole.
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 Engagement

A pledge, an obligation or an agreement (Siri 2020)

Like the relationship between efficiency and the EHR, no discus-
sion on engagement can occur without understanding its connec-
tion to institutional leadership. Engagement begins and ends with 
those who lead, whether it is a team of four, or a thousand. Simply 
put, their relationship is symbiotic; you can’t excel in the arena of 
engagement without excelling as a leader. Theirs is a relationship 
built on a foundation of shared values, which requires mutual loy-
alty and trust interlaced with integrity and faith. In fact, our 
nation’s history is filled with companies saved from the brink of 
collapse by a surge in leadership engagement and, conversely, 
corporate success stories brought to the brink of collapse by fail-
ures in leadership. Over the last three decades, our nation has seen 
a significant shift in medicine away from the small clinic to large 
multispecialty corporations and with that there has been growth in 
the administrative branch of medicine. Some estimate that 
employment of administrators is far outpacing that of the family 
physician. Often these administrators are trained in the philoso-
phies, strategies, and tactics used in traditional American industry, 
where the product is something tactical and not the health and 
wellness of a human being. Cantlupe and colleagues, in 2017, 
studied data revealing a growth of health-care administrators 
upward of 3200% between 1975 and 2000 [12].

Leaders instill in their people a hope for success and a belief in 
themselves. Positive leaders empower people to accomplish their 
goals. (Unknown)

As in any large company, leadership drives results, and in the 
business of medicine, it is no different. The consolidation of 
health care into larger entities has many advantages, but adminis-
tratively, medicine differs from traditional industry in at least 
three significant ways: leaders leading leaders, imprecise metrics, 
and regulations and directives from multiple masters.
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Leaders leading leaders Physicians are leaders, even if not 
always trained specifically as such. As the most highly educated 
team member, they are expected to step up to lead in stressful 
situations with decisions and directions. Physicians are trained to 
make life and death decisions – literally, life and death decisions. 
Unlike business leaders, administrative leaders in health care are 
often leading team members who may have more education and 
carry more personal responsibility than the leader themselves.

Imprecise metrics With the recent growth in metrics for physi-
cians, many physicians struggle with the quantities of and com-
plexities inherent to metrics involving patient care. They often 
have to make the difficult decision to prioritize, focusing on some, 
while holding back work on others. Some of the metrics drive 
reimbursement, which adds weight to their importance for the 
institution. Metrics range from productivity to patient experience, 
volumes, safety measures, and to any number of patient-specific 
outcomes. Work on any one specific metric may be counterintui-
tive to the successful management of another. Over the last sev-
eral years, physicians have been witness to a revolving array of 
metrics with seemingly a different goal each year. Physicians, 
who in general are used to being successful and at the top of their 
class, can lose morale and become discouraged by scores falling 
within a lower percentile ranking than they are accustomed to. 
Let’s face it, we don’t pick metrics we are already good at, so by 
nature of design, we measure things we are trying to change. 
Physician buy-in may be better if the metrics on the dashboards 
reflected their daily work, namely concrete things that can be 
accomplished within the confines of the patient interaction. 
Indeed, a patient or person with personal pressures, preferences 
and insurance coverage issues that affect their ability to follow 
recommendations lives on the flipside of that metric, such as the 
diabetic who can’t afford their insulin or the patient with hyper-
tension who is not ready to stop smoking. The physician is not 
measured on their time educating patients or researching social 
options that may help a patient move toward a healthier lifestyle; 
they are measured on whether that diabetic’s labs are in line with 
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the set goal or if the hypertensive patient chooses to abstain from 
the use of tobacco products. For individuals driven to be 100%, 
those types of patient nuances feel like personal failures.

Patient experience starts with the first phone encounter and 
ends with the billing statement, and contains multiple system con-
tacts in between, many of which are areas a physician does not 
own but can be reflected in a personal assessment of an encounter.

Volumes are subject to everything from an individual sched-
uler to weather, to the types of patients that make up a physician’s 
patient panel. It is common sense to think that female physicians 
see a higher number of female patients, many of whom we’ve 
already noted require more time in the daily schedule. This panel 
makeup can translate to lower volumes; despite the fact, the time 
commitment and the work load are the same.

Certainly an individual physician owns parts and pieces to 
these metrics, all of which are built around very important 
things, but the current imprecise and imperfect metrics are being 
used to measure a physician’s value. That is a heavy weight for 
someone that has spent a lifetime working toward a career where 
their sole purpose is adding value to another person’s life. The 
rapid expansion of metrics and the seemingly singular focus on 
them by  payers drive many physicians to feel that health-care 
governance has veered away from historical core values sur-
rounding patient care and thus are in part a cause for the rising 
burnout rates.

