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The concept of Work-Life balance in academic medicine: A key component to a balanced life or a stress factor in itself?

Image by Gina Sledge

Burn-out and suicide rates among physicians and scientists in academic medicine are at an all-time high and jeopardize the future of our entire profession. In the last 4 years alone, burn-out rates among physicians have increased by 25%. In a recent 2017 Medscape publication, burn-out rates in Critical Care physicians ranked in 9th place and Pediatricians ranked 13th among 27 subspecialties. Astonishingly, over 50% of the participants reported burn-out symptoms, with clear race and gender disparities. While men generally report higher burn-out rates than women, it is important to emphasize that response rates from women in these surveys were notoriously low and may not represent the complete picture. These numbers are even more dismal for tenured academic faculty at research-extensive universities. In this group, emotional exhaustion (i.e. high burn-out) is reported at 35% with a clear association with age and lower burn-out levels in the older tenured faculty. While no gender or racial/ethnic differences were found in this particular group, higher levels of burn-out were identified in individuals with financial responsibilities beyond a spouse and child.

While it is comforting to note the increasing public interest and research activities in this field, successful approaches to ameliorate the burden and consequences of physician burn-out are still inadequately developed. Academic centers increasingly offer some type of work-life balance program to their employees but, unfortunately, these programs are frequently adopted from corporate business models and remain largely ineffective in the academic environment. It should be evident to most administrators that the stressors of academic clinicians and scientists substantially differ from those of corporate employees.

Based on these observations and over 75 years of combined experience in academic medicine amongst the three editors of this Research Topic, we collected 26 manuscripts from 22 authors at different career stages and different genders, ethnicities, marital status and subspecialties to identify and stratify common and specific stressors and therapeutic approaches to ameliorate burn-out and achieve work-life balance in academic medicine. We are confident that each reader will identify with at least one, if not several, of the authors’ opinions, experiences and approaches to attain greater work-life balance and thereby avoid the consequences of burn-out in modern academic medicine.
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We would like to preface this article by stating that it is written from a combined first-person perspective of both authors, with any person-specific text containing a respective name.

When one thinks about his/her general daily routine or how different aspects of the workplace interconnect with home life, there is likely no deeper self-inquiry into the actual formation of that routine; how is this my current norm, and what made it that way? In our early discussions of how we would share our perspective on “work–life balance,” we were faced with these types of questions. Fortunately for us, our answers are rooted in relatively recent times (past 3 years), so there is no doubt as to what has influenced our current lifestyle.

As a bit of background, we have been together for a total of 9 years and we just celebrated our third wedding anniversary. We both graduated with bachelor’s degrees from Louisiana State University and Jordy went on to pursue his PhD at LSU Health Science Center. During those graduate school years, we decided to move in together and Tristin was working very long hours managing two child and adolescent psychiatric clinics for a local physician. Then suddenly, life happened; we got married, found out we were expecting, and Jordy accepted a postdoctoral fellowship position in Tennessee – all within 3 months. In April 2013, we moved to Memphis where we had no family and few friends. There were some initial struggles securing a full-time job for Tristin, but this did allow her to spend 4 months with our son, Meyer, after he was born. Tristin eventually accepted a position as a residency coordinator at the University of Tennessee Health Science Center, and later moved on to a management position within the affiliated healthcare system. It was during this time of rapid change and adaptation that we were tasked with creating a balance between our careers and our home life.

Without a doubt, the most difficult and rewarding thing we have done is to rear our child completely on our own. Since we were located in a place without any nearby family to provide support and guidance, we had to learn how to independently function as a pair. Compared with our years in New Orleans, establishing a routine with two full-time jobs was much more difficult now that a child was involved. We had to adjust our morning regimen so that Meyer was always sufficiently taken care of by one of us while the other got ready; we had to allow ourselves more time (and coffee) to get him to daycare and get to work on time. If the baby was sick, we had to immediately evaluate one another’s work schedules to determine who goes in and who stays home – though we usually end up splitting the day, with one parent taking the morning shift and the other taking the afternoon. We are extremely dedicated to playing equal roles in our son’s life. One of us could easily handle feeding him dinner and putting him to bed every week night, but we make an effort to share those tasks for both ourselves and our child, as he is now at the stage when relationship satisfaction has significant influence on his long-term behavior and well-being (1, 2). We want him to rely on us equally and feel that he has a consistent, stable home environment with two available parents. There is no task that is specifically delegated to one of us, so that we are prepared to adapt to any situation that may suddenly arise. This is essential in establishing our current work–life balance because we focus on maximizing the time we spend together as a family, but we realistically understand each other’s circumstances with respect to work. Though our struggles to gain independence have not been easy, we are proud of what we have accomplished thus far and how it has undoubtedly strengthened our relationship.

As young professionals who are attempting to establish critical career foundations, we often sense an additional weight tipping the balance toward “work.” While we each maintain a focus for our respective jobs and goals, we also have genuine mutual respect for one another’s responsibilities. Managing multiple clinical offices/staff entails being readily available between 8:00 a.m. and 5:00 p.m. to manage/assist staff, troubleshooting issues that arise in the clinic, and participating in administrative meetings. Postdoctoral fellowships are said to be one of the most enjoyable stages of a scientist’s career because of an uninterrupted focus on doing science without the distractions of classes/exams like in graduate school nor the administrative/grant duties associated with being faculty. However, this “tween” status is a gray area in terms of salary and benefits (3), and the dwindling percentage of postdocs being hired as faculty has increased the pressure to work hard in this ultra-competitive field (4). In any case, the differential nature of our jobs has proven to be beneficial in ensuring that we each have adequate time for our work. A postdoc schedule is demanding, but the long hours and autonomy in the laboratory come with more flexibility compared to a more standardized “8-to-5” outpatient clinic schedule. If an experiment requires long incubation times or multiple time points, it can be timed as not to interfere with family time in the early evening; this typically results in returning to the laboratory later at night or early one morning on the weekend. Conversely, the slightly more rigid hours of an office manager is beneficial in that it creates a sense of structure to our day; we both know that around 5:00 p.m. it is time to start wrapping things up so we can go pick up the baby from daycare. Working in the same medical complex allows us the advantage of riding together to and from work. Using one vehicle (most days) further enforces a ~5:00 p.m. end to the work day, gives us extra time to interact with each other, and saves gas money. We both agree that seeing Meyer’s face light up when we walk into his classroom is the best part of the day, so riding together from work lets us both enjoy this bonus.

Our pledge to our son and to our careers would be unsustainable if we neglected the pledge that we made to each other. As difficult as it can be sometimes, we still set aside time and money to go on dates. These occasions serve as a needed distraction – an opportunity to experience something new to us in our new city, and a reminder of how much we enjoy each other’s company (and medium-rare steak). Alternatively, we enjoy simply being together and catching up on Mad Men or Bob’s Burgers. Having individual personal time is another vital part of our relationship. We have hobbies that we are separately invested in, and, more importantly, we understand how beneficial some degree of freedom is to the psyche (5). Supporting each other’s interests can be as simple as taking care of the baby alone for a few hours.

The changes in our work schedules since we moved to Memphis and became parents have been significant. Living in New Orleans, we sometimes did not eat dinner until 9:00 or 10:00 p.m. because we would wait for the other person to get home to enjoy it together. Weekends were reserved for Netflix binges or catching up on sleep in order to prepare for the upcoming week. Establishing this new balance, prompted by the birth of our child and life in a new city, has really encouraged us to enjoy life more for ourselves and Meyer. We acknowledge that these are the formative years of our careers, but importantly these are also the formative years of our family and ensuring that Meyer has a loving, healthy upbringing. Additionally, we have learned to depend on one another and view outside help as a luxury rather than a necessity. Knowing how much we can rely on one another, how much we support each other’s career goals, and how much we value our relationship has truly brought us closer together as a family.

Though we are content with our current dynamic, we acknowledge that things will certainly change in coming years. As our careers continue to advance, we will be faced with increasing work responsibility that will undoubtedly put more strain on achieving a good work–life balance. We are fully aware of the potential negative ramifications looming in the future, should we fail in our attempt to maintain balance. Despite knowing that “winter is coming,” we uninspiringly concede that we do not yet specifically know how we will adapt in the future. What comforts us about that fact is that, in retrospect, we felt the exact same way 3 years ago when looking forward to our current situation. Based on experiences leading up until now, our opinion is that a positive work–life balance is attainable if we continue to approach new situations in the ways that have worked for us thus far – truly open communication, unconditional support, equality, flexibility, and utilization of complementary strengths (and medium-rare steak).
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From the first day of medical school, the faculty preached an ideal concept of “balance.” It was delivered with the sympathetic belief that it would prepare my classmates and me for a field where a large amount of time would be spent working and studying. More importantly, preparing us for a field where suicide rates have been reported to be higher than the general population (1). It was during our first lecture on balance, unbeknownst to me, that we were all being set up for failure. The concept of balancing “work” and “life” was presented to us as an effortless task. Ideally, I should be able to balance the amount of time I spend doing work equally with the amount of time I spend doing something to improve my quality of life. For me, that would entail going for a hike or spending quality time with family and friends. There are two fundamental problems with this concept: first, in practice, it is not that easy; and second, it categorizes “work” to be the opposite of fun. As I graduated from medical school and endured one more speech about balance, I was left with the words, “don’t forget about the things you love to do.” These words, while at the time were considered to be negligible, have impacted my belief system deeply and have helped to shape my concept of balance.

My view of “work–life balance” may be better appreciated after an understanding of my background and current status. I am a pediatric resident with plans of going into the field of Pediatric Critical Care Medicine. I strongly believe in the value of research and education and have several ongoing projects in addition to my residency clinical requirements and responsibilities. I often find myself pressed for time with barely a moment to contemplate what is work and what is life, never mind balancing the two. Despite all these, I have rarely felt the effects of physical and emotional burnout during my Critical Care rotations, or during residency as a whole. My co-residents do not necessarily share this sentiment. Goldhagen et al. mentions that elevated stress levels lead to burnout, and West et al. states that stress and fatigue lead to increased medical errors (2, 3). As I take a step back, it should not be a surprise that residents fear the field of Critical Care. The shared opinion among most residents is that their Critical Care rotation tends to be the most emotionally and physically trying rotation of their 3 years. As one resident bluntly said, “I avoid that wing like I would the plague.”

It became apparent that the critical care rotation evoked deep seeded emotions for many of my colleagues. In order to determine the possible etiologies, I decided to send out an informal, open-ended survey to each resident. I received an overwhelming number of responses to consider. One resident insightfully wrote:

I feel like I’m a pretty tough person and don’t show much emotion at work, but each time I’ve been in the PICU, I’ve left with a sense of emotional (and physical) exhaustion! You see so much there and some of it is pretty sad. ICU is inherently a place of major burnout, and a winter/busy month can especially feel like that. Further, I think it would be absolutely wonderful if on the final day – maybe over the noon hour, we could all meet with a couple of attendings/NPs, an RN, chaplain or whatever ancillary staff would want to be there to just introduce this concept of burnout and patient loss. We could have an open discussion in how different people deal/cope with what they see after they leave work.

In response to similar sentiments, an intensivist and I instituted a “debriefing session,” at the end of each resident’s monthly Critical Care rotation. This allotted time to discuss the topics surrounding resident stress and burnout. The sessions were set up similar to the system created by Eckleberry-Hunt et al., and Rabow and McPhee in their studies of resident burnout (4, 5). During these sessions, the residents are granted an hour, free of duties, to discuss the rotation, feelings of being overwhelmed, sadness, joy, and their personal methods to avoid burnout. Further emotional services, through social work and the Employee Assistance Program are offered and avenues to connect with them are also provided. These meetings typically are filled with emotion, which is a positive sign that the residents feel comfortable expressing their feelings openly without any omissions. There are two topics that are consistently mentioned at each meeting. Some residents mention a lack of general respect among colleagues. The other is the issue of balancing “work” with “life.”

One resident raised the issue that we all enjoy practicing the art of medicine. However, it is not uncommon to collide with obstacles that obstruct the potential joy that should be found on a daily basis. Attending physicians, nurse practitioners, fellows, co-residents, nurses, and families typically provide the perceived obstacles encountered in medicine. Studies have evaluated the effect of supervisor’s moods on employees and co-workers moods toward each other. Not surprisingly, they found expressed negative emotions toward each other decreased job satisfaction and further initiated negative mood among staff (6, 7).

That being said, it is not uncommon for a co-worker to have a bad day. This is usually due to an unfortunate event or the high stress level, which sadly is part of the job. When this is mixed with poor coping strategies, it can lead to an outward production of negative emotions and cripple another person’s happiness. Thus, giving into the adage, “misery loves company” as seen in the mood influence theory of Bolger et al. and Avramova and Staple. Negative mood reduces cooperation and induces interpersonal conflict (8, 9). There are many potential variables encountered daily that can shatter previous sentiments of adoration toward medicine, which make it just as tough to find enjoyment. This is why it is stressed at each post Critical Care debriefing that we are each other’s support system. We are all responsible for each other continuing to enjoy what we do. Therefore, we should ensure that the opportunity for the emotional and physical balance of our peers exists. No matter what our position is in the hospital, we must realize the impact our attitude plays on our peers and how it can impede the balance required for our success in medicine. More importantly, we must willingly accept this responsibility. The unwillingness to accept this responsibility impacts both life and work balance.

It is remarkable to see many of my colleagues spend their days stressed in the critical care unit and then try to rush home after to do something enjoyable. Not surprisingly, they are disheartened when they realize there is rarely enough time. Their feelings of exhaustion are further amplified when they realize their ideal of work–life balance is unfeasible. This is juxtaposed by others who enjoyed the time spent on their critical care rotation. They did not find themselves falling into a cycle of despondency when they could not get home in time to enjoy the things that bring them pleasure outside of work. Is the latter group more mentally balanced than the former and therefore able to cope with the struggles found in the Critical Care environment? Not necessarily. In fact, it is my contention that the former group has fallen into the unintentional deception of having an equal balance between work and life. Essentially, they assume having a dichotomy will lead to happiness.

By avoiding the dichotomy of work and life as two separate entities, leading to the unintentional assumption of life being good and therefore work being bad, a physician can find balance. So, how does a person avoid creating a system of good and bad that leads to constant disappointment? Is this even possible? Absolutely. I think about the sincere words of my medical school professor urging me not to forget to do what I love. If I live by this belief, I will be a physician who has developed mental and emotional balance. While I try to take time to go for a hike or run, spend time with family and friends, I am realistic that this is not always possible. Establishing myself in a career where free time is fleeting I have to remember that I am doing what I love. Working with patients, figuring out diagnoses, and applying concepts of physiology evokes my inner nerd and brings me an exuberance that I would not be able to experience in any other field. On the days when I find myself working late and cannot meet my friends, I still walk away with a sense of joy and accomplishment. Instead of falling ill to the idea of “work” and “life” needing to be balanced to create harmony, I subscribe to the sentiment that work and life should be one; the struggle to create a dichotomy does the opposite.

Obviously, the issues of work–life balance, job satisfaction, and burnout are multifactorial and hopefully, I was able to reveal a couple of the constituents that play pivotal roles. We need to abandon the outdated belief that creating a dichotomy between work and life will lead to stronger mental and physical balance, and we must accept the responsibility that we all play a vital role in the work–life balance of our colleagues through the expression of our negative and positive attitudes. Each debriefing session that I attend allows me time to reflect on these principles and ensure that I continue to maintain balance in my life, which is essential for a person entering a field that is reportedly time consuming. Lastly, it is comforting to know that while I may have a lot on my plate and cannot afford as much time as I would like for hiking or meeting up with friends, I am happy. I am abiding by the profound words of my medical school professor and not forgetting about the things I love to do.
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“Never get so busy making a living that you forget to make a life.” Anonymous. This quote stands out because as we highlight our career goals and strategically plan for them, our personal lives often happen as an afterthought. To be successful at achieving a work–life balance, we should pay equal attention to planning all spheres of our life. While God and Family have been the bedrock in my own life, I am still being groomed for a successful career. On closer examination, I have found that I was subtly prepared for personal life as well. I still remember my Aunt calling me with the following words, “Come and learn to cook so you won’t starve.” Or “Come and learn to do laundry so you can wear clean clothes.”

While I made clear career goals and worked methodically toward them, my personal life was sacrificed on the altar of success, with the expectation that someday I would pay myself back. That strategy works well in the short-term, but in the long run, it breeds resentment, bitterness, and an unbalanced life and dare I say it is unsafe. It took tragedy of unprecedented proportions to teach me that in the game of life there are no opportunities for payback. Shanafelt et al. in their paper “Burnout and satisfaction with work life balance among us physicians relative to the general US population” found that physicians were more likely to be dissatisfied with their work–life balance compared to the general population (40.2 vs. 23.2%). Additionally, physicians were at a higher risk of burnout 37.9 vs. 27.8% (p < 0.001) (1). The same authors found, 40% of physicians reported burnout, of those emergency medicine physicians were most likely to report burnout. In a separate observational cohort study performed by Garcia, which compared general pediatricians to pediatric intensivist, they found 71% of intensivists vs. 29% of general pediatricians were burnout (p < 0.01). (2). Hence, a lack of balance can lead to emotional exhaustion, depersonalization of our patients and their families, and lack of professional accomplishments (2).

In the business of life, the journey is as important as the destination. Time does not stop so you can achieve a goal, and our responsibility to our families does not pause for our careers. No one ever says, “I wish that I’d spent more time at work” on their deathbed. What good is it that we are internationally known for our career and our family only knows our name? Or we have achieved the ideal family life but our patients suffer a negative outcome because their doctor was rushing to punch the clock. Dare I say that you have not achieved success if we succeed in one area of your life and the rest of our life is in shambles? Another study found the presence of work–home conflicts in the past 3 weeks, and resolution of that conflict in favor of work was among the top three contributors to burnout (3).

I achieved a work–life balance by understanding and defining my priorities – I value my faith and my family above my career, my career above leisure, and leisure above wealth. I may not always be allowed to structure my time in complete harmony with these principles, but they all seem to even out. Now, while I cannot attend every family function, I make sure to attend the ones I should not miss; I may not snag the highest accolades but I attain the ones that carry the most value to me. I love my job, but it does not steal from my family and in turn, my family does not steal from job. There are days when emergencies occur and contrary to popular belief, there are systems in place to accommodate. It is those systems that ensure my balance – my husband supports me when I have to stay late or when I need to study or work on my fellowship research project. Oppositely, when I have family emergencies, my colleagues make it possible for me to respond to a family emergency seamlessly.

I am still learning how to say no to detractors and other’s expectations. While it looks good to be on a committee, I cannot be on every committee. I only have set time on this earth to achieve my purpose, and the challenge is to define and complete it in the allotted time. For example, on most clinical days, I am too tired to go home and read about an interesting patient but I have gotten around that by reading 1 h prior to starting my work day, on my downtime at work, reading a quick topic before I leave at the end of the day, instead of being unproductive.

Mayo Clinic Proceedings polled 900 spouses of physicians; they found that the strongest predictor of relationship satisfaction was the amount of awake time spent with their spouse daily. When I am night service, there are times I will not see my husband for a week but we talk at least once a day. Carol Ascherener, AAMC Chief Medical Education Officer, stated that achieving work–life balance is determined by how you spend your “discretionary time” (4). As a Fellow, “discretionary time” is defined by a finite period of time; so it is okay to unplug your devices, delegate the mundane tasks, and “plug in” to yourself (5, 6), your family, or your education.