Multiple masters Rules in medicine flow out from decision 
makers to the physician’s day-to-day practice by many different 
routes: 1. legislative mandates meant to ensure good care at the 
best price; 2. specialty boards with requirements meant to ensure 
physicians remain competent within their field; 3. insurance pay-
ers’ rules regarding everything from what should be said in a dic-
tation to what medications are covered to the revolving evaluations 
of an individual’s performance, requirements which have health- 
care employers reinforcing those mandates with metrics of their 
own; 4. local hospitals’ staff requirements associated with creden-
tialing and call; 5. individual care teams that need support and 
direction; and finally, 6. the patient with specific needs of their 
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own. It seems that most days the list of what is needed from a 
physician outweighs the list of support that is offered to a physi-
cian in return. The complex web of rules, both written and unwrit-
ten, by multiple masters, each with its own values and metrics, 
means that each set of rules touch an individual physician in vari-
ous ways, such as online postings on the performance of individ-
ual physicians by payers to personal dashboards colored from red 
to green to a patient’s submitted commentary on a provider’s pro-
fessionalism and abilities.

No physician would tell you that safety and outcomes aren’t 
important, nor would they argue about the need to ensure a healthy 
bottom line, but there is science showing that by aligning the 
engagement of a physician, alongside those traditional metrics, 
we will ensure better outcomes across the entire dashboard. In 
2015, Shanafelt and colleagues released a study showing the 
impact of leadership on burnout. They concluded there was a lin-
ear relationship between how empathic, engaged, and involved 
leaders were and the degree of burnout expressed by staff. On a 
60-point leadership assessment scale, for every one point increase 
in leadership skill as assessed by physicians, there was a 3.3% 
decrease in their level of burnout [61].

To the individual physician the benefits of sleep, time away 
from work, work confined to work hours, exercise, and pure, 
unadulterated face-to-face time with patients are well documented 
throughout our chapter and this book but Quint Studer, in his book 
Healing Physician Burnout, suggests that the benefits are not just 
for the individual physician but also reflect positively on safety, 
patient experience, volumes, productivity, and attrition [76]. The 
business side of medicine is slowly beginning to realize that if we 
fix burnout, other metrics will improve by extension.

From a purely financial standpoint, preventing and treating phy-
sician burnout just makes good sense. A healthcare system’s larg-
est producer of revenue is the medical staff. Most professions 
make a special point to take great care of their revenue produc-
ers. Healthcare can be no different. In healthcare, physicians are 
way more than the people who create the documentation for bill-
ing. They are the lifeblood of health care; they are the healers. 
(Quint) [76]
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In large entities, change is often slow, and in medicine change is 
further stymied by the multitude of decision makers. Today’s 
reimbursement trends make it difficult to embrace this philosophy 
of engagement and reducing burnout in order to improve safety, 
productivity, and outcomes. What administration wouldn’t want 
their physician to each have a scribe and have templates heavy in 
non-face-to-face time for work designed to improve quality care, 
and never be on call more than 1:20? The need to keep the lights 
on is real, so we seem stuck here in the muddy waters of physi-
cians working in a vacuum of expectations with insufficient sup-
port to make them successful. Our nation’s high burnout numbers, 
along with the US cost of burnout, that whopping 4.6 billion dol-
lars annually (Han et al., 20), indicate that where we currently sit 
is not sustainable.

For that reason there has been a philosophical shift at many 
structural levels from the Triple Aim to the Quadruple Aim [8], a 
push to add physician well-being to the institutional metrics, 
alongside quality, cost, and safety. Organizations as a whole will 
now be able to reflect and begin to develop a relationship between 
administration and clinicians that is mutually beneficial, 
 supporting the need of patients and physicians, while successfully 
managing their assigned metrics.

Before we move on to solutions, let’s touch on the idea of 
hope. Would you think it crazy to say that leaders across the 
health-care system have been given this huge gift of burned out 
physicians? If so, consider reading Rich Bluni’s book, Oh No...
Not More of That Fluffy Stuff! The Power of Engagement [7]. He 
suggested that in many ways burnout “is a sign of hope.” He high-
lighted that physicians burn out because they want something bet-
ter; they want to be great care givers, they want to be good team 
members, they want to provide efficient and effective care, they 
want to support their employers, they want to personally be seen 
as green across the dashboard, and they want to be great spouses 
and community members. They basically want to be engaged in 
the things that surround them on a daily basis. As leaders, we 
spend much of our energy and time working with and fretting 
about the physicians who don’t buy in to those things, physicians 
who are disengaged or disruptive. Physicians like that don’t get 
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burned out, they come to work disengaged and leave work disen-
gaged. Burned out physicians, on the other hand, leave work with 
things tied up in a nice bow as they quietly and personally strug-
gle. How lucky we are as a nation to have women and men so 
willing to give of themselves for the greater good; these are the 
individuals we want representing our institutions, and all we have 
to do as leaders now is listen and act.