Undoubtedly, as our careers surrounded by circumstances and responsibilities change, our priorities adjust themselves accordingly. Our ability to be flexible (in our thinking and schedules) and resourceful yet masterful in problem solving will be invaluable in maintaining a balanced life. My life is balanced by a thought that I love my family with all my heart, and I must give to my patients what I want for my family.

For each person, I challenge you to assign your priorities and schedule your time in accordance with them (7). Never forget what you do matters. I will end this article in the words of Dr. Bill Gentry, “You aren’t perfect. All you can be is your best. Be your best at work. Be your best at home. Even if you can’t spend the time you want in an aspect of your life be the best at it when you are in it.”
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Defeat is not the worst of failures.

Not to have tried is the true failure.

George Edward Woodberry

Last year, I was one of two chief residents at a mid-sized Pediatric residency program. We both started out the academic year excited for the opportunity to bridge the gap between the residents and the faculty/administration. For our roles as educators and administrators – those responsibilities detailed in the “job description” – we felt well prepared. However, a surprising proportion of our time was spent trying to protect the well-being of our residents. It was through that effort that I was introduced to the concept of work–life balance.

Work–life balance is a relatively new concept in the field of medicine and is considered by many to be a generational desire. Younger physicians are often cited as demanding that their professional lives make a little room for their personal lives. The concepts of flexible schedules, part-time hours, and job sharing are the fruits of their labor. Well-being and mindfulness are the new maxims in medical schools and training programs. This sea change in the culture of medicine, however, has not been universally applauded nor accepted by those we consider our mentors.

A regular New York Times Op Ed contributor, the anesthesiologist Karen S. Sibert, MD, argued that, “Medicine shouldn’t be a part-time interest to be set aside if it becomes inconvenient; it deserves to be a life’s work (1).” This attitude pervades academic medicine (2). Indeed, this has been the culture of medicine for hundreds of years. Physicians were always available. Residents and faculty alike would spend days on end in the hospital. They were ready and willing to miss soccer games and school plays, anniversaries, and holidays to be of service to their patients.

However, this no longer appears to be tenable for many physicians whether at the trainee or the faculty level. The first few weeks of my year as chief resident were punctuated by the suicides of two interns training at programs in New York. The number of trainees at my own program who were deeply affected by those deaths surprised me. They were saddened by – but unfortunately understood very well – the struggles endured by those two interns at the beginning of their residency. They empathized with those trainees and with those that remained.

An insightful Op Ed written by an Internal Medicine resident at Yale entitled, “Why Do Doctors Commit Suicide,” appeared in the New York Times in response to those tragedies. In the article, he reminds the reader of the enthusiasm with which we begin our residencies, and the “fatigue, emotional exhaustion, and crippling self-doubt” that unfortunately follow for many trainees (3). An exponential increase in the workload from medical school into residency contributes to that transformation. Suddenly, the intern is expected to care for twice to three times as many patients, remember their patients’ complex medical histories, and understand the evidence upon which their patients’ care is based.

This is certainly true at my former program – a well-respected, high-volume children’s hospital. The interns spend the majority of their morning pre-rounding, rounding, calling consults, and putting in orders. The remainder of the day is relegated to finishing their progress notes, answering an inexplicable number of pages, and putting in more orders. The cumbersome nature of notes, multiplicity of information sources, and lack of clarity writing orders drags the days’ tasks well into the evening. They are expected to (and definitely would like to) return to their homes and dedicate the remainder of their waking hours to reading about their patients’ conditions. Instead, they prep their notes for the following day and update discharge summaries until they finally end up in bed with 4–5 h of sleep ahead.

During these task-driven days, unfortunately, there are fewer opportunities for formal education. Morning report has been whittled down to a mere 30 min in the era of duty hour restrictions. Rounds, given the great number of patients and a relatively truncated day, are necessarily succinct. Afternoon teaching sessions with the fellows or attendings are unattended because of patient responsibilities. A caesura in the day’s madness for self-directed learning – reading a textbook, reviewing the literature – seldom occurs.

Despite these barriers, my former program produces well-trained physicians. The benefits of experiential learning in such a high-volume environment, in the presence of excellent physicians, cannot be denied. However, the tragedy of dwindling time for formal education is obvious. The years of experience that these physicians have accumulated could provide invaluable lessons for the residents. Understaffed academic hospitals with overworked clinician-educators are the locales in which this demanding workday milieu exists to the detriment of education. I have observed a similar situation at my current program. I have heard the same stories from friends training around the country.

As a former chief resident, the toll this takes on the mental and physical well-being of trainees is unacceptable. Residents feel guilty because they cannot possibly spend any more time reading. They feel guilty because they do not spend enough time with their patients. They feel guilty when their exhausted attendings ask them to see “just one more patient” when their team is capped. They feel guilty because they do not see their friends, they do not talk to their families, and they were not able to travel home for the holidays. They have not bought groceries, done the laundry, or walked their dogs for weeks.

Poor nutrition, dehydration, and minimal exercise are the hallmarks of many physicians’ lives (4, 5). According to one study, only 38% of resident physicians have a personal family physician. More alarming is that 25% of those with chronic illnesses and 40% who use prescription medications regularly do not have a physician (6). My co-chief and I often had to force febrile, ill-appearing residents to make doctors’ appointments despite the clear effect their illness was having on their ability to safely provide patient care. Physicians, especially trainees, lead lives marked by imbalance despite that maxim to “heal thyself.”

This imbalance has considerable long-term consequences. Work–life imbalance has been associated with decreased job satisfaction, productivity, and eventual burnout. As Shanafelt et al. summarized in their national survey evaluating burnout among physicians, “burnout may erode professionalism, influence quality of care, increase the risk for medical errors, and promote early retirement (7).” And the incidence of physician burnout is steadily increasing. According to another survey, from 2013 to 2015, physician burnout increased from 39.8 to 46% (8). Studies have shown that physician rates of suicidal ideation and suicide may be higher than in the general population (9–12).

These are depressing trends within a field defined by altruism. My colleagues often tell me that they would not choose medicine again if given the opportunity. They do not recommend the life of a physician to younger relatives and family friends. I witnessed more than a few incredible clinician-educators battle with unappreciated long hours in the hospital. One-by-one they retired from the field of medicine – they became stay-at-home parents, pharmaceutical consultants, and research scientists. We are losing/we will lose the smartest and the brightest if we are unwilling to evolve in this profession. Those who are willing to sacrifice their personal life in favor of work are commendable, but this should no longer be the expectation.

Many in my generation would not be willing to “suck it up” the way that older physicians were willing to. Rather than fighting that reality, we should accept this new culture of medicine. True, our incomes may suffer in the era of part-time hours and job sharing. We may have to rely on advanced practice providers such as physician assistants and nurse practitioners to cover the expanding “ranks of insured patients (1).” I recognize that I am in the infancy of my career – with my limited experience I cannot possibly imagine the myriad ramifications of this shift in medicine. I understand that many are concerned that these changes may negatively affect patient care. However, patient care has already been shown to suffer when work–life balance does not exist.

There are physicians that have achieved what some have deemed the “ephemeral.” For those of my generation whose well-being requires some “balance” (because there are plenty that do not), these individuals might serve as mentors. Fledgling mentoring programs have been shown to improve aspects of “job-related well-being, self-esteem, and self-efficacy” in early academics in some institutions (13). This is not surprising given that medical education’s foundation has traditionally been that of apprenticeship. Mentoring and role modeling are not exceptional ideas in our profession – the future might just require some adjustment in focus to maintain happy and healthy physicians.

I would like to end by thanking my former residency program for realizing the magnitude of this issue. The associate program director and program director supported the residents and chief residents in developing a physician well-being/work–life balance curriculum. Program funds have been allocated to a number of activities, including dedicated monthly noon conferences, resident-developed evening sessions, and a quarterly book club at an attendings’ home. Resident daytime and nighttime patient caps were decreased to protect patient safety and resident education. While these endeavors are in their infancy, they are a step in the right direction.

Residency is an ideal time for future physicians to start thinking about their need for work–life balance. It would be wonderful if academic institutions supported mentoring programs and well-being curricula to help their trainees (and physicians) in this regard. Our current and future trainees deserve at least the opportunity to maintain balance in their lives.
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“There is no such thing as work-life balance. Everything worth fighting for unbalances your life.”

— Alain de Botton

As a pediatric intensivist and clinician-scientist, finding a balance between work and life is essential to my professional success and my personal happiness. Failure to achieve a healthy balance will result in burn-out. So I was warned all these years since the first day of medical school. In 2013, 180 articles documented that physicians are highly dissatisfied with their jobs. This is a testament to how poorly we are balancing work and life (1–4). Interestingly, to my best knowledge, to date only 12 articles have been published specifically addressing work-life balance in Pediatrics (5–16).

Since entering medical school over two decades ago, I reached the conclusion that the concept of work-life balance acts as quicksand in our professional and personal lives resulting in slow drowning in frustration, depression, and exhaustion. The harder we fight the deeper and quicker we sink. Why are we taught to strive for work-life balance in the first place? The entire future of our modern “24/7” society appears to revolve around mastering this concept, with the ultimate promise that – once achieved – we will all be compensated for the misery and sacrifices that we endured along the way. Astoundingly, a recent study reported an almost 20% higher job dissatisfaction rate for physicians than for the general US population (17).

In reality, the concept of work-life balance is imposed upon us by corporations, companies, and employers with the primary intent to maximize our productivity margins at the work place, not to improve our emotional or physical well-being. The cold truth is that all corporations are specifically designed to maximize their financial profit, not the happiness or well-being of their employes. For this vitally important reason, we can under no circumstances leave it to our employers to determine the quality of our own lives (18). To maintain intellectual autonomy as individuals, the task of creating our own happiness has to remain in our own hands. Some employers offer a free smartphone, a tabloid, free daycare, or other after-hour programs as part of their “benefits” package, but in reality they just provided us with the means to spend even more time at work or doing work for them.

The new buzz-word in Medicine is “flextime” (19, 20). Besides the fact that for some medical specialties, such as Intensive Care, flextime is a less viable concept than for other specialties, the fact still remains that if my time is flexible somebody has to work the hours that I find inconvenient. This rarely results in two happy employes. Residents and fellows are now restricted to 80 work hours per week (21) and after subtracting even as little as 6 h of sleep per night, they are left with 46 h per week to fill with “life.” Therefore, medical trainees have at best half as many hours available for leisure as they are required to spend at work. Clearly, achieving a work-life balance under these conditions is extremely unlikely, probably even impossible. Importantly, despite work hour restrictions physicians’ dissatisfaction with both their jobs and lives is actually at an all-time high and rising (22, 23). One can argue that residency and fellowship are only temporary occupations but in reality I do not remember working any less in medical school or now as an attending. The increased amount of responsibilities assigned to a physician once out-of-training actually accentuates rather than diminishes our daily stress level and results in further spillover of work-time into leisure-time.

As we follow our peers’ instructions trying to balance work and life, the question arises: when should we achieve this balance and How do we know we achieved it? Since most of us enter the workforce as teenagers, would our high school or medical school years be a good time to start embracing this concept? Our early professional career years? At mid-career level? After retirement? While common sense tells us that the pursuit of work-life balance should occur during all stages of our careers, we all have a tendency to constantly postpone any significant improvement in our daily quality of life until after the current project is completed, after this service week, after the next promotion, after the kids are out of the house. Just how poorly we balance our work and life throughout our careers was highlighted in a recent study showing that early career physicians had the lowest satisfaction rate with their overall career choice, and mid-career physicians reported the lowest satisfaction rate with their specialty choice and their work-life balance (24). Alarmingly, similar job dissatisfaction rates have been reported for medical students and interns (25). Particularly, the high institutional demands for the new generation of clinician-scientists, which are deeply rooted in our professional culture, add further barriers to a healthy work-life balance (26). Clinician-scientists face additional challenges dealing not only with the separation between work and life but also between clinical care and research. A key reason for early career physicians to leave academic medicine is in fact the disconnection between their own priorities and those of the dominant culture of academic medicine (27). It is obvious that as physicians we are facing tremendous struggles throughout all career stages in implementing what would seem the natural number one priority for our health and happiness, a balanced life-style.

Personally, I concluded that the never-ending chase after work-life balance actually accumulates much more frustration than satisfaction. Regardless of this depressing conclusion, we may not at all be doomed if the true payoff reveals itself not in the chase but in the achievement of work-life balance. This leads me to the second question: how would we know that we achieved it? Exactly how much life do we need to balance our work? Will we just wake up one day and feel “balanced”? Unfortunately, the absence of an objective outcome measure makes the chances of ever achieving this goal rather elusive. As the movers and shakers of our industrialized nations continue to promote the work-life balance concept as the Holy Grail of the twenty-first century go-getter mentality, engraining into our minds that a more balanced and happier life lies just around the corner, I cannot help but getting reminded of the entrance gate at Auschwitz displaying “Arbeit Macht Frei” (Work Will Liberate You”). The pursuit of a concept that is intangible and lacks validation is unlikely to result in anything but a sense of failure and helplessness, or what most of us know as “burn-out”.

Twenty-four years after entering medical school, after uncountable reminders by my peers at each step of my career that this right now is actually the best time of my life, lecture after lecture from medical school through residency and fellowship all the way to today’s Faculty Development Program in my Department, I am reminded that without finding that magical work-life balance I cannot, and will not, succeed in this stressful and demanding profession (28, 29). Instead, over the past two decades, I realized that regardless of the number of programs our society develops to promote the concept of a healthy work-life balance it is an indisputable fact that certain career pathways, including modern academic medicine, are inherently incompatible with spending the majority of our time with our families and children, or engaging in certain hobbies such as traveling the world.

All that being said, over the past few years I have adapted a new approach to a healthier and happier life-style that resulted in much greater job satisfaction. While the medical education system has never offered me an alternative solution to living a fulfilled life except the pursuit of work-life balance, I have come to the conclusion that as long as there is a polarity in our daily lives between what we consider work and what we consider life there will always be conflict. Only the abolition of this dichotomy will establish harmony in our lives. Once I was able to integrate rather than separate all my daily activities, harmonize rather than divide my time not only between work and life but also between clinical care and research, the pursuit of balance shifted from work-life to life-nature-universe. The result was an overwhelming daily feeling of “balance.” Buddenberg-Fischer recognized in 2008 that “a well-balanced integration (not separation) of professional and private life is an essential goal for the new generation of doctors” (30).

The constant pursuit of work-life balance actually worsens rather than improves our quality of life by adding additional, often unrealistic, expectations to our already stressful lives. Uncountable websites and publications promote quick fixes for the “unbalanced” health care worker (31–33). The question remains: can a successful clinician-scientist really eat six small meals a day? Work-out four times a week? Attend all family functions? Spend regular quality time with friends? The root of the problem lies in the fundamental assumption that life is good and work is bad, which is the main reason why we need a work-life balance in the first place. This distinction also implies that life only occurs whenever we are not at work, demoting the importance of work in our lives and projecting unrealistic expectations onto our time-off-work. The feeling that work is externally imposed onto us causes resentment against this activity and victimizes us as employes implying that we are forced to work against our free will. It is a fact that we spend more time at work than with our partners, our families, or in bed. Therefore, to label the majority of our time as unwanted and burdensome translates into increasing exhaustion and frustration at the workplace. This creates enormous pressure on our leisure-time to compensate for all the negative energy that accumulates at work. In return, the inability to accomplish all the regenerating goals, we had set for today results in further desperation and inevitable failure.

All humans have an intrinsic desire to create, to build, and to leave a mark and an impression, as a matter of fact to work. As humans, we have always searched the contact with other humans. We have a desire to share our experiences, creations, and achievements with others. If we consider our time at work as just that, as time with colleagues and friends that allows us to create, to build, and to leave a mark and an impression, then suddenly life has taken over work, and the pursuit of a work-life balance becomes an obsolete concept. Our happiness may in fact have nothing to do with finding balance but much rather, as John Irving writes, with finding a way of life we love and having the courage to live it.

If as physicians we stand behind the personal statements we wrote as medical students and our eloquent speeches during job interviews describing that special day we realized we were destined to become a doctor and care for sick children, then we all clearly chose this profession out of free will. If that premise holds true, then the hours spent treating sick children are part of our lives just as much as the hours sipping on a glass of wine, going on a family vacation, or fishing with our buddies. Suddenly, the border between life and work vanished, work became life, and life became work. We all have some better and some worse days, but as physicians by the end of each day we will have made a difference in at least one child’s life. If at that moment, we pause for a second acknowledging this incredible achievement, recognizing that we made this world a better place for somebody today, we will experience the indescribable privilege of feeling balanced every day.

Two children died last night during my call in the ICU. One family saved the lives of four children by donating their son’s organs. The other family told my team what an honor it was for them to meet us and they will never forget how we helped them cope with the tragic death of their 12-year-old daughter. I am tired, exhausted, and hungry. But right now, I am balanced.
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I am one of the many biomedical engineering researchers whose work is built on strong interactions with physicians and basic scientists who find value in the way we approach healthcare problems from alternate perspectives. For example, I collaborated with multiple lung critical care physicians in the past 5 years, one of whom was a pediatric critical care physician at a children’s hospital in Memphis, TN, USA. We met regularly in lung physiology research meetings organized by our mentor to discuss problems relating to pediatric lung health, and we carried out research activities to understand the role of mechanobiology of potassium channels in the context of mechanical ventilation (1, 2). In addition to these types of research collaborations, biomedical engineers in academia contribute to the healthcare of pediatric patients also via design initiatives. Just yesterday, I listened to a set of senior design projects that displayed prototypes of at-home mechanical ventilator systems for young children aimed to increase their mobility. These projects were based on collaborations established between the therapists, clinicians, and professors at multiple institutions (Le Bonheur Children’s Hospital, University of Memphis, University of Tennessee Health Science Center). As such, most would agree with me in saying that these collaborations are important and necessary to develop and optimize healthcare solutions.

We, on the biomedical research side, are aware of and sensitive to the issues clinicians are facing with regards to work–life balance and dropout. Here, I want to present that there are similar concerns in academic biomedical research as well. They stem from similar stressors relating in great part to the early career hiring practices. Particularly, academic research in biomedical engineering is highly demanding and competitive in large part due to a pressure cooker entry period: tenure. Any conversation regarding work–life balance in academia must include the long lasting scars these junior years leave in our lives and careers, whether we succeed or fail. In the years of the “probationary” period toward tenure, an assistant professor is asked to teach, research, publish, and raise funds. Depending on the university, these may carry different weights, but in this newer academic climate, where the support for higher education is declining, fundraising is a top priority. In order to secure funding, we write grant applications with research ideas that sound non-risky to reviewers that are curbed versions of our original ideas (3). In order to become fundable, we publish as many papers as quickly as we can. All of these add up to countless hours of work countered by numerous critical reviews, which we learn slowly to accept, read, and respond. Although one can conduct biomedical research outside of academia, many believe in the strong inter-disciplinary research between medical schools and engineering colleges that it can provide the answers to some of our greatest healthcare problems. Thus, many of us chose an academic career over the more lucrative industrial careers for the intellectual freedoms and the possibility of finding meaningful careers through teaching and research.