Health-care leaders more than likely already understand the 
value and importance of their physicians, but practically, what 
should an institution consider when trying to create a culture of 
physician engagement:

• Make sure their leaders are adequately prepared to lead, both 
for those born a “natural” leader and especially for those that 
are not. Training in the nuances of leadership is important. 
Leaders need a skill set and a knowledge base to actively lis-
ten, address issues, and be prepared to meet the structural, 
practical, and emotional needs of the physician and the prac-
tice. The specifics of leadership development are beyond the 
scope of this chapter, but books and conferences abound on the 
subject.

• Make sure their leaders actively listen. They will be challenged 
with questions by very smart people who are much closer to 
the work of patient care. By listening to understand they will 
be better able to explain the “why” or find solutions to achieve 
buy in. Individuals who feel respected by their immediate 
supervisors report scores 56% higher in measures of well- 
being, 89% higher in measures of joy in work, and are signifi-
cantly more likely to be retained [52].

• Make sure to ask for input from frontline physicians when a 
change is first contemplated, because team workflows and 
issues surrounding patient care are extremely personal to phy-
sicians. When change is necessary they will have insight as to 
how best to make a change that will be both impactful to the 
institution and consistent with their personal goals.

• Roll out frequent Individual Feedback Sessions to make sure 
physicians know: 1. where the institution stands with its met-
rics, 2.data reflecting their team’s performance within the insti-
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tutions metrics, and 3. where they sit personally. Build a 
bidirectional feedback session by asking about their personal 
goals, their thoughts around institution metrics, roadblocks to 
successful implementation of both, and ideas on how to remove 
them. Leaders need to pay special attention to the needs of a 
female physician, often prone to self-trepidation and sensitive 
to negativity. People with high levels of empathy can fare 
poorly in a system based on negative feedback. Performance 
review sessions need to speak to specifics and not conjecture. 
A comment like “staff say you are demanding” requires spe-
cific examples. An understanding of how burnout accentuates 
maladaptive coping mechanisms should be a primary focus 
when navigating the red, yellow, and green of any physician 
review. A study out of Medscape in 2019 revealed that 30% of 
physicians identified the “lack of respect from administrators/
employers, colleagues and staff” as a contributor to burnout 
[45]. Reviews should strengthen relationships with the institu-
tional culture and not undermine the development of trust.

• Make sure there is a clear understanding of the “why” before 
any new roll out. “Why” a metric is important or “why” change 
is occurring is imperative for front line staff if buy-in is desired.

• Make sure that there is always follow up, whether or not the 
answer is a yes or a no or a maybe. A large part of the physi-
cian’s day is spent “following up” on things, and physicians 
will quickly lose respect for leaders that fail this simple step. 
Physicians are very conscious of the role they play in follow-
ing up on their patient concerns; leaders should be equally so 
with the concern of their physicians.

• Make sure to understand what any change means to the day-to- 
day physician-patient interaction with regard to the inflexible 
EHR workflow, which is already tasking the physician with 
clerical burden. If possible streamline the EHR for optimiza-
tion of the work before any new task is added. The phrases 
“just one more patient” or “just three more clicks” should be 
food for thought. Gain understanding on how that one more 
patient may equate to an additional 1.5 hours of work or how 
that three more clicks will be amplified across an entire patient 
panel. Help them be mindful about how much energy is really 
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expended before, during, and after any type of patient encoun-
ter  – whether it be virtually through an in-basket inquiry or 
phone call or more directly from a face-to-face visit.

• Provide structured opportunity for the physician to give feed-
back on the leaders to ensure relationships are constructive, 
and improvements, where needed, are ongoing.

• Make sure communication is respectful and that leaders are 
prepared in advance for group meetings or one-to-one ses-
sions, as time is a precious commodity.

• Ensure your physician leaders are also trained; they leave med-
ical school expected to be leaders but with little training in that 
regard. Many business leaders have specific training through-
out their educations and careers, and for all of the reasons 
stated earlier, physicians in leadership positions need that 
training and practice as well. Physician leaders also often lead 
their partners and need to balance personal relationships with 
institutional priorities, making training in this regard impera-
tive to prevent social isolation.