A stable career in biomedical research is rewarded after the successful completion of a race, a marathon, which includes many forms of training years followed by the time-limited probationary tenure period. We do not perceive it as a race until a few years into the tenure process, we realize that it is indeed a race against time. Once the elation of securing a highly competitive tenure-track position dissipates, the perception of the race solidifies. Submission of grants, number of publications, funds generated, and students graduated become markers of success. In rare moments of calm between submissions, graduations, and evaluations, small amounts of doubt about the purpose underlying day-to-day activities creeps in, but it is erased quickly as the momentum generated at the beginning of the race moves us forward mindlessly.

As we get our tenure clock started, what is not explicit in our minds is that the tenure period lines up with the time that we form families or start setting roots within our communities. The former is key to academic careers, especially for female faculty members. It is reported that family formation is a negative factor for women in achieving tenure, whereas it has a net positive impact on men’s tenure prospects (4). In fact, an assistant professor who is female and has children works 100-plus hours a week in all parts of her life while dedicating 52.5 h per week to her academic work, whereas a male assistant professor works overall 88 h per week overall, of which 56.3 h go toward professional duties (5). As the definition of the modern family evolves, it is certain that these numbers will change. I can certainly speak of my experience, which has been on target with the overall number of hours worked in a week, but I was able to dedicate more time to professional activities due to my husband’s major contributions to parenting and household management.

While we are on our tenure race, as we aim to balance all aspects of life on our shoulders, we begin to sense the reality of contemporary academic job description, which primarily involves external fundraising. This mindset is especially prevalent in engineering colleges due to the fact that many consider engineering to be lucrative in raising funds, specifically, biomedical engineering, as there is a high level of investment by the private sector in biotechnology development and innovation. Inadvertently, it is even difficult to admit that these lead many early career researchers to work toward meeting target metrics to attain tenure, and possibly lose touch with the purpose of the work that attracted them to the field.

Is it possible that working mindlessly toward tenure in this academic climate is the major reason fueling work–life balance inquiries in biomedical research at mid-career, even after tenure? Although philosophical in nature, this question has real life implications such as the low retention rates of female faculty or female workforce in science, technology, engineering, and mathematics (STEM) all together. A survey of global science, engineering, and technology companies in a Harvard Business Review Report revealed that more female engineers, scientists, and technologists quit their jobs mid-career, about 10 years in, compared to male counterparts (6). Another study showed that approximately 50% women in STEM left their careers by the 12th year, whereas only 20% of the women in other professional occupations exited their career by the end of a 30 year span (7). Meanwhile, a similar trend was shown for academia indicating the presence of fewer full professor women than assistant professor ones in the STEM fields (4). Although a multitude of reasons are provided elsewhere, one finding stands out that women faculty are less satisfied than male faculty (8). The source of this dissatisfaction can be attributed to factors such as the environment, lack of role models, etc. Interestingly, the dissatisfaction and dropout may also be associated with one innate difference in how men and women approach their work and career: women place higher value on work that contributes to the society having a purpose (9).

This line of thinking suggests that the problem is not a work–life balance issue because there is none when we are dedicated to our work! The underlying issue is whether we perceive the work to which we are dedicating a substantial part of our life is worth doing so. If it is meaningful, then work and life activities integrate naturally, which leads to greater overall satisfaction and higher productivity as reflected in Dr. Langer’s work (10). Clinicians and physicians have direct interactions with patients whose lives they impact and save. In the academic biomedical research, we may never see the fruits of our work making a difference in someone’s life. As the demands of tenure mount and the morale in academic workforce drops with each new manufactured metric of institutional success, we find that our day-to-day work contributes less to the society; we begin to raise concerns over work–life balance and wonder if all of what we do is worth the personal cost.

While we await far-reaching solutions, such as increasing science funding and institutional modernization of the tenure and promotion process, we can do some simple things to help with these issues encountered by some. We can begin by examining the solutions suggested for the STEM women in the industry. Among them are job sharing, flexible careers, extended maternity leaves, sideways moves in careers. Implementation of some of these solutions may require changing of the tenure process or eliminating it all together, neither of which will occur in the near future. One answer may be to provide alternative, non-tenure track, sustainable academic research careers where one can expect long-term employment rather than the usual 2-year post-doctoral or research assignments that are highly dependent on external funding obtained by the principal investigator. This unstable situation of employment and income leaves many young researchers, some of whom are supporting families, frustrated and leads them to alternate careers.

Another important aspect in this conversation is the education of pre-doctoral students about an academic career in biomedical engineering research. For example, I was not aware that beginning of a career in biomedical research is similar to starting a small company, where one has to devise and market ideas, become proficient in finance, learn to manage people, etc. Moreover, up until 1 year into my first academic position as a research assistant professor (non-tenure track), I did not know much about the fact that academic research careers are extremely competitive, more so than most industrial careers in my field! As such, I suggest that until the funding levels increase and tenure is modernized, we inform and train younger engineering scientists to face these challenges. My interactions with PhD students in the biomedical research field tell me that many students do not understand the job description of a contemporary faculty member in the field. As a junior faculty who just went through the tenure process, I think this information must be presented to the students alongside training that involves budgeting, time management skills, etc. Above all, I wholeheartedly feel that the information has to be delivered in a mindful way through mentoring activities and conversations, where realistic undertones prevail over pessimistic ones.

For some of us, work–life balance questions resonate because we are unhappy with the current system. In the meantime, we are thankful to have the opportunity of tenure or a job in biomedical engineering research, which could be considered a form of art where we utilize math and sciences as our media to generate novel solutions that improve healthcare of patients. The essence of this work is intense, creative, and purposeful. However, the system is now skewed such that it is built on funding dollars and numbers met in institutional metrics. I am, for one, an engineer driven by numbers, and I believe that we as faculty should be measured and accountable for the ways we serve the community. The question is: how? When your aim is to understand how the alveolar epithelial cells in the lung are injured with mechanical ventilation to save patients with ARDS, what metrics should you use to measure the success of this research? Number of papers published? Amount of external research dollars? So long as these remain the metrics used to measure our work leading to tenure and promotion, they will also lead to discontent in academia and to dropout at the end. There is also a strong possibility that these metrics are particularly damaging to careers of women who are shown to value purposeful work that benefits the society more than male counterparts. In conclusion, I think that adjusting the new institutional metrics to reflect quality and purposeful work would significantly lower the work–life balance issues associated with biomedical research in academia and lead to less dropout rates in STEM academic fields in general. Whether this is achievable remains to be seen.
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Let me start off by saying – there is no such thing as “work–life balance” in a biomedical research career. In today’s modern society, the world is evolving at an unprecedented fast pace. The speed of progress in the biomedical research field is astonishing. The publications indexed by PubMed was ~9,000 during 2000 and increased to ~60,000 during 2013 (1). Unfortunately, the growth of federal and private funding for biomedical research is much slower. In fact, it is estimated that the resources that National Health Institutes retains today are less than 75% than they were in 2003 (2). The ever-increasing competition for funding makes work–life balance almost impossible. From a personal perspective, I have not yet encountered a successful scientist with a laid-back lifestyle throughout my research career from 2004 (when I became a graduate student) to present day. In fact, in my experience, most successful scientists struggle with busy schedules and lack of work–life balance. My Ph.D. mentor – Dr. Stephania Cormier – who is a tenured, full professor now, started her career as an assistant professor in 2002. She is highly intelligent and disciplined to a level that intimidates people; however, she still constantly works during weekends and holidays to clear off her work lists. When I was a student or postdoctoral trainee, I dedicated my life to research. Some of my experiments were inherently time-consuming, so I had to stay up till 03:00 a.m. the next day although I started at 07:00 a.m. At times that I returned home at regular hours, I read papers, books or tutorials related to my research. I did not have a life outside of my research, and at that time I did not feel that I needed one. Research was fun and the excitement from a successful experiment, publication, or presentation for a national meeting was satisfying… until my son Arthur was born 3 years ago. He is demanding and exhausting, but also amazingly adorable. Naturally, as a mother I want to spend time with him, and do not want to miss a single step that he makes as he grows up. This change in my life inevitably affected my dedication to my career. All the extra hours that I used to commit to research are gone; I suddenly need a life away from the bench. The only option I have is to achieve a work–life balance, even if it seems a “mission impossible.”

This may sound depressing, but realizing the truth is the first step to fix the problem. The problem is time! My workload has remained relatively the same, but now the time I have to complete tasks is about two-thirds of the time I had before having my son. This means that I must increase my efficiency at work one-and-a-half fold. To most scientists, including myself, who are already highly efficient, it is difficult to further increase efficiency. With this in mind, I have researched effective time management methods and practiced a few principles (3, 4). Here are some tips that have really helped me.

PRIORITIZE THE NIGHT BEFORE

Every evening before I go to bed, I go through a list of tasks that needs to be completed, and plan my time for the next day. Some may prefer to prioritize tasks every morning, I have just found that I sleep better if I know exactly how the following day will look like and I wake up with a clear mind, focused on my priorities of the day. How to prioritize tasks is an art in itself, especially when there are so many things that seem equally important at the time. One key principle to keep in mind is to only schedule about two-thirds of the work time. For example, if I plan to work 8 h, then I only schedule 5-h workload. The reason behind this is that if I can focus on the priorities for 5 h, most of time I can finish them with high efficiency. The other 3 h is for unscheduled interruptions that happen every day. In order to schedule just enough workload, I need to have a fairly accurate estimation of the time of each task. I achieved this by logging my activity each day for about a half year and then averaging the time that I spent on each task. Another important principle is to start the day with the most difficult task so that the day gets easier when your energy level and focus gradually goes down.

DO NOT MULTITASK

Multitasking may help increase efficiency if the tasks are not very demanding (5). Unfortunately, most of the daily tasks that a scientist takes need focus, such as writing, reading, and troubleshooting experiments. Multitasking on these tasks will only distract you and decrease your efficiency (6). When I write grants or manuscripts, I make sure that I have dedicated writing time and I minimize distractions. After shutting the office door, turning off Outlook, and putting away my phone, I write for about 45 min. Then I try to answer emails and phone calls in 20 min and go back to writing for another 45 min and so on. In this way, I only focus on one thing at a time and it actually increases my efficiency.

GET HELP

I have a very shy personality and asking for help does not come naturally to me. However, I realized that I have to do this to be able to survive and be successful at my job. I ask for all kinds of help, work and non-work related. My mother stayed with us when Arthur was born. I “bother” my mentors with grants, manuscripts, teaching skills, and even my struggles with work–life balance. I submit my manuscripts/grants to internal editing before actual submission. Nevertheless, the most help I get is from graduate students and postdoctoral trainees. I cannot do the experiments all by myself; in fact, trainees in a typical laboratory setting perform most experiments. There is plenty of information out there about how to find a good student and a postdoctoral trainee. I personally do not have much experience in the interviewing and hiring process as a young scientist. However, my experience has shown me that finding a motivated and personality-matched trainee is the key in research where experimenting is the cornerstone. Besides getting help on performing experiments, I also ask trainees to help me review or write manuscripts/grants. This is a win–win situation. The trainees obtain adequate training on manuscripts/grants writing skills during the actual process of helping complete these tasks. This mentoring method has been demonstrated successfully elsewhere (4).

EXERCISE

Everyone can see the benefits of exercising. It boosts your health and energy and, therefore, in the long run, it will increase work efficiency and quality of life in general. What I want to emphasize is that exercise is the perfect time for multitasking! I exercise regularly about four times a week, with a six- to eight-mile run during weekends. While exercising, I often think about the big questions in my life: is there anything that I am not happy about myself at work or in my personal life? How will I fix it? I also think about specific aspects of my work: why is my data not consistent? How do I probe my hypothesis by an experiment? What will be the next big wave of progress in my research field? In fact, I would say running is the most quality time I have for thinking. There is ample evidence suggesting that creativity happens in a moment that the brain is not highly focused nor distracted (7). This is called the drifting phase of the brain. When running, my mind wanders, takes its time, and eventually centers on the questions aforementioned. The benefit is enormous and running is not at all boring to me. My suggestion is to find a way to exercise regularly with no interruptions and just enjoy the Zen moment.

BE FLEXIBLE AND PREPARED FOR UNCERTAINTY

When I was a student and a postdoctoral trainee, I had a fairly fixed schedule due to my experiments. I worked with neonatal mice, and when the mice were born, I had to do the experiments on certain days, irrespective of weekends or not. When I did flow cytometry experiments, it was a 13-h procedure. I had limited control of my schedule. Now that most of my time is spent on writing grants, manuscripts, and reading, I find myself having the luxury of a more flexible schedule. I can work from home if Arthur is sick, or the daycare is closed. I can shuffle my tasks around so small tasks can fit into my schedule. However, everyone who writes knows that writing and thinking need continuous motion. The time from being interrupted to return to focus mode varies among people, but decreasing this time is the key for being efficient and flexible at work. I myself still struggle with it. I can hardly concentrate when Arthur is around and asking questions all the time. So while I can work from home when he is sick, my efficiency is low. The only trick that works for me is meditation and I am still not satisfied with my progress.

Being flexible also means to be prepared for uncertainty. I find myself, as many working moms, constantly dealing with chaos due to unexpected reasons related to my son. I unfortunately learned in a hard way that procrastination is not an option and completing tasks ahead of time is the only way to be prepared for uncertainty (3). One day, I was going to give a lecture in the evening. I had scheduled the whole day for preparation since it was my first lecture on that topic. However, my son’s daycare was unexpectedly closed and I had to prepare the lecture while my son was around. The efficiency was of course extremely low and I barely made my slides on time. The lecture turned out OK, but I wished that I had prepared the lecture much earlier. With uncertainty in mind, I now always try to finish important tasks ahead of time.

Finally, keep in mind that it is OK if your work–life balance is temporarily broken. Nobody can completely control life. And if so, what is the fun of life? So be open-minded, embrace the uncertainty, and accept the interruption. As a matter of fact, I stayed up late last night to write this article and I am still late for the deadline to my editor. “C’est la vie.” Live with it.
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We do not remember days, we remember moments

Cesare Pavese



Physician burnout is a real phenomenon that impacts us all, even from the early days of our training in medical school, residency, and fellowship (1). In a recent study by Goldhagen et al., the investigators reported an alarmingly high rate of burnout (approximately 80%) among resident physicians (2). As a mother of two young boys, a pediatric intensivist, and a physician scientist, I am acutely aware of the need for work-life balance. How do we strike this mythical balance, when each aspect of our lives, in their respective roles demands our fullest attention? When I am on service in the Pediatric Intensive Care Unit (PICU), my time and energy is entirely focused on my patients. When I am running a critical experiment in the laboratory, successful execution of the procedures is the priority, regardless of the time of day. When I am with the boys, I embrace my role as their mom, teacher, and friend, not as a physician scientist. Is it possible for us to have it all? Physicians, especially those who work in the front line of medicine are more likely to experience burnout and dissatisfaction with their work-life balance compared to the general population (3). The implications are significant, as those in our field are at increased risk for having depression, suicidal ideation, failed relationships, substance abuse, and addiction (4–7). Just as important, these issues can extend to our professional life, with serious consequences on patient care and the health care system (8–10).

For me, balance is found in the pause – at that moment when we stop to reflect and consider life. When I first became an attending, I took care of a child1 and family who made a profound impact on me. He was 5 years old, and had a neuro-metabolic condition that affected his mobility and left him mostly blind. He presented to the PICU with an acute illness, and despite all our efforts, it became clear that his outcome was poor. It was early in the morning, and I was sitting with the mother near his bedside. There were a lot of hustle and bustle in his room, but for his mom and me, it was quiet. She was telling me about this little boy’s childhood, his love for life despite all his challenges and limitations. Just a few nights prior, he was caught on video, dancing to his favorite band. We laughed together as we watched it, and reflected on the life that he had. He passed away soon after, in the arms of his parents. As physicians, we are trained to fix the problem – if the blood pressure is too low, give more volume or tirate the inotropes. Respiratory failure? Intubate and secure the airway. Renal failure? Initiate dialysis. All necessary steps and procedures, but in our efforts to treat our patients, sometimes we forget about who the patient is, their life and person. The mother later told me that in reflecting on her son’s life, in having that moment during such an overwhelming time of crisis, it helped her in letting go, and in saying goodbye to her son. For me, it reaffirmed the importance of always treating the patient and not the disease – for us all; it is ultimately about life, even in moments of death. I went home the next morning, and spent the day in the park with the boys. Every now and then, especially during an immensely busy day, I pause to reflect on the life that is given to me, and in that moment, I find balance.

Balance is also fluid and dynamic, not static. It is realizing that at any one moment in time, there is a task (or person) that is the most important, and needs to be on the top of our priority list. To maintain balance, it requires us to be flexible and to be able to shift with our priorities. It also means that we are willing to forgive ourselves and to let go of any self-judgment that may surround our decisions at that point in our lives, and accepting that all things cannot be equal in a given space. The notion that we can have it all, and do it all, without any need for priorities is a fallacy. When I was submitting my National Institutes of Health grant, I spent many waking hours and energy on the submission, especially as the dateline drew closer. This meant less time with family and friends, but it also forced me to ensure that whatever time spent was quality time. The ability to prioritize, and to edit our personal and professional life to matters that are of significance is critical in achieving balance.

In this twenty-first century and the era of technology, we are now a generation of physicians who are uber-connected. We are plugged in 24/7, and have the knowledge of our field at our fingertip. We have apps and notifications that alert us to the newest articles and novel findings within our subspecialty. We are connected with our friends and colleagues on social media, and have instant access to our networks online. In such an era of constant connection, it is easy to be caught up in the busyness of life. We learn the value of corporate citizenship, and in our eagerness to be team players, we take on tasks and projects for the sake of the tasks, and nothing more. To have a balance life, perhaps it requires that we get unplugged once in a while. There is extreme value in quiet thinking and solitude. As a distance runner, I value the time spent on trails, before the crack of dawn, with just my thoughts and me. Such a time of solitude often allows me the opportunity to reflect on my life, gain insights, and re-energizes me for the commitment and energy that is necessary to be a successful working mother and physician scientist. Protection of our private time, even if it is a small part of our day is critical to prevent burnout in an already highly charged and stressful career.

Physicians have been reported to work a median of 10 h more per week than the general population, with 37.9% working more than 60 h per week (3). It is not surprising then that 40.1% of physicians report that there was insufficient time for personal or family life (3). In a survey of physicians in the United States and their partners, Dyrbye et al. reported that work-life conflict were more common among female physicians, and those who were younger, worked longer hours, and practiced in academic medicine (11). Numerous strategies have been suggested to reduce this conflict include job sharing, having flexible work hours, stress management, resilience training, nurturing wellness strategies. and seeking work equity policies (12–15). In a randomized clinical trial involving physicians in an academic medical center, a facilitated small-group curriculum provided sustained improvement in meaning and work engagement, with reduced sense of depersonalization (16).