• Make sure your institutional values and mission statements are 
reflected in your decisions and actions. Alignment between 
institutional and individual physician values needs to remain at 
the forefront of organizational priorities, as there is a buffering 
effect specific to women under stress when values are congru-
ent. Not only are values the basis for mission statements, 
something that physician subscribe to and are “promised” at 
the time they are hired, but when values are misaligned per-
sonal burnout intensifies [36].

• Make sure institutional priorities are visible to all and that an 
effort to decrease burnout is one of those priorities. Burnout 
should not only be measured routinely with results clearly dis-
played on timely dashboards, but there should be visible lead-
ership within the practice addressing physician well-being and 
everything that implies.

• Create a taskforce with representation of multiple disciplines, 
reinforced with physician staff for specific directives. 
Membership should include the “owners” of defined solutions 
or those accountable to the practice for identified initiatives 
(your chief informational officer, head of scheduling, etc.)
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• Establish open connections between physicians and all levels 
of leadership. Physicians are at the top of their work pyramids 
and should have routine contact with their immediate leader 
but also the leaders that sit atop the leadership pyramid to 
enhance the philosophy of belonging.

• Be nimble, remove bureaucracy whenever possible, and be 
mindful that one size does not fit all. Large institutions find effi-
ciency with consistency, but in health care different specialties 
and different providers find efficiency with personalization.

• For female physicians, ensure your institution practices bias- 
free decision making.

• Create an environment of respect for physicians, both among 
colleagues and from patients. Be intolerant of toxic behavior 
from staff and patients alike [68]. Female physicians tend to 
feel less valued by patients [24], so share negative feedback 
sparingly and focus on successes in patient experience.

• Be grateful for your physicians, and thank them when appro-
priate. Offerings of gratitude beyond financial have been 
shown to decrease burnout [16]. Embrace the fact that they 
have lives outside of the work environment. They are a reflec-
tion of you, so support them as their health and performance 
reflects your values.

• Be respectful of the care team environment and it’s maturation 
over time. Changing staff without physician involvement alters 
the nuances that patients expect and physicians depend on. 
Women are problem solvers by nature [13], so whenever pos-
sible, retain physician input for practice changes. Autonomy is 
a distinct modifier of burnout and care teams are instrumental 
in connecting physicians to a shared sense of purpose

• Check in routinely with practices that have experienced attri-
tion. These teams are especially vulnerable to burnout and fur-
ther attrition.

• Always communicate difficult messages in person and not via 
email.

• Focus groups are beneficial for soliciting information in an 
open forum. They build camaraderie and have within them the 
potential to prevent the toxicity inherent in “meeting after the 
meeting.”
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• Embrace the 80/20 philosophy, which suggests that those indi-
viduals who spend greater than 20% of their work effort doing 
the things they find most meaningful showed the lowest rates 
of burnout [60]. This may mean that a physician has a clinical 
or nonclinical work assignment of their own design created to 
advance their clinical practice or that of the institution. As 
Roth and colleagues suggested [56], burnout increased when 
providers spent more of 80% of their time dedicated to clinical 
care. Ask a physician where they find personal value during 
their work day and support a process that allows focused work 
in that area.

• Consider whether or not your work space is family friendly. If 
possible, offer flexible scheduling or childcare. Respecting a 
family friendly environment goes beyond identifying a room 
for lactating mothers. Historically, women carry more of the 
childcare responsibilities than men. When comparing the 
United States to the European Union, where there is more 
access to workplace childcare and extended maternity leaves 
are common, support by employers and an understanding of 
the importance of childrearing have been shown to signifi-
cantly decrease the risk for burnout [53]. Managers should be 
sensitive to work-life issues and show willingness to assist 
where able. Work-life stressors are well known to be a major 
cause of burnout, and organizations that attempt to promote 
flexibility within their work structure to allow physicians to 
attend to family needs when they occur appear to be effective 
in mitigating burnout [21].

• Ensure patient panels are weighted appropriately and clinic 
templates are built allowing for the uneven demands of a 
patient panel laden with female patients. On average, female 
patients have more psychosocial complexity, have different 
needs (gynecologic), and require a caring communication 
style. Gendered stereotypes and expectations with their hidden 
social rules for women are more difficult and time consuming 
to manage. Women physicians are seen as domineering more 
so than men if they disagree with a patient’s request, so they 
often have to communicate in such a way that the decision 
appears to be mutual. The excess work of listening, counsel-
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ing, and preventive care may add 5–10 minutes to a visit, and 
if a female physician completes eight female physicals a day 
while a male physician does eight male physicals a day, there 
may be a difference of an hour or two worth of work between 
the two [37]. The flip side of this communication requirement 
and style is twofold. Studies have recurrently shown that 
female physicians provide better quality of care when com-
pared with their male counterparts, striving to maintain high 
standards at work with greater adherence to evidence based 
practices [82] and it aligns with society’s changing relationship 
with health care. Patients are moving away from the historical 
paternalistic interaction with physicians toward a model that is 
based on shared decision making [46].