From my vantage point as a working mother, balance requires that we have a strong network of support and collaboration. If nothing else changes, we must be able to embrace the idea that asking for help is not a sign of weakness. Hiring a housekeeper, and having ready-made meals delivered to the house on occasions do not make us less of a parent or spouse. Instead, having the support of these home services allow for less exhaustion and more quality time with family and friends. At work, having advanced practice providers, such as nurse practitioners and physician assistants can contribute to work productivity. In the same way, having a scribe for data entry into the research database allows for more time in the laboratory for research planning and execution. It is critical to have collegiality at work, to be surrounded by a group of colleagues whom we can lean on, share our challenges, and celebrate each other’s success. It means having colleagues who serve as sounding boards, and mentors. It also translates to having peers who can cover our clinical service week when there is a sick child at home, or help in the unit even when they are not on service, an action that is reciprocated when necessary.

To achieve balance, we also need to be content. This does not mean settling for second best, and not striving to be the best that we can in our chosen field. However, it does mean that at any stage that we are in, we need to fully appreciate what we have, and not go through the motions in order to obtain the next paper, grant or promotion. After all, what is the worth of status, or a title if we stop doing things that we love and are passionate about, and have no one to share it with. Happiness is in the moment, and not in the future when we achieve a particular goal. We will find balance if our life and work is driven by purpose and the desire to make an impact in this world. It is possible to love both our work and our life, where there is meaning and significance, even in the smallest task. It is to accept that our definition of balance for today is not the same as for tomorrow as it is a shifting equilibrium. Once we have defined that balance for the moment, we accept the implications and choices that have to be made for supporting our decisions, and know that we are living our life to the fullest.
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A regular work day for intensivists can be emotionally draining, as we witness suffering, fear, pain, tragedies, unfair treatment of children, death…. We may experience the mental stress of dealing with nursing shortages, increasing family demands, and frustration related to interpersonal conflicts (e.g., between parents and specialists) among other issues (1). For the most part, we learn to manage this type of stress.

Several studies involving nearly every medical and surgical specialty indicate, however, that approximately one of every three physicians experiences burnout at any given time. Burnout is characterized by behaviors such as losing enthusiasm for work (emotional exhaustion), treating people as if they were objects (depersonalization), and having a sense that work is no longer meaningful (low personal accomplishment) (2).

Physicians, like other health-care professionals, can be at risk for another phenomenon, that of moral distress (MoD). This concept emerged in nursing ethics: “a challenge that arises when one has an ethical or moral judgment about care that differs from those who are in charge” (3). Thus, institutional constraints were seen as its key source (inadequate staffing, other professionals’ influence, family or patient choices, administrative agendas, institutional policies, and legislation) (3). Unlike a moral dilemma in which one is uncertain what ethical action to take, MoD is experienced by those who feel constrained from acting on their ethical judgment. Constraints are still recognized frequently as external, institutional ones (4). Internal constraints may be related to perceived powerless, lack of knowledge, increased moral sensitivity, or even lack of full understanding of a particular situation. It could also represent a lack of “moral courage” (5).

In 2006, Nathaniel extended the definition, highlighting the consequences of not acting according with ones’ moral judgment and be participating in perceived moral wrongdoing (6). The word perceived is very crucial, since we may feel strongly that an action is unethical while a colleague may feel just as strongly the opposite. It is well known that MoD in pediatric intensive care (PICU) can be linked to aggressive treatment, witnessing repeated suffering, futile care, and high levels of chronic disability post discharge and may be aggravated by work environment issues such as power imbalances, improper communication, decision-making conflicts, unrealistic expectations, lack of resources or personnel, and a high index of medical errors (2, 7) Corley and colleagues have developed a scale (MDS), containing 20 clinical situations to assess the frequency to which MoD occurs, as well as the intensity of the feeling (8) This scale, now on its second version, has been utilized in several studies (4, 5), including some in the PICU environment (9). As MoD has been more thoroughly investigated, discussion about the topic has become more prominent in the bioethics literature, with several journal issues being fully dedicated to the theme (10, 11).

WHY DOES MORAL DISTRESS OCCUR IN INTENSIVE CARE UNITS?

In this high-tension, rapidly changing environment, team work is paramount – and it is the way we operate (12). Indeed, the best clinical outcomes in critical care are correlated with a “team” approach (13, 14). Intrateam discordance, however, has been identified as a significant factor related to MoD among all health-care disciplines (15). Team dynamics, such as power imbalances (e.g., the lack of inclusion of the bedside nurse in overall decision-making), silencing (e.g., pressure to refrain from raising ethical concerns or voicing doubt about desired outcomes), “professional tribalism” (16), lack of trust in existing systems for ethical dialogue and patient management (e.g., worry that the “ethics people” are there to protect the organization, not patients or staff), not only affect individual PICU team member’s behaviors but also can heighten MoD. Poor team communications and lack of provider continuity have also been found as reasons for MoD among the PICU team (17, 18).

In our narrative inquiry study of the MoD of PICU teams, we have found that PICU staff participants identified lack of organizational support as an important source for MoD in situations of interdisciplinary conflict (19, 20). While research indicates that genuine dialog among the team members regarding ethically difficult situations is much desired (18, 21), the sheer number of personnel necessary to provide 24-h care for a PICU patient makes such dialog a logistical challenge (13). How can it be ensured that all staff involved in a particular patient’s care are included in key discussions or even kept informed, in a timely way, of the ethical concerns being raised?

Finding answers to such logistical challenges is a worthwhile endeavor. The consequences of MoD are significant for any intensive care unit, at the personal, the team, and the institutional level. Conflicting views related to life-sustaining treatment deeply impact staff members. Physicians, for instance, can become detached, and their future medical decisions compromised by such experiences (15). An experience of MoD can haunt some individuals for years, in what has been called moral residue (22). In fact, it has been found that MoD can be a reason for health-care staff to quit their position or even their practice entirely (4).

There is some evidence that the intensity of MoD can vary according to two factors: personal moral sensitivity and the moral climate in the organization (23). MoD may be an expression of sensitivity to the moral aspects of practice, an appreciation of vulnerability of patients, a simple reaffirmation of one’s values expressed in codes of ethics, or perhaps an acceptance of accountability and moral responsibility (15). Such recognition allows greater openness about the experience and does much to prevent a staff member being seen as simply unable to cope in the technologically driven, fast-paced intensive care environment.

WHY IS MORAL DISTRESS IN VOGUE NOW?

Lantos suggests that, in many areas of medicine today, there is a lack of consensus as what should be the best treatment for particular patients (24). As Morparia and colleagues noted, this lack of consensus continues to feed the controversy. Physician, in almost all cases, are equally divided in their choices (25). Parents have become – properly so – increasingly important in the determination of treatment choices for their children; this results at times in clashing beliefs and values between parents and health-care systems (26). In our study, participants’ stories suggest that professionals can be seriously distressed by taking part in treatments and/or care that they believe to be wrong for a particular patient or family (19, 20), especially when dealing with end-of-life decisions – a finding reported by others as well (27). In a recent study within an adult ICU, Dodek and colleagues found that MoD ultimately stems from three problems: uncertainty about who is in charge, cost-cutting schemes that affect patient care, and controversies about end-of-life (4, 28). An excellent review of MoD in neonatal and pediatric ICUs, by Sauerland and colleagues, concluded that situations causing the most intense distress were related to inadequate nurse staffing and perceived incompetent coworkers. The most frequently occurring distressing items were futile care and unsafe staffing (9).

Moral distress, however, becomes magnified when one feels that it is unsafe to voice one’s concern. A culture of silence can prevail to the extent that professionals know that raising any ethical concern will too easily label them as a troublemaker or as someone who is unable to “take the pressure.” The lack of authentic debriefing and/or ethical dialog that occurs within such a culture appears to be a major contributor to moral distress (15).

HOW CAN WE SURVIVE IN THE ICU?

Moral distress, like burnout, is a reality of our times. We have to find ways to meaningfully address it. Not to do so can mean that we will lose highly ethical physicians who find no recourse but to leave the job they love, forfeiting years of training and personal sacrifice (28). To prevent MoD, a culture of frank dialogue and good team communication is fundamental. In the PICU, finding the time and space for these to occur is an ongoing challenge.

HOW CAN WE ADDRESS MORAL DISTRESS IN THE PICU?

Based on the current research and personal experience, the following are some practical ways that can help physicians and their teams to prevent or to address MoD:

1. Recognize that MoD can be an alarm signal raised by a conscientious person encountering an ethical problem and worried that something ethically wrong is going to happen (29).

2. Give voice to the silence: whenever possible, foster open and authentic discussion of ethical concerns from each person’s perspective, including health-care professionals, trainees, parents, families, and patients. All practitioners on the team, regardless of discipline or “professional ranking,” should be able to safely raise their concerns of conscience (30). A culture of ethical questioning should be endorsed by institutions, similar to the openness described in the airline industry for safety concerns (31).

3. Reach for a “rapprochement”: we need to find ways to support moving to reciprocal understandings among those involved in patient care, as proposed by Carnevale (32). Respect, trust, and honesty will be required for common ground to be found in difficult situations.

4. Enhance effective communication among team members. In the fast-paced PICU environment, “real time” team sharing of information regarding treatment options and decisions made between physicians and families is crucial (30, 33).

5. Seek further ethics education: ongoing education in health ethics is one way to evolve a shared language by which the team may address ethical concerns; it may allow a deeper understanding of what is at stake (34).

6. Promote “venting/debriefing sessions”: after difficult cases, such sessions allow for open conversations and analysis. These sessions, to be successful, need to be characterized by authenticity, compassion, regrouping, and validation (30). Such encounters are crucial for the well-being of the unit and the practitioners involved and should be supported (i.e., finances, resources, and training) by the institutions (15, 35).

At the personal, individual level, a general mindset that encompasses the following may be helpful:

1) Nourish “moral courage”: an ethical health-care professional will always need moral courage, i.e., be prepared to face tough decisions and confront the uncertainties associated with the resolve to do the right thing despite the consequences faced. This need for moral courage is especially true when the perceived constraints are within ourselves or when we face opposition within our own ranks. The courageous person accepts and assumes moral responsibility for the perceived consequences of his or her action; a physician may master fear without necessarily eliminating it (36).

2) Seek peer support: this type of sharing, with someone that can understand one’s struggles, has a good listening ear and acknowledges and validates what one is experiencing seems essential for survival in the profession (15).

3) Take time off: having resting periods, time offs, vacation, and long weekend getaways: these are necessary for one’s well-being. Physical activity, exercise, enjoying nature, and managing stress through mindfulness are strategies shown to increase the capacity to take new challenges with stride (1).

4) Find another passion: having another interest outside work, even one connected with the field, such as volunteering on medical missions, has been very rewarding for me. Having a favorite sport, a pet, or pursuit (e.g., mountain biking, skiing, gardening, and traveling) have been cited by many PICU colleagues as their way to recharge and continue on the job. Cultivating a spiritual life, within or outside an organized religion, has been found to be important to sustain one’s motivation and engagement. To focus on what really matters in the work I do – the children and their families – certainly helps me keep going.

There is much that can be done to make the PICU a more “morally habitable” place. Given the current levels of reported MoD, health administrators need to attend to this important workplace factor and ensure the support necessary for staff to address it. As practitioners, we ought to develop insight into our feelings and reactions, contribute to an open environment where team work is a healthy practice, and adopt a lifestyle that recharges us for the next difficult case.
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During my fellowship training in critical care, my then 4-year-old daughter drew my picture in shabby scrubs with two dark circles around my eyes, and named it “mommy panda” depicting my sleep deprived and exhausted existence. At that time, I was spending about two and a half hours commuting, braving Atlanta traffic, while my husband pursued his PhD training in New York. My situation as an anchor parent of a young child with no family around and the demands of an emotionally and physically challenging fellowship training generated lots of sympathy and concerns from well-wishers and colleagues. They saw my life as unbalanced, at risk of burnout, and it is true that they had some reasons to worry since the odds were not in my favor. Physicians in general and particularly those exposed to unremitting high level of stress in specialties such as critical care are at high risk of burnout (1), a condition resulting from cumulative stress at work characterized by emotional exhaustion, depersonalization, and lack of personal accomplishment (2, 3). Emotional exhaustion is a key component in physician burnout (2), and the reported incidence in the US ranges from 25 to 60% (4, 5).

To avoid becoming yet another victim, I tried to learn what we already know about the risk and protective factors associated with physician burnout. Available evidence describes a number of work and personal factors often associated with physician burnout. Work characteristics such as heavy workload, poor work organization, conflicts with coworkers, patients and their families, and perceived lack of control of work hours and schedule, specialty choice and practice settings are reported as risk factors in both sexes (6–9). Parenting responsibilities, career and work schedule of a significant other, and the strength of social support are some of the factors identified in studies that have examined life style factors (10). As I understood, rather than individual factors, the interplay between these factors forming tension between personal and professional responsibilities, labeled as “work home interference” appears to be at the heart of burnout (11).

During my training and the first few years of practice, I often found solace in the belief that “things get better with time. Evidence suggests that this may be true as younger physicians have twice the incidence of burn out as older colleagues, and onset may be as early as during training (4). Younger physicians, those like I with <10 years of practice history have the lower career satisfaction and higher rates of both depersonalization and home-work conflicts even though they work fewer hours (12). It seems that if you survive the midcareer, when physicians of both sexes and most specialties are least satisfied and most burned out; you have better odds of being satisfied with work–life balance. However, I do wonder these findings may be due to self-selection or generational difference in attitudes to work and life.

While physician burnout is often a natural and anticipated response to cumulative stress in medicine as a system, I have often wondered, as a woman am I at greater risk of burnout than my male colleagues? How strong is the role of gender in the origin, perceptions and the ways one survive a stressful medical career? These are critically important issues for us to explore as more than half of the graduating physicians in the US are women, though they make only 30% of practicing physicians and 12% of professors in academic medicine (13). One-third of women pediatricians work part time for a better balance between professional life and family life (14). So, when I found studies describing female gender as an independent risk factor for physician burnout (7, 15), I was not surprised. I assumed that this is because women in general have role overload, that they often have a disproportionate share of domestic and or parenting responsibilities and therefore have more work–life conflict. I would later find out that this is not so clear cut as I thought. The nature of the gender-burnout relationship across all occupations remains unclear as only a handful of authors have investigated this relationship directly, and empirical results are mixed. Parental and marital status, often blamed as the major reasons for role overload, did not predict burnout, and some studies have even shown that married women physicians with children have less burnout and are more satisfied compared to their unmarried colleagues (16–18). So the positive association or rather the lack of negative association between marriage and parental status on well-being suggests that work–family conflict may not in and of themselves be the major source of excess burnout among women physicians. While suggesting physicians to get married and have children are not pragmatic solutions to combat distress, nurturing and protecting our personal and professional relationships are keys to avoiding burnout (11).

Another theme that has emerged from studies is the actual or perceived lack of control over work schedule as a significant factor associated with burnout (9, 19). Physicians who felt in control over work hours and schedule have significantly lower burnout even when they worked longer hours (15). Women physicians of all ages perceived significantly less control over their schedule across specialties and practice settings and felt more time pressure (9, 18). This may be partly due to gender-related differences in working style and expectations such as more time and effort to communicate with patients and emphasis on addressing psychosocial and health maintenance issues (18).

Fortunately, I have never felt dissatisfied with my career choice and have always viewed this as an insurance against burnout. Yet, could it be possible to feel genuinely satisfied with your career, but feel exhausted and struggle with symptoms of burnout? Interestingly, career satisfaction is a complex issue and the relationship between career satisfaction and burnout appears bidirectional. Burned out physicians tend to be less satisfied with their career, and physicians who are satisfied were less likely to report high levels of burnout (20). Although studies describe majority of physicians are satisfied with their careers, career satisfaction varies by specialty, income, and age (21, 22). Surprisingly, women are more likely to be satisfied with their career choice compared to men (9). Whether it is due to the different work values and work expectations for women or the phenomenon of paradox of contented female worker, i.e., objectively have poor work quality but report equal or more job satisfaction is not clear.

This also alludes to an inherent problem in interpreting evidence on gender differences in physician burnout and career satisfaction. Women are more open to expressing symptoms of emotional and physical fatigue while men are more likely to shut off and withdraw under stress and depersonalize the experience (23). Thus, it is possible that relationship between gender and burnout may have been exaggerated well beyond the actual size. Women occasionally pay a high price for this conventional assumption while being passed over for challenging assignments and promotions while men suffer from unrecognized burnout. It seems that the origins of burnout and career satisfaction are mostly entrenched in the environment and care delivery system rather than in the gender or personal characteristics of a few susceptible people (24).

Emerging evidence on physician work–life balance challenge some of the conventional beliefs on work–life balance and burnout. Specialties with lowest burnout has shown to score high in work–life balance, yet highest burnout were not necessarily among those least satisfied with work–life balance (24). It has been found that work–life balance is not a predictor of career satisfaction after adjusting for common predictors such as work hours, marital status, children, and control over work (19). In contrast, measures of burnout like emotional resilience and personal accomplishment are strongly associated with career satisfaction, and this relationship is independent of work and demographic factors (19). Hence issues of work–life balance are much less predictive of career satisfaction and physicians even with some amount of imbalanced work–life configuration may remain deeply satisfied with careers.

Nevertheless, I have to admit that the most common sensical advice that I received to prevent burnout is to aim for a work–life balance. As I took this to heart and struggled to achieve a new balance, I became painfully aware of the unevenness in my life. My preoccupation with the need for a work–life balance stressed me, whereas the guilt of missing the mark drove me further into despair, until I started to question my struggle. I realized that in my struggle to achieve a work–life balance, I have been trying to redefine my life by drawing artificial lines between my work, my calling and who I am. I found much help and comfort in my Eastern spiritual roots, to accept my life as it is with a certain level of chaos and unpredictability.

I am blessed with the unique opportunity to make a difference in the lives of children and their families during their most stressful and vulnerable times. These experiences teach me to live consciously in the moment and cherish and enjoy precious moments with my family. In turn, I gain my energy and resilience to continue my work from the love and support of my family. So as I see it, my work and family complement and not compete with each other. I feel fine with reasonable imbalance in my life as I achieve fulfillment from my work and support from my family.

My daughter is now 10 years old and I probed her to see how she perceives balance in my life. She did not quite understood the meaning of balance and asked “does that mean you are happy leaving for work as well as happy coming home?” I said “Yes, something like that”. Her response was “well, most days.” I was satisfied with that answer and on any day will choose being happy over chasing an ever elusive balance.
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“We are physicians, but first and foremost, human beings.”

Like most of my colleagues, I spent many years studying to pass medical school, residency, and fellowship. However, during all that time I never had an official lecture on work–life balance. Unofficially, too, it seemed like a taboo to talk about our personal life during our early training. We were told, “always patient care comes first,” and “we had a hard residency as well, and this is training.” “Resident” in the Cambridge dictionary means “the person who lives in a place,” and literally, we as residents were covering the hospital 24/7 in my home country of Japan. The society took it for granted that we would sacrifice our personal lives for our professional lives. How many times did we miss our kids’ concerts, or parents’ day in the school? Now, although trainees in the U.S. are protected with duty-hour rules, we as attending physicians still sometimes spend 36 h at a time in the hospital.