• Be a visible voice of change at a national level. Let your physi-
cians know you have heard them by advocating beyond your 
institution. Partner with your physicians providing feedback to 
professional societies and organizations on redundancies to 
minimize time requirements.

Improving institutional engagement is an essential element to 
stemming the increase of burnout among physicians today. Full 
engagement will help move the health industry closer to achieving 
all four parts of the Quadruple Aim by focusing process improve-
ments within the only section (the support and health of their phy-
sician staff) that has been proven to move the other three forward 
as well.

The single biggest way to impact an organization is to focus on 
leadership development. There is almost no limit to the potential of 
an organization that recruits good people, raises them up as lead-
ers and continually develops them. John Maxwell

 Team Building

Activities used to enhance social relations and define roles within 
teams (Siri, 2020)

As the delivery of health care shifts and technology shapes the 
landscape, one thing remains perfectly clear. The medicine of 
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tomorrow requires even more deliberate approaches to develop-
ing and connecting medical professionals, particularly women. 
Building a community in the work environment is essential to 
reducing silos, improving patient care and allowing women to 
prosper in the current environment. Waiting for connection to 
occur in the workplace is not enough; therefore, intentionally 
creating strategies to improve team building and overall connec-
tivity is a vital strategy in moving the culture forward. One pro-
gram conducted at the Mayo Clinic found that building small 
groups with a focus on meaning and engagement resulted in 
changes in measurements of burnout and enhanced engagement 
[86]. Similarly, a study of women physician and advanced prac-
tice provider mothers randomized to attending facilitated group 
sessions versus having a freed clinical hour showed significantly 
greater improvement in measures of well-being, depression, and 
emotional exhaustion for those attending the support groups 
[38]. Considering team-based care, creating shared practice 
models and enhancing innovation have demonstrated promise 
[34, 48] and can be built upon and modified to fit organizational 
strategies and objectives. Additional ideas for improving team 
building and connections are noted below:

 1. Promote team-based care and team-based strategies such as 
partnered documentation, delegation of certain aspects of 
patient care and refill protocols [39].

 2. Consider journal clubs, social support groups, second victim 
groups, and emotional support groups for women as poten-
tially beneficial resources.

 3. Offer CME-focused activities geared toward encouraging 
women in medicine. For example, the GRIT Women in 
Healthcare Leadership Conference was started by the 
Department of Anesthesiology and Perioperative Medicine 
and the Division of General Internal Medicine at Mayo Clinic 
in 2018 to promote growth, resilience, inspiration, and tenac-
ity. The program intentionally builds a community that fosters 
optimism and connection and team-based care.

 4. Provide resources that promote communication and healthy 
dialogue to offset the potential isolation that can exist in medi-
cine.
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 5. Promote social support both inside and outside of the work 
environment. Encouraging the utilization of formal and 
 informal resources in the work environment, carving out time 
for social experiences, and allowing time and space to connect 
with others in the natural environment can help support physi-
cians to remain engaged and focused on patient care.

 6. Focus on reward and recognition outside of more traditional 
programming. For instance, identifying those individuals who 
foster a healthy culture and bring positivity to the work envi-
ronment, or physicians who exemplify a healthy integration of 
home and work.

 7. Enhance the nurse and physician and advanced practice pro-
vider relationships. Build teams that bring women and men 
together and promote concepts such as teamwork, partner-
ships, shared care models, and similar core concepts for the 
medicine of tomorrow. Ultimately, bringing these individuals 
together and offering multiple resources build the workforce 
needed to combat the ambiguity of medicine.

 Career Development

Lifelong process of managing learning, work, leisure, and transi-
tions in order to move toward a personally determined and evolv-
ing preferred future (Siri 2020)

Increasing leadership competencies and fostering growth and 
career development are especially relevant to women physicians 
given the unique challenges described in this book. The inten-
tional growth and development of women physician leaders will 
be critical for diminishing physician burnout and increasing entry 
of women in historically male-dominated specialties. Traditional 
career paths are not always available for female physicians. 
Having an awareness of the gender gap allows organizations to 
identify gaps in promotions, programming, pay, or services. Pay 
equity is a certain way to reward and acknowledge the commit-
ment and talents of female physicians. The ideal years for career 
building often coincide with childrearing years and have been 
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referred to as “The Motherhood Penalty” [51]. Making sure to 
promote academic, pay, and career promotion during these years 
is vital to changing the culture over time.

Practice and promotion practices that are free of gender bias 
are more difficult to build than anticipated. Time away from 
work related to the birth of a baby or breastfeeding schedules, 
unexpected illnesses, or school-related activities may be mis-
taken as a lack of commitment or prioritization of work. Time at 
work is often a measure of commitment rather than “work 
accomplished” or “overall productivity.” For instance, a female 
physician who was identified as positive and energetic and 
engaged was going through infertility treatment. She lost time at 
work related to the treatments and appointments. This female 
physician was overlooked for a leadership title despite her ten-
ure and leadership experience. These kinds of scenarios occur 
repeatedly in health- care settings across the nation. Consideration 
of time away from practice is particularly germane to medical 
specialties that hold longer or more erratic schedules, for exam-
ple, surgical specialties and emergency medicine [85], and equi-
table promotions are key.

Holding routine discussions of promotional and future goals 
with physicians are needed to identify the unique contributions 
and challenges facing each physician. Combining a learning cul-
ture with leadership opportunities open to all and offering variety 
of options for education, publishing, writing, and practice bring 
the equity needed to promote cultural changes. Interventions must 
impact the culture, people, and the practice. Some ideas at improv-
ing career development are noted below:

 1. Hold frequent and direct conversations with leaders and teams 
to align work with skills and talents and abilities. Often we 
discuss “allowing each team member to operate at the height 
of her/her licensure.” Use that same statement to identify 
strengths and unique gifts thereby “allowing each female phy-
sician to operate at the height of her own strengths and abili-
ties.” The literature is clear, aligning talents and strengths with 
the work will bring the optimal levels of engagement and 
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retention and productivity (Shanafelt and Noseworthy, 2019; 
[28, 64, 66]). Assuring job fit and promoting the 20% mean-
ingful work will serve as a place to start.

 2. Flexible work time models, offering child care on-site option, 
illness-related daycare options, part-time employment without 
losing seniority or leadership potential, and connecting work 
schedules with home schedules are all reasonable consider-
ations for building a culture that protects and promotes women 
physicians [55].

 3. Educational options can range from courses and coaching and 
mentoring, to day-long/week-long CME conferences or 
retreats focusing uniquely on issues related to female physi-
cians in the workforce.

 4. Same sex mentoring and coaching [20, 22, 58] are vital com-
ponents to on-boarding and retention, yet often do not occur. 
Early career physicians, particularly women, can get over-
looked in the emerging talent pipeline if they decide on a non-
traditional or nonlinear path due to family commitments. 
Mentoring and sponsorship by either sex is thus critical to 
maintain and develop opportunities for career advancement 
and leadership.

 5. Creating a pipeline of talent requires awareness of the talent 
pool coupled with people practices that are free of gender bias. 
An often overlooked component of equitable promotion prac-
tices is validating and assuring that physicians build relation-
ships with current leadership. Promoting visibility and 
connection is necessary, especially if the female physicians are 
not at the current “table” of leadership. This may involve plac-
ing women physicians in key leadership roles, creating leader-
ship roles that are shared by two or more physicians and 
directly connecting physicians with top leaders for roundtable 
and one-on-one discussions. Mentoring, training, flexible 
work hours, fitness reimbursements, and the ability to work 
remotely have been identified as potential options for both 
career development and enhancing engagement and optimiz-
ing energy [14].

 6. Education, support, and services that support alternative life-
style options can empower the development of one’s full 
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potential and abilities. For example, the Office of Diversity 
and Inclusion at Mayo Clinic offers Mayo Employee Resource 
Groups open to all employees to “celebrate, support and 
encourage diversity among employees. Mayo Clinic provides 
financial and administrative support and resources to ensure 
each group’s success” (Mayo Clinic Office of Diversity and 
Inclusion, 2019 Web Page). Groups of interest to female physi-
cians include those focused on leadership opportunities, 
emerging leaders, lesbian/gay/bisexual/transgender/intersex, 
multicultural nursing, and family resource. Bringing together 
like-minded individuals and their allies, along with financial 
and administrative support, appear to be the most important 
components to assure success of the groups.