The topic of work–life balance is one I learned about from personal conversations after rounds or work instead of official lectures. My supervisors sometimes encouraged work–life balance even if they did not call it that. For example, this is what my boss told me during my ICU training. “We are working in a very stressful environment already. Please decrease the stress outside of the hospital as much as possible.” He did several things to accomplish this himself. When he worked in the hospital in NYC, he lived in a condo near the hospital to avoid traffic jams. Even after he moved to my training hospital, he lived in a house just a 5-min drive from the hospital. Another example was advice I received from my senior fellow when I started my pediatric critical care fellowship. At that time, I took a nap on a chair in the physician work area, and rounded bedside almost every hour, even when bedside nurses told me that everything was fine. I worried that I would oversleep if I lay down in the bed in the call room. My senior fellow advised me not to nap and round every hour and asked the nurses to call me if a patient’s parameter should change. His concern was that I may soon end up with burnout. That was the first time I thought of burnout myself.

However, now we see more and more articles discussing this issue. I conducted a literature search using Pubmed with the key words “physician work–life balance.” The search result showed 220 articles, but there were almost no articles before the year 2000. This issue is now seen not only as a problem in the U.S. but also in other countries. In the current literature, this issue is regarded mostly as a female physicians’ problem of balancing work and family/children issues. A current survey in the U.S. showed that more than half of pediatric critical care fellows are female and about 80% of female pediatric intensivists work full time. Even in Generation X, female physicians spend more time than male physicians parenting or involved in a domestic activity (1). I have to admit that more female physicians have this problem; however, male physicians also need to consider this issue more seriously to have a happy life with family members or significant others.

JOB-ASSOCIATED AND HOME-ASSOCIATED STRESS

As pediatric critical care physicians, we face many significant stressors at work. We are general practitioners in the PICU and need to learn updated medical knowledge about a wide variety of conditions. The patients’ family members are also under stress in the PICU, and we deal with this issue as well. We sometimes have to handle conflicting plans between other services to make a consensus for the best benefit of the patient. Most importantly, the patients we see in the PICU are in critically ill condition, and we need to treat them in a timely manner. A delay in treatment or unexpected complications may end up with morbidity and mortality. And we fight the diseases with our patients. We spend many hours at the bedside working to save the child, but even with all our efforts, we are not always successful. In these situations, I am left feeling helpless and drained of energy. In some cases, I regret what I could have done. I cannot increase the mood elevator even when I see the poster of the mood elevator inside the hospital.

However, even in the face of losing a patient, we have to paralyze our emotions, or at least mask them, because we experience so many patient deaths and tragedy. We are forced to do so as a physician. Other patients need our attention, and no one can wait for us. We need to function as usual, at least until we sign out to the next shift. That is our role and what we are supposed to do. But we need time to recover! We need to be able to grieve, just as our patient’s family members do. We may need psychological bereavement, or find the way to cope with these situations by ourselves such as a workout in the gym, spending time with significant others, kids, pets, etc. Sometimes, I will get energy from my family members. Innocent smiles from my son or spending time on a hobby like cooking, fishing, or wine tasting help accelerate my recovery process.

Unfortunately, the opposite situation may also apply. If you are experiencing problems in your personal life, such as a breakup with your significant other, or death of a family member or friend, your mood is already low, which makes it harder to recover from the morbidity and mortality of the PICU. As professionals, we are expected to act in the usual professional manner. But we cannot separate work and personal life completely because we are human beings with emotions.

BURNOUT

Burnout is a chronic psychological condition associated with emotional exhaustion, depersonalization, and feelings of inefficacy. Results demonstrate close relationships between increased work stress and burnout as well as diminished quality of care. High work stress environments in pediatric care influence the mental health of pediatricians as well as the quality of patient care (2). Garcia et al. demonstrated that the prevalence of burnout in pediatric intensivists is as high as 71% compared to 29% in general pediatricians (3). In a recent survey of pediatric critical care subspecialists in the U.S. conducted by the American Academy of Pediatrics, 18% of the responders planned to leave pediatric critical care medicine practice (4). Even though this is a small percentage of our population, we cannot ignore the contributing factors of long working hours (13.1%) and the stress associated with the field (25.7%). I am fortunate to have several experienced pediatric intensivists in our division. Their experiences and opinions are priceless. The loss of one pediatric intensivist by burnout would be a great loss to our treatment team. Similarly, there would be great costs to society if there were not enough pediatric critical care subspecialists in the field.

In an extreme case, burnout could cause depression and “Karoshi,” death due to overwork (5). I lost one of my classmates in medical school from suicide during the first 6 months of residency training. I went out with him 1 month before the incident as usual, and we talked about jobs and personal issues. However, I could not notice any changes in his physical and emotional condition, and I regret that I did not pay closer attention.

The quality of leadership by physician supervisors in the organization can reduce burnout and increase job satisfaction (6). We need to build up a sustainable system to avoid burnout through the leadership of a society, or an organization. This may include a mental and physical health screening on a regular basis and a targeted intervention such as psychological support as needed in the job place.

OTHER INDUSTRIES

We have learned many things from other industries that have improved our practice including safety and quality improvement. We learned from the air flight industry to decrease medical errors with the slogan “to err is human” (7). The Toyota Kaizen method was applied to our industry for quality improvement, such as a decreased transfer time or time for discharge or admission (8). Now is the time for us to learn work–life balance from other industries as well. Work–life balance is not only the physician’s problem but it is also a big challenge in other industries. We can read articles about this problem in Forbes, or Harvard Business Review. Forbes released a list of the top 25 companies in terms of work–life balance in 2014. Google was listed as one of the top companies to succeed at providing work–life balance for their employees. Google even applied a scientific approach to understanding this issue (9). They discovered that their employees could be separated into two groups dependent on their work–life approach: “segmentors” and “integrators.” “Segmentors” are people who are able to draw a psychological boundary successfully between work and life, and “integrators” are not able to do so. Only 31% of Google employees were “segmentors.” More than half of the “integrators” wanted to get better at segmenting. This survey shows how difficult it is for many people to separate work completely from the rest of their lives. Google realized how important it is to create an environment in which the employee can focus on work by “removing barriers so Googlers can focus on the things they love, both inside and outside of work” (10). The company knows the importance of attracting top talent in a tight job market, and this will lead to Google’s profitable success. This scientific approach should be also applied to improve the working environment in health care industries.

As part of physician groups locally, nationally, and globally, we need to establish a system to improve our working environment. Each institutional effort has a limitation, so medical societies such as AAP or the Society of Critical Care Medicine should take a leadership role with this issue. Otherwise our society will not be able to hire and retain young talented people. These people may go to other attractive industries such as IT, engineering, and business, etc.

CONCLUSION

For many of us, unfortunately, it is impossible to separate work and personal life completely. Our job is giving happiness to others through medicine. If we are not happy both in work and out of work, we cannot provide happiness to others. It is our responsibility to show leadership to create a satisfying and productive working environment for our future colleagues and our patients.
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THE RESIDENT PERSPECTIVE

“Hey, do you want to hang out this weekend?”

“Ummm … let me see if I’m on call …”

This is a conversation every resident goes through almost every month of their training. Despite work hour regulations, overnight calls and weekend calls define and shape our life. Every family event, birthday, and anniversary has to be adjusted around the work schedule. Weekends are traditionally seen as family time. Not so much during residency. At the start of residency, every intern is promised that with work hour regulations now in effect (1), more time can be spent at home with family. Little do they realize that they make up for the reduced duty hours by working more weekends. Even with compensatory time, family time is unlikely to be recovered (2).

I got married just before starting my residency. At the time, I did not realize how much the residency would come in the way of my personal life. However, on my days off, I found myself catching up on lost sleep and regaining the strength to survive another day. Just like most other chronically sleep-deprived residents (3), even when I woke up, I was grumpy and irritable (4). Let us just say my wife was not amused.

Starting the second year of residency was a scary thought not just in terms of increased responsibility, but also because it posed the physical challenge of working for 24 h straight. The Accreditation Council for Graduate Medical Education (ACGME) encourages residents to take a “strategic nap” during these shifts, which made me think it should not be as bad as I thought. And it was not. A 60–90-min nap seemed sufficient to keep me going for 24 h. However, during my pediatric intensive care unit (PICU) rotation, the same strategy did not work. “Strategic naps” were now only 10 min cat naps on a chair. Like with any ICU rotation, there were highs and lows. Although it was a roller-coaster ride, I thoroughly enjoyed the rotation. The challenge of taking care of the sickest children in the hospital and the immediate gratification of curing someone kept me going.

While I was engrossed in the sustained chaos in the ICU, I was disconnected from the outside world. For those 4 weeks, I was solely driven by my passion to take care of acutely sick patients. No matter how physically or mentally tired I might have been, those patients were more precious than my sleep. I soon realized that this chronic lack of sleep and the mental and emotional fatigue made me neglect my family and affected my mood. Any other concerns that my friends or family had seemed less important to me and did not warrant immediate attention compared to acutely ill children holding on to their lives. This made me question my priorities. Is my triage of responsibilities right? Is my work schedule affecting my attitude toward non-urgent concerns outside the hospital? And most importantly, do I want to do this for the rest of my life?

During residency, the academic curriculum is very well outlined. However, not as much time is spent teaching residents the importance of striking a balance, or at least trying, between their stressful and long work hours and their personal life. Most Graduate Medical Education (GME) offices do offer services to residents that may include sports facilities and corporate discounts, that can be helpful. Many more stress management strategies can be learnt from experienced physicians that may be formally incorporated into medical training (5). Sometimes, the vague transition from work to home can be eased by conscious physical detachment from work. Google ran a program in its Dublin office called “Dublin Goes Dark” where employees were not allowed to take their electronic devices home and had to leave them at work. The forced detachment from work led to more stress-free evenings (6). Many residents struggle not to use home access to electronic medical records to check on how some patients are doing since their last shift or check the clinical census before they start the next shift. Formal training on making sure that we do not remain preoccupied about a child’s suffering once we go back home is vital.

I have learned this the hard way. After a couple of weeks in the PICU, I wanted to emotionally blind myself from the hospital once I was done with my shift and going back home. This may sound inhumane and insensitive. However, I could not spend the few hours or a rare weekend that I had off, obsessed with something I could do nothing about. No matter how much I wanted to, I could not be in the hospital 24/7. This was my time. And I had to claim it.

It worked! Time spent outside of work started becoming more satisfying and enjoyable. I felt more refreshed and less emotionally exhausted. There was still one major problem: time. With more than half of the time in a week spent working, I felt that I was still neglecting family duties and furthermore neglecting myself. Time at home was spent studying, preparing for presentations, and working on research projects. Essentially, still work. I used to paint and go to the gym regularly. Not anymore. I complained to myself and my family complained to me. I could not prolong my week and get an extra day in the week and I felt helpless.

I pondered over this dilemma and realized that the problem lay within my own expectations. Becoming a doctor came with a price and I should be ready to pay it. Family life of a doctor is a different “normal.” The sooner I accepted this and lowered my expectations, the sooner would I be more satisfied with the “balance” that I was trying to achieve. I started utilizing my time wisely. At work, I would squeeze reading assignments into lunch breaks and tried to work on projects while still in the hospital. At home, I had to plan weekends, holidays, and free evenings. Exercise could not be an hour long session, it could still be 15 min. Slowly, my wife started coming to terms with the limited time we could spend together. We made the most of that quality time that was otherwise not maximized. We decided to plan each weekend more than we had ever done.

From medical school to residency to fellowship and eventually full-time work, life is only going to get more demanding. I did not want to believe this, but now I do. Caring for acutely sick children is what I love to do the most. Accepting that this is going to be challenging and demanding in many ways only helps motivate me and realize that achieving work–life balance will be a constant struggle. As long as I know that my work may help a child reach his potential, I am willing to give up weekends and accept sleepless nights.

“Happiness can only exist in acceptance” – George Orwell

THE ATTENDING PHYSICIAN PERSPECTIVE

From the moment, we decide to study medicine and work as physicians, we need to realize that work will absorb a large part of our life, where long hours and weekend calls are just the tip of the iceberg. Along with the need to study and continuously update our knowledge from the current literature, as physicians, we will have many other career demands, such as Board exams, Maintenance of Certification, and GME requirements. The sooner we understand this reality and accept it, the better. Spending time worrying about how much we are working or how many calls we have to do would make our job twice as hard, we are getting stressed thinking about it and we still have to do the work. Do not get me wrong, I am not advocating we should accept any unfair work conditions or do not try to improve our quality of life, but living continuously stressed and dissatisfied will drain further our already depleted energy. This vicious cycle could lead to burn out, depression, addiction, isolation, family problems including divorce. A study found higher prevalence for burn out in physicians compared to other workers in the United States and a higher risk among primary care physicians (7). The increased burden of paperwork, electronic medical records, and the pressure to see more patients are making physicians leave clinical practice prematurely and switch to a different career path or give up completely medicine to pursue better work conditions in an entirely different field. When an experienced physician quits practice, it is very difficult and costly to replace him. Additionally, there are data predicting a physician shortage in the next 5–10 years, since the projected increase in physician number will not match the projected growth demand (8).

There is an increased focus on the millennial generation of physicians since it is believed that this group has more expectations about work hours, flexibility, benefits, and the importance of work–life balance. The millennials are described as the “wanting all” generation (9). Consequently, efforts must be taken to improve job satisfaction for the physicians, especially for those from the Millennial generation, who are going to play an increasingly central role in the Health Care work force as they replace the soon to retire the Baby Boomer doctors (10, 11).

Difficult work environment and inefficient leaders are also important contributors to job dissatisfaction besides the long working hours and patient overload. Thus, when searching for jobs, attention should be paid to a broad spectrum of work conditions, and work satisfaction should be considered a priority, not a mere side effect. This alone will, in the long run, optimize performance and grant better work–life balance, and ultimately, maximize career achievements.

In my opinion, considering work and life as two opposite forces is like dividing ourselves into two pieces that cannot coexist. We are one and we should not isolate the physician from the person. Each of these aspects of our life contributes to who we are, to our happiness, and ultimately to our success as physicians and human beings.
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When I agreed to write this opinion piece on work–life balance, I quickly added it to my office whiteboard to-do list: “Work-Life Balance – October.” These four words generated much discussion – from jokes about the short timetable that I have to achieve the perfect work–life balance to conversations about how we are all trying to find work–life balance.

As a female academic intensivist and both an ICU director and program director, I am constantly surrounded by trainees and intensivists. Even before the whiteboard conversation piece, work–life balance was a frequent topic of conversation.

Point is – we all want work–life balance and think it is the key to our happiness, but the idea of it can somehow create more stress and anxiety. In fact, if you have thought too hard about it and whether or not you have it, you likely are feeling like a failure.

Like most physicians, I do not like feeling like a failure so instead I now think of it more like this: it is a privilege to have a fulfilling career, but that does not for a second lessen the importance of my personal life and the people that I care about.

Though work–life balance seems to be a goal for so many, most cannot even agree on the definition. Wikipedia defines it as proper prioritizing between “work” (career and ambition) and “lifestyle” (health, pleasure, leisure, family, and spiritual development/meditation).

When I ask my physician friends how they define work–life balance, to some it means having enough time to fulfill all of your work and home responsibilities and to be able to prioritize the important events in both domains. In short – be where you need to be and do what matters the most to you on a given day. For others, it means separating your work life from your home life so that neither really interferes with the other on a regular basis because they should indeed be separate entities. Yet another friend jokes that it means that work and life have equal importance and influence but speaking for herself, she has too much life and too much work so that the scale, while balanced, has actually broken.

All the definitions seem flawed and set us up for failure because there are often not enough hours in the day for all the people that want or need us, whether it is our family, friends, patients, or colleagues. As academic physicians, I see no way of advancing our careers and keeping work and life completely separate. And no one wants to feel that work and life are balanced but that they are being pushed to the limit. So, are we talking about a hopeless endeavor to even strive for work–life balance?

The work–life balance debate also undoubtedly becomes an emotional one because it is one of those topics that force us to put our core values into conflict. It makes us feel that we have to choose one core value (perhaps our dedication to our loved ones and even ourselves) over another (our ambition to make our mark in this world and advance our careers while helping others). Almost everyone, when asked, would say that nothing is more important to them than their family and friends. It is controversial to say or think otherwise but yet as academic physicians, there is little doubt that our careers are also incredibly important to us.

Work is often stimulating, inspiring, fulfilling, and where we spend much of our time. Many of us are doing it partially to support our families but regardless, work in academic medicine does give us purpose and a unique opportunity to impact many lives – through research, through training a generation of physicians, through being a caring physician to our patients. We do it because we believe in it and most of the time, I really do think of it as a privilege.

For me personally as a program director, I feel at any given time that I am just trying to raise 20 kids at work and guide them to be the best that they can be (full disclosure – I do not have children of my own). When classes graduate and leave every year, I mourn their departure, but seeing how they turn out is often worth the sacrifices I have had to make in my personal life. Not all aspects of my professional life are worth it however and I am constantly weighed down by the emotional turmoil that comes from having to choose between one important thing that is the “correct” important thing and another important thing that is still extremely important and offers a way to impact more lives.

Interestingly, during my occasional stints on social media, I see many articles about how millennials (I am a gen-Xer based on my age and work philosophy) in fact are no longer striving for work–life balance – #worklifebalance =oldnews (1). Instead, they are seeking a healthy work–life blend. Modern companies, such as Google, have created work environments full of gourmet meals and recreational areas. My own millennial trainees want a gym at work. Of course, the consequences of this millennial philosophy are largely unknown and it is plausible that the sense of being “on call” all the time and the constant multitasking could lead to further work–life imbalance (2).

For me personally, several things have been key to maintaining at least a sense of work–life balance: flexibility, the support and understanding of others, blending my work and life in a healthy way (as the millennials want to do), and strategic time management. Many women physicians with children choose academic medicine largely for the flexibility. They can leave during work hours for a school activity and then choose to work until 7 p.m. I personally opt to work at midnight instead of 7 a.m. when possible.

More controversial than that is that I choose to spend several hours per week while on vacation overseas to deal with the e-mail barrage that comes in while I am away. Some are quick to criticize that as a sign that I do not have work–life balance. But that is the flexibility I choose that helps create my own personal sense of balance and minimizes my work-related stress.

Next is the support and understanding of others – which arguably is a key component to every success in our lives, both at home and at work. As an intensivist, I can unexpectedly get stuck in the hospital because of a sick patient – similarly as an academic physician in leadership, I can also get stuck in a late meeting. If either of these events results in me missing dinner or something even more important than dinner, I, personally, am already bathing in stress and guilt. So in my personal life, I have made a concerted effort to surround myself with people that are largely supportive and understanding. No one needs to make me feel guiltier than I already feel. I consider myself lucky but I know that many physicians do not have this luxury.

Similarly in the hospital, I have worked hard to build a supportive faculty that largely cares about one another. Most of us are willing to help cover each other so we can all better fulfill our non-work priorities. As my colleague recently remarked, “We will all do better in the long run if we look out for one another.” As an intensivist, there is nothing worse than the feeling that you are rushing through a procedure or patient evaluation because you need to be elsewhere – several times in my career, I have had to make a concerted effort to slow down and relax so that the patient in front of me receives the care that they deserve. Having a supportive environment at work truly benefits everyone involved.

Another thing that sustains me is that I have found work–life blend after many years in academic medicine. Some of my closest friends are my colleagues – I can forget sometimes during a leisurely lunch that I am even working. Again this is a luxury but helps me immensely with feeling balanced at work, especially during a long or frustrating day.

Over the years, I have found that I truly do not mind integrating components of work into my life compartment and have stopped feeling guilty or judged for calling a patient after hours or texting my trainee back on a weekend that I am spending with my family. Really the one thing that we, as incredibly busy academic physicians, have to offer our loved ones and the people who depend on us at work is time. Balance is simply having the flexibility to choose how to divide your time without the constant feeling that someone is getting short-changed. Sometimes your life deserves more of your time – sometimes your work is what is taking up most of your time. Dividing your time in different ways at different points in your life is simply necessary and inevitable.

I personally try to allot my time to the people that will appreciate and benefit from it the most at any given time. I also block off time for my own sanity and rejuvenation so that I am better able to help others in my personal and professional life. I outsource tasks at home that I do not enjoy or have an aptitude for. I now choose projects at work more carefully. Is it a good use of my time that will lead to something meaningful for my career? Will the people that I give my time to appreciate it? Does it make more sense for me to delegate that task?

Whenever I think of achieving the perfect work–life balance, I am reminded of an article I read about Pepsi’s CEO, Indra Nooyi, who used strategies, such as having her secretaries monitor her children’s recreational privileges at home (3). She is often used as an example of a woman who has mastered work–life balance but has openly admitted that her own quest has been a struggle full of immense guilt. Perhaps half the battle is to acknowledge our limitations, cut ourselves some slack, and just do the best that we can. Our work colleagues, patients, and families/friends will hopefully understand.

As a last sentiment, I hope that academic medical centers realize the importance of providing an infrastructure of support that make our academic lives more sustainable. In an era of physician burnout and a high attrition of female faculty members at the associate professor level, I recently read with enthusiasm an article describing a new “time banking” program at Stanford’s Emergency Medicine Department in which performing traditionally uncompensated academic tasks, such as mentoring, teaching, and committee service, leads to “credits” that help maintain work–life balance in physicians’ lives by providing pre-arranged and compensated cleaning services, meals, childcare, and other household and work-related tasks (4–7). My institution provides childcare resources on campus and the option of “stopping the clock” in the context of academic promotion and childcare responsibilities. There should also be support and funding for physicians to attend conferences focused on physician wellness and work–life balance. I plan to attend the AAMC Mid-Career Women Faculty Professional Development Seminar this year and will definitely make it a priority in my career to promote innovative interventions to promote work–life balance that keep talented academic physicians where they belong.

For my fellow academic physicians – I hope that you are able to find a healthy work–life blend that involves flexibility, strategic time management, and a world at home and at work that is full of support, understanding, and meaning with less guilt (self-imposed and from others) when we are simply just doing the best that we can. In the end, we are the lucky ones who have found a sense of fulfillment in both our work and home lives. Our constant struggle to find the perfect work–life balance should thus be viewed as a privilege, as the struggle itself is simply a sign that we have a number of core values that hold great importance in our lives.
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Life is like riding a bicycle. To keep your balance, you must keep moving. – Albert Einstein

We “the young physicians” are not immune to work and home stresses. On the contrary, we may be more prone to them (1). Dissatisfaction, depression, and burnout are common in physicians, especially in those with subspecialty training (2). Dyrbye et al. have found the lowest career satisfaction, greatest rates of work–life conflicts, and more significant depression in early-career physicians compared to middle- and late-career physicians (3). Despite the decrease in work hours, advances in the medical field, easier access to health information, and far superior connectivity to work and family members, young physicians continue to report high rates of dissatisfaction (4, 5). Physician dissatisfaction is an important issue and has significant consequences on various aspects of the modern health care system, including patient care, physicians’ well-being, and growth and viability of the medical field. Though there is growing recognition of physician dissatisfaction and its consequences, few interventional studies have been done so far to address this problem (6–8). To tackle this issue would require both individual and institutional efforts to seek strategies to help this vulnerable group.

As a pediatric intensivist, physician–scientist, spouse of a pediatric neurologist, and father of 4-year-old boy, I have experienced several conflicts with work–life balance up to this point in my life, and I am sure there will be plenty more in coming years. There were times when I questioned myself, “Is this worth doing”? I sat down to think and remembered these words:

Thou has knowledge declared to you; reflect on it fully and act as you like – Bhagavad Gita

In the hustle and bustle of busy work schedules and chores of daily life, young physicians often let themselves operate in autopilot, although we forget that to successfully run in autopilot requires some key elements, including a destination (purpose), a path to follow (priorities and time management), and ongoing monitoring of the current situation (reassess and reset) (Figure 1).
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FIGURE 1 | Work–life balance: keep the cycle moving – find a purpose, set priorities, and manage time well then reassess and reset.



The first step is to find the purpose in daily life to make it meaningful. Most young physicians feel dissatisfied and dispassionate in their work, because they do not see the need (purpose) behind it. Abraham Maslow proposed a “hierarchy of needs” in his milestone 1943 paper, “A theory of human motivation” (9). Maslow categorized needs as physiological, safety, love and belonging, self-esteem, and self-actualization. These needs are often depicted in the shape of a pyramid with the most fundamental needs at the bottom and the need for self-actualization at the top (9). These needs may not be universal and hierarchical as described by him and may vary from individual-to-individual. Marlow’s categorization helps prioritize needs in a more organized manner. We should also take into consideration the needs of our family members and support group.

On the larger front, it is important for both the young physicians and the health care institutes to make an effort to align their needs to create a more symbiotic relationship (10). Effective leadership and job satisfaction are two interrelated factors, which are fundamental to institutional success. With the changing economy there is a shift in the needs of health care institutes with focus on productivity, sustainability, and cost control. Many institutional leaders have adopted a transactional leadership style to accomplish institutional needs. This approach may have increased stress in young physicians, who may feel pushed to see more patients in less time, put in long work hours and to do extra documentation. Young physicians may perceive that their role is to realize institutional financial gain, which may contribute to job dissatisfaction. The health care institutes will be benefited from having leaders with transformational leadership style to lead and motivate their young physicians. The dimensions of transformational leadership include idealized influence, inspirational motivation, intellectual stimulation, and individualized consideration. This notion is not new to the health care system; in a systemic review of 53 studies, nursing staff was found to be more productive, encouraged, and felt satisfied with the nursing leaders who had transformational leadership style (11). Successful leaders are not only able to identify a larger purpose to help society but are also good in communicating their vision and goals to their subordinates. Institutional leaders should encourage innovative ideas, provide protected time, and seek resources to help young physicians. Also, they should attempt to integrate young physicians in each step of the planning of institutional goals and overall vision. Better understanding of institutional goals may help young physicians in aligning their needs to the institutional needs.

The second step is the time management, an essential skill for young physicians to acquire. I remember the days in medical school when I could afford to focus and spend days on an assignment. Now it is not possible. I struggle to multitasking research experiments, grant and manuscript writing, literature review, patient care, fellow education, my son’s school and social engagements – the list goes on. Unfortunately, young physicians receive very limited training in time management. Few medical publications are available to help improve time management skills for physicians (12–14). In an evidence-based review, Gordon and Borkan only found 15 publications describing time management techniques for physicians (14). The authors broadly classified effective time management strategies into four categories: (1) setting short- and long-term goals, (2) setting priorities among competing responsibilities, (3) planning and organizing activities, and (4) minimizing “time wasters” (14). I have acquired most of my time management skills by emulating my role models and mentors. We should also take advantage of advances in information and communication technology, such as email, virtual meeting, and online organizer to manage time well. My hope is that in the future, bodies such as the Accreditation Council for Graduate Medical Education (ACGME) will recommend more formal training in time management skills for physicians-in-training.

Young physicians who strive to excel often push themselves to both physical and mental limits. It is important to find avenues to unwind and reenergize to prevent chronic fatigue and depression from setting in. One way to accomplish this is by engaging in physical and recreational activities. Physicians in the US are found to be more physical activity in comparison to the general US population, but the degree of physically activity varies with career stage and geographical areas (15). By contrast, Iwuala et al. have found only 20.8% of health care providers in Nigeria had adequate physical activity, and 71.3% of them had body mass index above recommended values (16). Residents and fellows are found to engage in less physical activity than attending physicians and medical students, probably related to longer and less flexible work hours (17). The ACGME has implemented duty-hour regulations, which have decreased work hours for residents and fellows, but studies are needed to evaluate whether they have translated into less mental and physical fatigue in this group of physicians. We should take lessons from companies such as Google Inc. and Apple Inc., who have developed campuses with easy access to various recreational facilities for their employees. Health care institutes across the nation provide limited if any, access to recreational facilities to in-house physicians. Development of such facilities by health care institutes may provide an avenue to help improve both mental and physical health of physicians. For me, seeing my son growing from an infant to a toddler full of curiosity and enthusiasm has been a great escape from all the intensity at work. To keep up with my son’s energy, I started distance running and was able to run my first half marathon last year. The training has helped me improve my physical endurance and mental fitness.

Life is dynamic. We all go through major transitions and unexpected things happen. It is important to reflect to reassess one’s needs and reset priorities from time-to-time. In medical professional life, major transitions occur at the conclusions of medical school, internship, residency, and fellowship. Similarly, in family life, we go through major transitions such as relationships, marriage, childbirth, and deaths of family members. These transitions pose different challenges, and it is our responsibility to plan ahead for foreseeable transitions. It is vital to identify and acquire essential skills to make each of these transitions smoother.

Lastly, there are many ways to success, but no one can do it alone. We have to build a strong network of support groups, both at work and home to fulfill our needs. Most successful young physicians have many mentors to guide them through their career and life. Young physicians would immensely benefit from strong mentor–mentee relationships by learning from mentors’ valuable life experiences to prepare for major work and home transitions (18). However, successful mentoring requires both the mentor and mentee are committed and have interpersonal skills as well as support of the institution (19). I am fortunate to have many mentors so far to guide me in my so-far-nascent career and personal life.

In the week when I was writing this article, I also spent hours at the bedside while trying to manage a critically ill bone marrow transplant recipient patient with acute respiratory distress syndrome on extracorporeal membrane oxygenation (ECMO). The patient’s mother asked me many challenging questions, “Is she going to survive?” “How long should we continue the ECMO support?” or “Have you seen anyone survive something like this?” The patient’s mother was trying to take cues from my facial expressions and hoping for me to say something encouraging. My heart was full of emotion and mind was contemplating the words I should use. I wanted to be say something realistic yet hopeful. Somehow, I came up with, “I don’t know the future and I know odds are against us, but we would not know for sure if we don’t try.” Next few days were challenging, but the patient made a remarkable recovery and weaned off ECMO. The patient’s mother was beyond grateful to the entire team. It is moments like these that blur the distinction between “work” and “life.” Work seems purposeful and life seems balanced. We “the young physicians” need to remind ourselves that our true purpose is to take care of people when they are most vulnerable.

To conclude, for me, it is not about the work–life balance. It is about finding your purpose in life both at work and at home – and striving to fulfill it. The balance is in the motion, so keep the cycle moving.
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Work–life balance is a never ending topic of discussion among physicians. We constantly discuss how to juggle career advancement, marriage, and children in our daily professional life. Work always seems to be antagonistic to, rather than synergistic with, maintaining a personal life. However, true balance does not sink in until a moment arrives in your life when you consider giving up your career.

After finishing my critical care fellowship, things seemed to be going fairly well in my life. I had my family, my house, my job as a critical care physician, and my passion to do research. I love my work and am truly honored by the privilege to work with critically ill children and their families, who need good clinical advice and help to make the best decision for their precious ones. Yes, there are difficult moments physically and mentally for myself and my staff, but the fact that I can contribute to someone’s critical life decisions has always motivated me and kept me going.

Despite being discouraged from pursuing a career as a physician scientist, I was stubborn enough to work hard and to obtain grants to launch my research projects. I was warned that I would have little success in balancing my life between my family, job as a critical care physician and role as a researcher. However, I enjoyed every painful, fun moment writing manuscripts and IRB applications and tried to collaborate with researchers from multiple disciplines. My view of medicine became wider and richer through research. When I met successful female physician scientists through the K 12 program and the Association of American Medical Colleges (AAMC) meeting, I was especially energized and the discouraging words against pursuing a career as a physician scientist faded away. Knowing that everybody goes through the same stage of life (struggling with career, family, and/or research) made me think that I am not alone in feeling overwhelmed and undervalued.

During weekdays, I did not mind working long hours as a single mother with my daughter while my husband was in training 1500 miles away. We only spent precious time as a united family during the weekend and went back to work doing research or being on service and taking calls in the ICU every Monday night. I still worked at night after my daughter went to sleep and took advantage of my husband being with my daughter during weekends.

When my daughter was about 20 months old, my husband became critically ill (without knowing the long-term sequelae), my life stability suddenly became very fragile without warning. I was pregnant with my second child, and everything became paralyzed. It is the worst experience for anyone to have your family member admitted to the ICU, but worse to know about everything that is happening around you, and unable to hide the fact that you are an intensivist. I went through so many scenarios without answers in my head and realized that time is the only medicine to take care of this crisis. What if he was neurologically devastated? Would he come home with a tracheostomy and mechanical ventilation? Would I have any help to take care of my husband and children? Would my children ever play with their daddy? During his hospitalization, I completely shut down any in-coming contacts, including flower delivery, family visits, and phone calls. I wanted to be a wife next to my husband who was paralyzed and mechanically ventilated, not an intensivist. All my colleagues were wonderful helping me to get through this crisis, and I learned a lesson from them – unless I was well, I could not take care of my husband, daughter, or unborn child.

After this extreme situation, the importance of my family as a foundation became clear, and being a physician or a researcher is now an additional factor to enrich my life. Right after discharge from the ICU, a 2013 nor’easter covered the New England area in snow. My husband insisted that we go skiing 2 days after discharge from the ICU. Now, I switched to my role as an intensivist to tell him “no”; however, my wish was defeated by his strong desire. Ski boots helped his foot drop, and albuterol in my pocket gave me a sense of security. However, seeing my husband standing on the snow-covered slope was the most effective spiritual therapy for both of us to recover from the delirium and posttraumatic stress disorder brought on by the ICU. I never had so much appreciation for having a simple but complete life. Sipping a cup of apple cider in our hands and joking with my husband with smiles on our faces, the snow-covered mountain reminded me of what is most important in life: family.

Several studies have been done by groups, including the AAMC looking at female physicians’ career success. Despite the increase in the number of women entering medical school and residency over the years (close to 50%), only one-third of full time faculty and 21% of full professors are women (1). The progress and challenges for women in academic medicine are not new (2). Little flexibility for promotion criteria and a narrowly defined “success” path in academia that is more suitable for males does not accommodate the differences in women’s career trajectories (2). At the same time, one study showed that female physicians with children have lower value in terms of career success and career support experiences than male physicians. In the same study, females showed higher levels of life satisfaction overall, where friends, leisure activities, and income are concerned, despite the negative impact that parenthood has on these career factors (3). Where do I stand now?

In my case, balance is based on the pyramid of my family at the bottom and work at the top, instead of parallel to each other. Neither should conflict with the other. Being an intensivist, my appreciation of life sank in even deeper after my learning lesson. I cannot sustain myself without this foundation. From these critical moments, I decided to devote 100% of my time to family when I am not in the hospital.

In one survey looking at work–life balance, both male and female gynecologists reported that work–life affected their private life in a similar way, causing them to neglect both their partner and children due to their work (4). I cannot neglect my family, even when I am at work, and I should not. There are many intensivists available to take care of sick children’s; however, I am the only one for my family. I try not to stay up late to write grants and manuscripts at home, and I do not feel guilty about it. Instead, I spend my time cooking for my family, bathing, and reading books to my children daily. I make their bento box and drop them off at school as long as I am not on service. This is part of my life as a mommy intensivist. If I did not have children, I would have spent the time on career development, including educating residents/fellows, and administrations. I am probably juggling between work and kids in a similar way to other scientists in the laboratory (5). However, as an intensivist dealing with a critical situation at the bedside, I cannot leave my patient to come back the next day the way that a basic scientist can. If I had to leave the lab I could always repeat any experiments that failed in my absence, but I cannot apply the same mentality to my patients in the intensive care unit. This is how my clinical and research work get prioritized. Prior having my children, I chose to devote my time on research. I may not be a successful world-class researcher, but I am persistent with what I feel is right at the moment, and I feel good about doing something I am passionate about. I may prioritize my piles of work terribly some days, and I may do fairly well other days. That is okay with me. I have to accept my abilities and myself at my level of career and family requirements.

Sometimes, I may have to say no to my colleagues based on my priorities. I ask my help from my colleagues when I need, and I offer my help to others when I can. My family foundation gives me stability, energy, and appreciation at work. I look at the world through very different glasses than before I was a parent. The goal and purpose of life can be liquid, and I embrace them at each stage of my life. My priority has changed over years as my training and career have advanced, and I personally think that is how life should be. One may have issues with own parents or siblings even one may not be married and not having children, and taking care of them as a priority over the career. When my children grow up and do not need me right next to them, I will shift my priorities to what motivates me at that time.

Many factors contribute to women physicians leaving academic institutions early in their career (6). However, Levine et al. concluded that disconnection or discrepancy between their own priorities and those of the institution is the main reason for women physicians to leave academic institutions early in their career. I personally think improvement in work–life balance comes from having a conducive work atmosphere and a customized approach to individual needs on an institutional level of understanding and support.

I would encourage connecting yourself with peers in similar situations in your own institution. Sometimes, human resources or administration can facilitate this through faculty development courses or seminars; these may provide networking opportunities among faculty with similar career goals. I attended as many of these as I could to learn from the others with different perspectives how to overcome difficult situations. At the national level, the AAMC is a great organization to provide mentoring, networking, and opportunities to know peers through, for example, the Early Career Women Faculty Professional Development Seminar. As Sapey concluded, we may see light coming through the old school system, evolving to become better suited to physicians with families (7). One way or another, everyone goes through similar stages of life or crisis. So, why do not we respect each other and support our journey toward success?

At the end of my life, I would like to be recognized as a wife and a mother first, rather than a physician or researcher in a particular field. This is my priority.
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A small girl with a unique genetic syndrome lies in bed since birth. Her brain does not work. She is in a persistent vegetative state. Recurrent seizures punctuate her intractable epilepsy. She shows no meaningful interaction. Her breathing is insufficient. Upper airway obstruction, repeated aspiration events, chronic lung disease, and scoliosis make her struggle to breathe. Her parents never wanted her to suffer. Two years ago, they agreed to a Physician Orders for Life-Sustaining Treatment (POLST). Their daughter would not undergo resuscitation. Death did not come, however. With meticulous medical care, her body grew. Her breathing worsened. Offered either palliation or a tracheostomy tube, her parents chose “trach.” With easier breathing, the girl expended fewer calories. She continued gastrostomy tube feeds and gained 10 pounds in 3 months. Now she is rehospitalized with respiratory distress. Her weight rises another 2 pounds. We put off calorie reduction for the outpatient setting. For the first time, we discharge the family home with a mechanical ventilator. Our collective health-care efforts have set up a protracted course whose likely end will come in overwhelming sepsis or ARDS, rather than allowing natural death with palliative care. How many ethical issues were raised by this case? I count more than 40 (Table 1).