 Well-Being

Diverse and interconnected dimensions of physical, mental, and 
social conditions that are positive, lead to growth, and go beyond 
the traditional definition of health. (Siri 2020)

Developing a culture that supports the overall well-being of phy-
sicians consists of many aspects, including connection at work, 
internal support resources, actively involved leadership, and pro-
moting excellent mental health practices [77]. Identifying prefer-
ences allows an individualized approach to well-being and 
fostering self-care. Providing well-being resources in the more 
traditional areas is a good start. Encouraging and carving out time 
for gratitude, higher meaning, compassion, trained attention, for-
giveness, and reflecting can optimize individual efforts [40, 70] 
Promoting a culture of psychological safety is vital. Finally, it is 
critical to measure engagement and burnout regularly and create 
action plans that optimize the resources available. The categories 
of social, physical, and emotional well-being are especially key 
for female physicians.

The relationship between engagement and burnout is not com-
pletely unidirectional, but engagement does increase the likeli-
hood of retaining and developing female physicians. Engagement 
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considerations as noted above can be utilized to improve retention 
and growth. Moreover, female physicians may speak up in ways 
that are nontraditional and perhaps not always welcomed at lead-
ership tables. Assertiveness may be mistaken for aggressiveness. 
Education and training are necessary to construct the skills and 
receptivity necessary to bring all voices to the table. Any skills 
that increase fluency and expertise within the culture of depart-
ments and organizations can help foster an environment of well- 
being.

Strategies to make it easier for physician staff, particularly 
women, to speak up and remain engaged include:

• Offering Crucial Conversation [50] workshops to develop 
skills for optimal handling of difficult conversations.

• Assertiveness training [72] courses can be important to 
enhance an awareness of how and when to express self in a 
skilled manner.

• Emotional intelligence [32, 71] is a core aspect of self- 
awareness and management and can be modified and tailored 
to the population of female physicians.

Courses or trainings that address self-limiting beliefs and self- 
depreciating self-talk or even imposter syndrome can offset nega-
tive mindsets and mood. Finally, whenever possible, foster 
autonomy and decision making for physicians. Small allowances 
can go a long way to mitigating burnout and increasing engage-
ment. Empowering physicians to make decisions, engaging them 
in decisions that impact patients, and allowing instances of auton-
omous decision-making foster the emotional climate that pro-
motes well-being and emotional engagement [3].

Overcommitment and time management challenges are often a 
source of stress for women physicians and can get in the way of 
goals to enhance well-being. Improving purposeful prioritization 
and intentional time management is foundational to clearing the 
template and opening up the schedule for more focused work. The 
Steven Covey model of “The 7 Habits of Highly Effective People” 
[15] for physicians can provide a useful tool to identify what is 
most urgent and important, while identifying time wasters or 
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derailers that lessen productivity and a sense of satisfaction. This 
model conveys that physicians often prioritize everything as 
“urgent”/“important” and therefore challenges individuals to 
strive to move as much as possible to “nonurgent”/“not impor-
tant” to create activities that are meaningful and lasting and 
impactful. Focusing on work that is meaningful at least 20% of 
the time can engage physicians and lessen burnout (Shanafelt and 
Noseworthy 2019; [66, 67]). Following the foundational work, 
physicians will have more time and opportunity to create inter-
ventions throughout the day that stay aligned with a purposeful 
plan. For instance, one physician structured her day so that she 
lessened overall interruptions by meeting with her nurse three 
times per day only. This reduced nonessential discussions and 
opened up more time for patient focused care. The nurse ulti-
mately completed more of the work that she had previously moved 
to the physician’s work in the past.

In the social realm, providing the teambuilding and connectiv-
ity (as noted above in Teambuilding section) is essential. Beyond 
that, advising and promoting access to resources for on- and off- 
site interactions and building a culture that supports participation 
in events and services outside of the daily work environment are 
important to expand and enhance social relationships. Making a 
deliberate effort to cultivate social relationship in the workplace 
can have a positive effect in combating the negative effects of 
burnout and low job satisfaction [86]. Employees who report hav-
ing a best friend at work were 43% more likely to report having 
received praise or recognition for their work in the last seven 
days; 35% were more likely to report coworker commitment to 
quality and 21% more likely to report that at work, they have the 
opportunity to do what they do best every day (www.gallup.com). 
Underestimating the importance of the social realm, particularly 
for female physicians [38], may result in worsening levels of 
fatigue and burnout.

Physical health can decline as female physicians juggle and 
make time for her many roles while not prioritizing time and 
attention to individual physical functioning. Adding a treadmill or 
a piece of exercise equipment to a practice site is a beginning but 
not an end. What is the plan to open up time to utilize the device? 
How will physicians be encouraged to use the equipment? 