TABLE 1 | Ethical issues raised by the case.
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Physicians make ethical decisions constantly in health care without formal training in moral practice. Consequently, we leave most moral issues unaddressed. Instead, we concretize and categorize patient complaints into physical and mental issues to be addressed functionally (1). For instance, I may not be able to help a boy dying of cancer with his existential loneliness, but I can prescribe morphine for his respiratory distress. As a doctor trained in physiological intervention, this essentialization of clinical questions is justified by the ethical principle of beneficence. We focus on how we can help patients. However, this practice dehumanizes patients and leaves important overarching questions unaddressed. As Agledahl et al. wrote, “Even if your clinically sound decision is morally motivated, it may not necessarily be the morally good thing to do” (1).

What is the effect of practicing medicine without addressing moral issues? Does clinical practice diminish our own humanity? Studies of our medical trainees may shed some light. Remarkably consistent studies have observed that empathy declines in medical students and resident trainees during their clinical years, but not during preclinical education (2). Students are subjected to mistreatment by mentors, loss of idealism when faced with clinical realities, isolation from social supports, high workload, lack of sleep and personal time, and a fragmented patient–physician relationship (2). Furthermore, the evolving electronic medical environment may be reducing trainees’ time spent in patients’ rooms. Pediatric interns and residents now spend only 12% of their time with patients, but 21% on computers and 35% communicating with colleagues (3).

One could argue that limited empathy can improve problem-solving ability and competent health care (4). But what about the moral aspect of medicine? Unfortunately, clinical training impairs moral development. Repeated studies over the past 20 years observed that medical students fail to attain normal moral development and may even decline in moral reasoning capacity during their 4 years of medical school (5–9). Ethics lectures and clinical experience fail to correct this deficiency. One reasonable hypothesis supposes that overemphasis on memorization of facts, obedience to authority, and application of rules based on practice standards, evidence, and cost limits might impede the development of higher order “postconventional,” or ethically principled, thought (7, 8). An evidence-based solution for teaching moral clinical practice is lacking. Despite that, the next time a pediatrics intern struggles with an uncooperative family and wants to spend more time considering the merits of the parents’ arguments, I will quell my inner urge to cut them off in order to move on to the next patient.

Years ago as a sleepless young attending, I paced behind a nursing station. Alarms rang and were silenced, while a faint scent of bleach permeated the air. A previously vivacious toddler, now glassy eyed, was breathless with acute viral bronchiolitis. For the second time, I approached the mother and said, “Your daughter needs help to breathe. We need to place her on a mechanical ventilator.”

Cradling her daughter in her arms, the mother looked directly in my eyes. She said, “No.”

Exhortations by our chief of emergency medicine yielded the same negative response. Against my better judgment, I agreed to trial high flow oxygen in my pediatric intensive care unit. The poor girl struggled all night, lost her intravenous (IV) catheter, and decompensated during attempts to regain IV access. After I finally intubated the child against the wishes of the parents, shortly thereafter the girl suffered cardiac arrest. Two hours of coding with a multidisciplinary team of 20 people was of no use. She was dead. First, I lost faith in parental “autonomy” to make health-care decisions for their children. Worse yet, I then lost faith in my colleagues. While making allowance for my emotionally laden and possibly inaccurate perceptions, I recall uniformly negative feedback from all corners. There was neither support nor empathy.

Why did this happen? Was I treated as less than a person in both the clinical encounter and sequelae? While we discussed above the failure of doctors to treat the whole person, we now focus on how doctors are themselves treated. Dehumanization in medicine goes both ways. People who feel a greater need for medical services recall fewer personal facts about their doctors, want physicians who focus only on their patients, and are less likely to perceive their physicians as having personal attributes or personal lives (10). This leads to the counterproductive result that patients with the greatest medical need are least able to communicate effectively with their most “instrumental” physicians.

A cultural loss of trust in the doctor–patient relationship also plays a role. As famously pointed out by the Institute of Medicine (IOM) (11), deadly medical errors are common. Despite tremendous improvements in US health-care quality since the IOM report (12), popular news continues to trumpet, “Medical errors in Indiana hit another high” (13). Loss-frame messaging (14) undermines the public trust in health-care providers, prejudicing perceptions of incompetence and aloofness.

Physicians ourselves add to the negative chorus. This was formally documented in a standardized covert patient study of consenting physicians (15). In a referral group of oncologists and family physicians, conversations about the other doctor were recorded and analyzed. The large majority of comments – 67% – were Critical, while only 29% were Supportive and 4% Neutral. For most health-care providers, these results should be no surprise. Doctors criticize doctors as lustily as do patients. Nevertheless, I seem to perceive the situation improving recently as doctors place greater emphasis on professionalism.

Some criticism may be understandable, however. Our own “standard of care” is riddled with mistakes. In the decade from 2001 to 2010, a study of 363 original articles testing standard of care found that 146 (40%) reversed accepted medical practices (16). Among these reversals were such entrenched pediatric interventions as imaging studies after first febrile urinary tract infection in young children, high-dose epinephrine for children with in-hospital cardiac arrest, and early insertion of tympanostomy tubes for persistent otitis media >3 months or persistent middle ear effusions. The critical care literature has noted reversals in low-dose dopamine to improve renal blood flow (17), early goal-directed therapy bundles and activated protein C for septic shock (18), gastric residual volumes to guide enteral feeds (19), standard single syringe size for pediatric inotrope infusions (20), and bowel rest for acute pancreatitis (19). A particularly troubling study demonstrated longer waiting times, slower and less use of thrombolysis, and worse mortality for in-hospital than community onset stroke (21). In the last few months of 2015 alone, additional decades-old practices were called into question. Advanced life support (ALS) may be inferior to basic life support (BLS) for out-of-hospital medical emergencies (22). Calcium supplementation may offer no net benefit for bone mineral density or fracture prevention (23, 24). Hypotonic fluids should no longer be used for maintenance fluids (25). One could understand why the public, and physicians ourselves, are confused about whether doctors actually know anything. Thus, the glass house of medicine requires constant rebuilding, not stones cast from within.

The evidence is consistent and clear on deficiencies in physician empathy, moral judgment, and collegial humility. Is this a work–life issue? Do the compromises we make to our core values at work affect our overall personhood? Indeed, yes. This goes beyond feeling sad about a patient death or being inconvenienced by our hectic work schedules. Much is written about what “you” the individual can do to achieve work–life balance, but how we treat each other at work affects all of our lives. At the end of the day, we cannot dismiss our work ills as easily as doffing our white coat. Some dare go so far as to declare our work problems a matter of life and death. In one of the most thorough studies of its kind, a 20-year prospective observational study of 820 healthy employees examined multiple job stresses and found only one overall independent predictor of mortality: peer social support (26). In other words, the way we treat each other at work affects our ultimate outcome measure for clinical studies, mortality. Fortunately, the problems we have created in our health-care system are something we can correct together. Together, we need to remember who we hoped to become when we wrote our medical school application essays. Together, we can strive to show the compassion we feel inside, allow each other to say the word love, and provide the care we yearn to, for our patients and our coworkers. As we heal our patients, we can also heal each other.

A common theme underlay my medical school, pediatric residency, and pediatric critical care fellowship training: “You never learn so much as when you’re screwed.” Putting medical students and trainees on the spot with pimping and publicly pronouncing negative feedback were embraced. As medical educators, mentors, and colleagues in the modern era we now must teach and behave differently from how we learned. What was once malignant needs to be replaced with understanding and care. Collegiality must replace competition. Expressions of gratitude benefit both the recipient and the person who expresses it (27). Incidentally, the same principles apply to how we treat our families outside of work. The happiest families remember to thank each other (28), and the happiest lives are lived in love (29). Even though physicians’ work–life balance may be dominated by our work, one of our most important clinical responsibilities is to help each other be and live well.
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We can, but should we? After recently reflecting upon our profession as pediatric critical care physicians, I concluded that this one complex question gets asked many times throughout the day – or at least it should. A recent report discussed an emerging paradigm in pediatric critical care medicine (1). With more and more chronic patients filling our pediatric intensive care unit (PICU), perhaps we should all stop and take a breath. Are we here to cure, or are we here to heal?

My views regarding life and death have certainly evolved over the last 10 years – and I think this evolution has been for the better. Although I hesitate to preach how we, as pediatric critical care physicians, should interpret our hospital work given our varied cultural, familial, and experiential backgrounds, perhaps I can simply suggest that we need to. We are, after all, human beings who have emotions, relationships, goals, and, hopefully, a sense of vocation.

Resiliency has become the new buzzword. Our pediatric residents are now embarking on resiliency training utilizing the Families OverComing Under Stress (FOCUS) program (2, 3). I have joined them. I recently filmed a piece chronicling my career and personal life particularly focusing on my time as an intensivist. Even though I tell my story, we want trainees to see that processing their own professional and personal timelines can put their career in perspective. Whether you enjoy watching a professional sports team or going out on date night to deal with the stresses of your professional life, that is not the point. The point is we need to model a healthy lifestyle for our trainees.

What has recently concerned me, however, is the unhealthy, yet popular, strategy of completely separating one’s work life from one’s personal life. When we speak of work–life balance, the important term is “balance.” Just look at the medical students we teach. Over a 3-day period, I recently taught the basics of cardiopulmonary resuscitation (CPR) to a group of 172 medical students. My colleague and I in rapid-fire 20-min sessions gave them just a taste of what we routinely do in the PICU. I cannot tell you how struck I was to see and hear their enthusiasm for medicine and their career choice. I hope they saw the same in me, but I know there are plenty in our field who are burnt out and should never teach such impressionable learners without first processing their own careers and lives. Once, they were just like these students. What happened?

I am not suggesting that we keep our pagers on around the clock or our work email on push. We all need our rest and recovery. We need to enjoy a good movie. We need to see family. We need to catch up with friends. But we also need to recover our vocation. Our vocation is to heal children. Our vocation is to teach. Our vocation is to speak up for those who need our help. Our vocation is to accept death and suffering just as we accept life. Here is the critical point. Life cannot be compartmentalized. Discomfort, pain, and death are part of life, and divorcing the tragedies we see in the PICU from our personal life is not healthy. We need to accept this and not live our personal lives in the opposite extreme.

Perhaps that is why we are seeing more burn-out. Yes, the stresses of medical insurance, access to care and poverty are real, but who wants to go to work if work is tragic and home is debauchery – or at least fantasy? I fear this has created a culture of clocking in and clocking out because no one is allowed to infringe on my pleasure – ever.

We are allowing our field to become overrun by protocols and technology. We are doing less doctoring – perhaps because we can. There is a life-support machine for nearly every organ. Why not use them? There is a “proven” protocol for nearly every malady out there. Why not try them? Our families are asking for them. How can we say, no? Starting some heroic measure or intervention is easy. Forget about discussing the merits of such an intervention. I can leave the discussion regarding its stoppage to my colleague on the next shift. I have plans after work. I can justify my actions because my family “wants everything done.” Well, as a nursing colleague flippantly said to me recently, “I want a pony, too,” when we were discussing this all too common edict.

At a medical conference I once attended, an astute professional got up to discuss just this command and how we cringe. I think every physician cringes when they hear these words. We should not. As this gentleman said, the correct answer to such an imposition is, “Everything includes comfort care, too.”

Why do we cringe? I postulate that, deep down, we know the answer. We know that we were called to heal, but now we cannot let go. We have a machine. We have a protocol. We cannot give up. We have power at our fingertips. But we cannot allow the ultimate pain and discomfort of death to become part of the conversation. Perhaps this is because our personal lives must always be comfortable, too. I think our patients’ parents share our view.

I know we can all think of that one family who stopped us in our tracks when they said no to us – no to dialysis, no to intubation, no to surgery, and no to transplantation. We have all shared these stories with our colleagues. “Can you believe they said no?” Why is this a special event in our professional lives? Why did we feel the need to tell our colleagues? Perhaps because this was a refreshing view – a rare voice crying out for comfort. Can you remember how satisfied you were to care for this patient and their family? Because, for this rare moment, you were a complete physician. You provided comfort. You were allowed to make someone’s life a little more humane. Preserving life at all costs is not what we were called to do. We were called to heal.

I came across my medical school’s guiding principle recently, cura personalis. The translation from Latin is care for the entire person. I remembered hearing that principle when I attended Georgetown University, but I know I did not fully appreciate its meaning until now. My fellowship research had focused on extracorporeal cardiopulmonary resuscitation (ECPR) (4). How could practitioners identify patients during CPR who would survive ECPR? I examined objective data. What I could not examine was how many physicians said no to even considering this heroic intervention. Who were these physicians? How many were there? Now we should ask, can we be one of them, ourselves?

My international medical work in Mozambique and Peru has focused on teaching pediatric CPR skills. ECPR is not an option in these settings. Here, suffering and death are a part of life. Families grieve, and physicians comfort. There are no heroic demands made. We should be spending resources on making opioids available in developing countries to alleviate suffering. We likely should be counseling and debriefing our global health trainees who return to the expansive medical resources of developed countries. How do our trainees adjust? What do they learn from their experiences? How are their careers shaped by these missions? A recent study by Balmer and colleagues touches on this global health reality and need (5). Perhaps we need to send more staff abroad – including nurses, respiratory therapists, and administrators – to refocus our priorities. Such work for me has shaped my perspective in recent years. I no longer look at ECPR in objective terms. We can, but should we?

We need to emphasize the word, balance, in our daily lives. Emotions are a part of life, and we must find meaning in what we do at work and at home. Taking time to reflect on both the good and the bad is healthy. We need to teach not only our trainees but also our seasoned colleagues how to do this. Modeling can be helpful. Writing pieces such as this one can be helpful. In my opinion, you should leave the field if you cannot or refuse to do this. We need to rekindle that enthusiasm I saw in my medical students. We need to revisit the meaning of vocation. We need to stop compartmentalizing our emotions and experiences.

By no means should we throw in the towel when the going gets tough. Do not take the easy way out. If you truly think a therapy could help, by all means try it. We need to push the envelope sometimes, but I would hazard a guess that we all know when that time has passed. Embrace it, heal, and provide comfort. Cura personalis. Perhaps that person should be you, first.
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When I was asked to write an article about work–life balance, I told my wife and she innocently asked me, “In order to write about work–life balance, don’t you need to have a work–life balance first?” After all of these years of practice, didn’t I have that balance worked out? Was my perception totally inaccurate? I know that struggling to balance my work and life outside of work has been something that I have been keenly aware of for some time. Nevertheless, it seems as though I have more work to do! And gathering from the request to write a piece on this topic, I am not alone in this struggle. So, I started contemplating the etiology of the work–life balance problems, when I noticed the importance of work–life balance, the benefits of and obstacles to work–life balance, and how I would try to solve the problem for myself.

The struggle between competing priorities is the crux of the work–life balance problem. But, in order to have a struggle, one must realize that there is a problem and possess some degree of self-awareness. If there is no perceived problem, then a struggle will not exist and one would assume balance. Most of this perceived problem or lack of a problem is determined by one’s priorities. So, work–life balance appears to be a relative matter. The struggle originates from elements within one’s life that can be classified as biological, psychological, spiritual, and social. The reflective understanding, prioritization, and integration of these areas will determine whether or not a work–life balance can be achieved. This construct has made it a little easier for me to reflect, assess my own work–life balance, and welcome the idea that a work–life balance has great appeal but is almost impossible based on today’s work context and expectations.

Before the struggle to achieve work–life balance begins, there needs to be a life transition to recognizing the importance of work–life balance. Many of us grew up with an idealized notion of what it meant to be a physician. Our role models (whether they were family, friends, or other professionals) and other environmental exposures that may have been related to the media and entertainment have shaped our idealized notion of what it means to be a physician. We are also shaped by the society’s expectation of what it means to be a physician and what we must do. There is overlap in the context of theses exposures, but, in the end, it creates a unified picture or template in our mind about how we should be as a physician. I enjoyed watching television shows, such as St. Elsewhere, ER, and House. I witnessed the lives and interactions of real physicians in medicine, related to me or not. I saw evidence of the society’s expectations of physicians by scrutiny in the news and legal cases. While everyone generates their own, personalized picture of what a physician is, the image that was created in my mind was one of an individual who was extremely compassionate, dedicated to their work, shouldered a tremendous responsibility to heal people, and made no mistakes. For me, these attributes were only reinforced by my medical training with hours of studying, pressure to do well academically, pressure to perform well clinically, and the expected dedication to the field in the form of clinical, research, teaching, and administrative responsibilities. The rigors of pediatric residency and a critical care fellowship did little to change my course in development and only encouraged the idea of work, work, and work. Nevertheless, training in pediatrics did lend itself to a softer and more tempered training environment than I witnessed in other areas of medicine. Dealing with children in medicine, in my perception, tends to attract a certain type of person, because it is difficult to work with children if you are not patient and able to act like a kid yourself sometimes. Regardless of the softer and more tempered training environment, the pressure to be an amazing physician is amplified by a child’s life riding on the line and a parent’s expectation to protect their child from harm. This varies with the acuity of illness, but I believe that it is a more prevalent dynamic in the field of pediatric critical care. The foundation of these feelings can be traced to not only how you perceive yourself and how others perceive you, but also how you perceive your role and how others perceive your role. Understanding this takes a great deal of self-reflection, self-awareness, and introspection that comes with maturity, experience, and letting go of one’s ego. This paper reflects my own self-reflection and introspection. I believe that people reach the ability to contemplate these issues at different points in their lives and I can say with certainty that I could not have written this paper 10 years ago. As I began to appreciate the biological, psychological, spiritual, and social elements of my life, I became more aware of their importance and that forced me to prioritize them in relation to being a physician. Once that happened, my struggle began.

As a medical community, we know from studies that one’s overall health and well-being is affected by one’s physical health, mental health, belief system, and how one interacts with other human beings or integrates into society. These are avenues to either the benefit of one’s well-being or its deterioration. The Dalai Lama said, “In dealing with those who are undergoing great suffering, if you feel “burnout” setting in, it is best, for the sake of everyone, to withdraw and restore yourself. The point is to have a long-term perspective.” Physicians are not immune to illness, social isolation, depression, and other effects of lack of work–life balance. How often have we heard of physicians’ physical health being affected by the stress of work? How often have we heard of physicians getting divorced or committing suicide? The biological, psychological, spiritual, and social elements integrated into one’s life play an important role in one’s overall health (1–3). So, why should physicians in critical care be any different? The quote by Benjamin Franklin, “When the well’s dry, we know the worth of water,” seems especially apropos.

Despite us knowing the benefits of a balanced life, our society has created catalysts to unbalance our life. Part of the problem of work–life balance, in this day and age, is that technology has expanded ever so quickly that our lives are connected 24 h per day, 7 days per week. We live in a world that has created ways to do things faster, obtain information quicker, and stay connected continuously. There are very few people in developed countries who do not have a computer, handheld electronic device, smartphone or other method of communication, or way to perform work outside of the confines of their office, keeping them tethered to their work. This is not unique to medicine. The line between work and life is blurred. Work weaves into life and life weaves into work, such as checking work emails diligently on one’s smartphone at home and staying connected with friends outside of work through social media while one is at work (4, 5). We get distracted at work by our social media, phone calls, and personal emails and distracted at home by our work emails, project deadlines, and the ability to meet virtually from almost anywhere via FaceTime, Skype, Go-To-Meeting, or any other mode of visual communication. I have attended work meetings from home via FaceTime and I have seen my family from work via FaceTime. There is very little separation between one’s work and life these days. Some would go as far to say that there is no such thing as work–life balance in today’s world. Nevertheless, I have to believe that a work–life balance can exist because the prospect of having only to look forward to working makes for a very empty future.