19 Changing the System

http://www.gallup.com


602

Nutritional counseling and sleep management services are the 
two remaining core aspects to build into a foundational well-being 
program. Is there protected time to use the services available or 
schedule personal medical appointments? What are the messages 
being given about productivity and time out of the practice? 
Organizations must be thoughtful about mixed messages and hid-
den curriculum regarding self-care and the importance of attend-
ing to one’s personal health needs.

Emotional support and second victim resourcing are often 
neglected and can serve as ways to enhance the emotional health of 
physician staff providing direct care to patients. Physicians are 
taught to work long hours without complaint and to consider loss 
and trauma as a part of their normal work, often facing heightened 
levels of stress that would cripple people in the typical work environ-
ment. Deliver the needed services based on the knowledge that this 
exists in health care right now, today. Examples of successful peer 
support programs and second victim counseling include Brigham 
and Women’s Hospital’s “Center for Professionalism and Peer 
Support,” or Johns Hopkins’ “Resilience in Stressful Life Events.”

The emotional aspects of well-being include a myriad of ser-
vices and resources. Practical resources for female physicians can 
also consist of practice support for unexpected absences, breast-
feeding options and daycare options, especially for children who 
are ill, and concierge services to assist with dry cleaning and 
household requirements. Promoting a culture that truly offers and 
celebrates disconnected time away for both vacation and CME is 
needed to reduce potential guilt and embrace actual time away. 
The stated and unstated messages of the organization make a dif-
ference. Avoiding extended work days and the organization pro-
duce engaged, healthy female physicians willing to give more 
than the average employee.

 How to Coordinate Efforts and Monitor 
Outcomes

There is clear evidence that burnout impacts not only well-being of 
the individual physician but patient care, safety, and finances [64], 
so how do organizations coordinate and monitor their efforts to 
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mitigate the stress on physicians that occurs as they attempt to suc-
cessfully translate payer metrics in to the day-to-day work of their 
front line staff? Given the matrix of our health-care system and the 
complexity of the burnout problem, many health-care institutions 
are adding a “Chief Well-being Officer” to the executive suite, 
along with adequate FTE and administrative support to do the job 
[66, 67]. The AMA has endorsed this concept with its “Joy in 
Medicine” recognition program; only those health-care institu-
tions that do so with at least 0.5 FTE can be awarded “Silver” sta-
tus. Those who also establish a center for physician or workforce 
well-being can achieve “Gold” status. The thinking is reasonable. 
We need a team with time and resources dedicated to creating a 
vision, strategies, and tactics geared to reducing burnout and 
enhancing professional fulfillment. Consistent with our previous 
suggestions and specifically inherent in the AMA concept is:

 1. Buy-in from organizational leadership on the importance of 
addressing the systemic drivers of burnout.

 2. Conceptualizing a model that can help direct strategy and 
focus interventions to appropriate targets. The five factor 
model outlined in this chapter is based on the literature and our 
experience, but there are also many more established models to 
choose from such as the Stanford WellMD Model of 
Professional Fulfillment [9], Shanafelt’s drivers of burnout and 
engagement [65], National Academy of Medicine Model of 
Factors Affecting Clinician Well-Being and Resilience [10], 
and several others [74]

 3. Utilizing adequate measures to monitor for
 (a) Distress and/or well-being, for example, burnout [42], 

Well-being Index [19], Professional Fulfillment Index 
[81], or known proxies of burnout such as decreasing FTE, 
staff turnover rates [11, 62, 63, 88], “intent to leave” [26], 
declining quality or safety measures [80], and EHR-related 
measures [17].

 (b) Effectiveness of any given intervention.
 4. Ongoing communication with all leaders and staff to keep 

them engaged in efforts to improve professionalism, satisfac-
tion, and meaning at work [79].

 5. Responding to staff surveys with meaningful actions ([78]).
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 6. Recognition that one size does not fit all [87].
 7. Liaising with governmental bodies, medical boards, insurance 

carriers, and professional organizations to advocate for actions 
that, in the quest for maintaining patient care and safety stan-
dards, will ease rather than increase burnout and not deter phy-
sicians from seeking mental health treatment.

 Conclusion

Never before has the proverb “Physician, heal thyself” been so 
clearly difficult to achieve without the physician having to retire 
early or cut back on their FTE. The idea that a physician can work 
independently to prevent or cure their own burnout seems remote 
today. However, if the physician is aligned with an institution that 
is driven to improve efficiency, that is set on engaging their work-
force, that actively encourages career growth, and that contributes 
to the space and guidance a team requires to mature and become 
one unit, and through it all is supportive of a woman’s health and 
well-being, healing will be achieved.
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