In this day and age, I believe that identifying work–life balance is a personal journey, but work can possibly help as well. When I was growing up, my father worked hard and would have long work days, but when he was home … he was home. And, I did not think of him as the dentist that he was. He was just my father. As a father myself, I feel that my children know me as a physician and see me working at home … on the phone, checking emails, and working on the computer. I have tried to make more of a separation, but it is difficult. It goes back to how I perceive myself and my role, not only as a physician but also as a husband, father, son, etc., and how others perceive my roles and me. I feel the expectation to be at the top of my game clinically, be productive academically, and be an amazing teacher. While these things are measured at work, I place the importance on them. The importance of these work expectations conflict with life outside of work expectations because they both take time and investment of energy. One cannot pour time and energy into one thing without taking away from the other. Am I a physician first or am I a father/son/husband/friend/member of the community first? Do I take care of others or do I take care of myself? Do I believe in integrating various elements into my life or do I commit myself solely to medicine? Only I can answer these questions. But, in the end, if I do want to live in both worlds with some success in each, I do need to find a balance. How I strike that balance is up to me, and I can imagine that there is no universal way to accomplish this, so each person needs to find what works for him or her. Our work also provides an opportunity to help us balance. While employment laws dictate that employees take breaks during work, this is not always practical in the pediatric ICU. The ICU environment can be a vortex of non-stop activity and demands. So, a culture of putting an emphasis on “down time” must be encouraged.

There is a billion dollar industry focused on self-improvement, leadership, and work culture with books, videos, podcasts, seminars, and many other mediums to spur improvements in one’s life and work, not to mention the advice of family, friends, acquaintances, impartial observers, therapists, and complete strangers writing articles about work–life balance. One should start at the beginning. As I mentioned, it is one’s priorities that dictate what should be done. This is determined by what one values and what one’s mission in life and work is. That is to say, “Why do I do the things that I do?” After that, one should envision where he or she wants to be … in 5 years, 10 years, etc. This sounds so familiar because we all have to assess these questions about where we want to be in 5 or 10 years with our work life, but not as often in our life outside of work. If one wants to find balance, these 5- and 10-year plans should include your multidimensional life and not just the one-dimensional work life and work. Once you realize where you are and where you want to end up in life, filling in the details and strategies is really an individualized journey.

So, back to the question, “Is work–life balance possible?” Work–life balance takes a concerted effort and work, not only in one’s personal life but also in one’s work life. Furthermore, work–life balance requires looking at oneself, critically, while assessing one’s life priorities, shedding perceptions/expectations, and giving oneself permission to seek balance and live a balanced life. As we go through our journey of life, our priorities may shift or even change, and how we balance work and life may shift or even change as well (6). Ultimately, with the self-reflection and desire to make an effort to balance one’s life, I believe that work–life balance is achievable.
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The problem with the concept of work–life balance is that most of the onus of achieving such clarity and satisfaction is left to the employee. As a pediatric intensivist and mother of two, I am ruled by the demands and requirements imposed both by my employer and academic position and by my beautiful children. It is the culture around and perception of working mothers that needs to change – both at work and in life. This would finally allow women to find balance and promote their success in all aspects of their lives.

It seems every day there are new articles, blogs, and reports, you name it, which discuss work–life balance. Everyone has their “secrets” on how you too can achieve the perfect distribution of time, effort, and success between work and life. A quick Internet search will tell you to “Drop activities that sap your time and energy!”, “Rethink your errands!” (1), “Leave work at work!” (2), or, my favorite, “Rethink your idea of clean!” (3). Yes, a messy house is just the thing that will make me feel more balanced. Of course, there are small things each of us can do to prioritize the things that are important to us, but in order for us all, particularly working mothers, to find this elusive “balance” in our lives, it is our work environment and culture around work and life that needs to change.

There are many aspects of the general work environment in the United States that do not support the working mother. The sad state of maternity leave in this country is one of the clearest examples of how poorly we support women trying to balance work and family. The United States currently ranks 20th out of the 21 high income countries in terms of the length of protected maternity leave at only 12 weeks and, along with Oman, is one of the only two countries that does not provide paid maternity leave (4). Of course, there are exceptions in this country: Netflix recently announced it would offer unlimited paid maternity leave to its employees, but only those on its digital side, not the lower paid, more easy to replace line workers (5). Unfortunately, this minimalist approach to maternity leave and pregnancy does not stop with employee policies. One of my colleagues, a neonatologist, planned an all too brief maternity leave, but was asked 2 weeks in when she would be returning from “vacation.” Or what about the fact that our own ruling board, The American Board of Pediatrics, would not let me take the critical care board exam locally when I was 39 weeks pregnant? They insisted the pregnancy was not a disability and I would have to travel hundreds of miles away to take my exam endangering myself and my unborn daughter.

The return to work is not all that welcoming either. Exhausted, emotional and forced back to work too early, many women long to continue breastfeeding, but we find ourselves hidden in dirty bathrooms pumping in secrecy since pump rooms are not always made available for employees. Returning to work also requires finding an affordable, high quality, loving environment for the new little one who, if we were kangaroos, would not even have left the pouch yet. Finding this type of care, whether it be daycare or nanny care, is quite challenging. The cost of high quality child care is astronomical in this country and infant care is even more expensive and difficult to find. I am incredibly fortunate to have phenomenal care for my children on the campus which I work, but I could pay in-state tuition for three children here at UCLA for the same price I pay for daycare for two.

In addition to the logistical difficulty of coming back to work, most women face questions and opinions regarding their ability to commit to both work and family. In a study where fake resumes that differed only by the sex and parental status of the applicant were evaluated, women with children were seen as less competent than women without children, though men with children were seen as equally competent and more warm than men without children. These assessments led to less interest in hiring, promoting, and educating working mothers when compared to working fathers or employees without children (6). In a similar study using fake resumes in a “laboratory” setting as well as sending fake resumes to actual potential employers, mothers were rated as less competent and less committed than non-mothers, but fathers were actually seen as being more committed and were offered higher starting salaries than non-fathers (7). This aptly named phenomenon, the “Motherhood penalty” is supported by countless other studies and has been documented in many countries outside of the United States. Women face increasingly negative perceptions about their commitment and ability as they have more children, whereas men are seen in a more positive light as their family grows.

Mothers need to be supported better at work. The United States used to rank seventh in terms of the proportion of women in the workplace, but we have recently dropped to 20th, just behind Japan. The disappearance of women from the work force has the potential of reducing family standards of living and negatively affects the economy. In addition, there is mounting evidence that having a working mother has economic, educational, and social benefits for children of both sexes (8). A recent study by Kathleen McGinn from Harvard Business School showed that daughters of working mothers were more likely to be employed, had higher incomes, and were more likely to have supervisory positions than daughters of non-working mothers (9).

As a start, we need to have comprehensive policies to better support maternity leave and breastfeeding at work. Large employers should consider providing on-site daycare that is affordable and convenient. These efforts along with other initiatives to encourage work–life balance have been shown to benefit not only the employee, but the employer as well. Organizations with strong, well-established work policies demonstrate higher organizational performance, market performance, and profit-sales growth (10) and employees of such organizations have higher job satisfaction, are more likely to stay at their job and have greater pride in their organization (11).

Employer efforts would go a long way to change the perception of working mothers by recognizing the challenges of balancing work and family and having policies in place to support them. However, this likely would not be enough. Women (and men) who find themselves in leadership roles need to take advantage of their position to support other women, particularly working mothers. One study of a large law firm showed that female attorneys were more likely to be promoted and stay at the law firm if they had female partners as mentors and role models (12). Leaders should be mindful of how organizing meetings and committees may put more stress on working mothers by scheduling meetings, for example, at 7:00 a.m. or 6:00 p.m. I was once invited to join the “Women in Science” Committee in a discussion of the challenges of women in academic medicine, but the meeting was scheduled from 5:00 p.m. to 7:00 p.m. This forces working mothers to make difficult choices and to limit their involvement in committees or meetings that may be meaningful for their careers. It also forces them to make excuses as to why they cannot participate, which is often negatively perceived. As a working mother oncologist has quoted saying, “Women need to stop apologizing for wanting and needing to be with their kids in addition to fulfilling their careers and playing a role in society” (13).
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As I reflect on the different phases of my life as a physician, wife, mother, and physician leader, I realize that my expectations or definition of work–life balance have varied. I might even dare to say that my expectations vary on a daily basis. The concepts that remain at the crux of what I consider most important are a feeling of daily achievement and joy in each of my four life quadrants. These consist of Career, Family, Friends, and Self. At each stage of my life, I have challenged myself with changes that could potentially have caused an imbalance but instead increased my sense of self achievement and enjoyment. Literature has shown that female leadership in medicine is still disproportionately small which might be due to the barriers of combining work and family (1, 2). Compared with the early 1950s, today the number of women and men who successfully finish medical school is approximately equal. Despite this, a publication by Non-nemaker in the New England Journal of Medicine in 2000 showed that women who enter academic medicine have been less likely than men to be promoted or to serve in leadership positions (3). Some of the individual barriers to career development include the sporadic focus on career advancement, time-consuming child care, family responsibilities, and a woman’s tendency toward understatement. Despite these barriers, work–family enrichment has been shown to have a positive spillover effect that spreads positive energy and helps to balance the work–life relationship (4). My communication, teamwork, and leadership skills influence my work and home environments in a positive way. Within my marriage, there is a mutual support that we both rely on as well as recognition of the important role each member plays. If asked, what would we say our strategies for success are in a two career family? First, having a set time for synchronizing schedules; second, frequent verbal support; and third, shared decision making (5). Other strategies that have been reported to play an important role in the medical marriage include defining and recognizing the important roles of each family member (6). For example, determining who does certain chores pays the bills or carpools, it is important to have clarity of our own and our partner’s responsibilities. Having shared values with a spouse/partner really defines the foundation of a marriage/relationship and serves as a frame of reference when competing commitments arise or when faced with challenges and difficult issues.

Family life in the United States has changed. A recent survey reported that most dual-earning families include a parent working long hours at atypical times (7). Academic medicine can develop so that it supports family life and retains women, but there are several steps that must be taken. First, we must have realistic expectations of what one can accomplish in a day. For me, family time is valuable and my daughter and spouse are not a hindrance or burden to academic or clinical medicine, they are what grounds me in the real world. Second, we need to foster the right kind of mentoring. A mentor should be one who appreciates the things that make our lives work. Third, we need to develop collaborative links between women to support and learn from each other through coaching and networking. Most barriers to career progression are shared. We are not alone in feeling undervalued and overwhelmed.

The Institute of Medicine’s landmark publication, “Beyond Bias and Barriers: fulfilling the potential of Women in Academic Science and Engineering,” explored why women are underrepresented in academic medicine (8). Their conclusion was that women’s underrepresentation was due to a steady attrition of women throughout their careers rather than a shortage of women entering these fields. Data from AAMC benchmarking surveys indicate that a number of medical schools already have programs that support the professional development of female faculty, but the nature of such support varies substantially (9). Successful programs should provide an inclusive and supportive climate and unique opportunities for female faculty to network, interact, and collaborate with each other.

Lastly, coming to the realization that work–life balance does not mean an equal balance will make life more realistic and rewarding. We should not have to place our different roles at odds with each other competing for time. Instead of desiring work/life balance perhaps one should seek inner happiness.

This instead should be our measure of success.

AUTHOR CONTRIBUTIONS

MF, MD FACC Associate Professor of Pediatrics at Washington University School of Medicine and St. Louis Children’s Hospital. Only author on this opinion article. Performed background literature search and prepared manuscript.

REFERENCES

1. Shambaugh R. It’s Not a Glass Ceiling, It’s a Sticky Floor: Free Yourself from the Hidden Behaviours Sabotaging your Career Success. New York, NY: McGraw-Hill (2008).

2. Wietsma A. Barriers to success for female physicians in academic medicine. J Community Hosp Intern Med Perspect (2014) 4:246–65.

3. Nonnemaker L. Women physicians in academic medicine: new insights from cohort studies. N Engl J Med (2000) 342:399–405. doi:10.1056/NEJM200002103420606

4. Scheller-Wedekamm C, Kautsky-Willer A. Challenges of work-life balance for women/physicians/mothers working in leadership positions. Gend Med (2012) 9(4):244–50. doi:10.1016/j.genm.2012.04.002

5. Isaac C, Petrashek K, Steiner M, Manwell L, Byars-Winston A, Cranes M. Males spouses of women physicians: communication, compromise and carving out time. Qual Rep (2013) 18:1–12.

6. Perlman R, Ross P, Lypson M. Understanding the medical marriage: physicians and their partners share strategies for success. Acad Med (2015) 90(1):63–8. doi:10.1097/ACM.0000000000000449

7. Murphy EA. A Vocation to Academic Medicine. (1987). Available from: http://www.theway.org.uk/back/s060Murphy

8. Institute of Medicine, National Academy of Sciences, National Academy of Engineering. Beyond Bias and Barriers: Fulfilling the Potential of Women in Academic Science and Engineering. Washington, DC: National Academies Press (2007).

9. Joliff L, Leadley J, Coakley E, Sloane RA. Women in U.S. Academic Medicine and Science Statistics and Benchmarking Report 2011–12. Washington, DC: Association of American Medicine Colleges (2012).

Conflict of Interest Statement: The author declares that the research was conducted in the absence of any commercial or financial relationships that could be construed as a potential conflict of interest.

Copyright © 2016 Figueroa. This is an open-access article distributed under the terms of the Creative Commons Attribution License (CC BY). The use, distribution or reproduction in other forums is permitted, provided the original author(s) or licensor are credited and that the original publication in this journal is cited, in accordance with accepted academic practice. No use, distribution or reproduction is permitted which does not comply with these terms.







	 
	OPINION
published: 17 September 2015
doi: 10.3389/fped.2015.00076





[image: image1]

Work–life balance is an illusion: replace guilt with acceptance

Tessie W. October*

Children’s National Health Systems, Washington, DC, USA

OPEN ACCESS

Edited by:

Andreas Schwingshackl, University of California in Los Angeles (UCLA), USA

Reviewed by:

Daniel Schechter, University of Geneva Hospitals, Switzerland
Jill Marie Cholette, University of Rochester Golisano Children’s Hospital, USA

*Correspondence:

Tessie W. October
toctober@childrensnational.org

Specialty section:

This article was submitted to Pediatric Critical Care, a section of the journal Frontiers in Pediatrics

Received: 04 August 2015
Accepted: 04 September 2015
Published: 17 September 2015

Citation:

October TW (2015) Work–life balance is an illusion: replace guilt with acceptance. Front. Pediatr. 3:76. doi: 10.3389/fped.2015.00076

Keywords: parenting, burn out, pediatric, critical care, workload, stress, psychological

We walk with the ghosts of our patients every day of our lives. We chose critical care medicine because we love our work and are honored by the opportunity families give us to enter their lives when they are most vulnerable. We cannot develop these deep relationships that involve life and death then pretend those emotions and family stories do not enter our home lives. My work is my life and my life is my work. The concept of needing a balance between the two ignores that the fluid lines between work and life are frequently blurred.

When I see an ill child who shares a trait with one of my children, such as same age, hair color, smile, or sassiness, I have unintentionally allowed my life to enter my work realm. Similarly, while I am on vacation at the beach and subconsciously survey the scene to detect who looks ill and play out exactly how I would resuscitate that red lobster of a man, work has infiltrated my life.

I was riddled with grief and remorse while on maternity leave with my first child when I wrote and submitted my first NIH grant. I read articles on my smart phone while feeding. I did not nap when the baby napped as the mantra demands. I napped when I hit a writer’s block. I awoke at 02:00 a.m. while the baby was still asleep because I was motivated by an idea that entered my sensorium and I needed to sketch it out. I fielded questions from fellows seeking advice on their job search. I approved institutional review board submissions, phoned-in to research mentorship meetings, and submitted abstracts to national conferences. I also spent countless hours staring into the eyes of the child we created. When I returned to work, I was energized and felt rested, yet the constant chatter from my colleagues included statements judging my ability to have enjoyed my maternity leave. I must not have bonded with my child. How could my work–life balance be so off?

During my second maternity leave 2 years later, I made a promise to protect this valuable, precious time and to savor these magical moments. I disabled work email from my smart phone. I canceled all work-related meetings and slept. I did not submit any abstracts, manuscripts, or grants. The only articles I read were from the New York Times. My computer battery died unrecognized by me for weeks. I took that little girl everywhere and filled my day completely with child-centric activities. When I returned to work I was energized and rested. I was still immersed in guilt despite following the rules of maternity leave to a tee. This time guilt and overwhelming doom arose from the mountain of tasks ahead of me. It took three full days to manage emails and re-establish regularly scheduled meetings. There were no lectures scheduled, no new research protocols to activate and I was swamped by clinical commitments. I returned home exhausted with limited capacity to be an active parent. My work–life had swung completely into chaos. I asked again, how could my work–life balance be so off?

Two years later, I enjoyed the birth of my third child. I made no promises to myself. I put no restrictions on what I could and could not do while on maternity leave. I allowed myself to just be. I wrote when motivated, slept when tired, and parented when it seemed fitting. My days were fluid, unencumbered, productive, and loving. When I returned to work, I was energized and rested and guilt-free.

As intensivists, we make hundreds of decisions daily (1) and I would venture to guess that most decisions are good ones. Finding the key to work–life balance for me was having trust in my skills as an intensivist; acknowledging that these decision-making skills guide me in all my life decisions. I mostly make good decisions when deciding how best to spend my time. The most efficient and meaningful way to spend my time is to combine all aspects of my life and let them ebb and flow as naturally indicated.

As a woman in academic medicine, the burden to fulfill parental and work obligations is heightened. According to the Association of American Medical Colleges (AAMC), despite women comprising 47% of medical school classes, women make up 38% of full-time faculty, 21% full professors, and 15% of department chairs (2). This “leaky pipeline” adds an additional layer of external pressure put on women in academia to excel. It also can lead to a sense of isolation as women ascend the academic ladder often alone, even more so if she is an under-represented ethnic minority (3). The internal pressure to be an actively engaged mother can be equally crippling, especially in a field dominated by men who may not have the same pressures to perform at home. Even as women have increased their presence in the workforce, they continue to shoulder greater responsibilities at home (4).

I realized it was meaningless to separate work and life. Once we admit this reality to ourselves, we will relieve ourselves of the burden of fighting the internal battle (5). We will remove the guilt we feel when we check the clinical census while on vacation or create the kid’s activity schedule when we had committed to review that manuscript. We are successful physicians because we make good decisions and ultimately do what is needed. I am in balance because my work and life do not compete with each other, they are synergistic. Writing that grant while on my first maternity leave gave me the motivation and the drive to dive into work when I returned. Accomplishing something while I was supposed to hit the pause button on my career, made my life better. Spending uninterrupted time with my middle child is what I needed to know that quality, not quantity matters most to me. My family knows that when I am on clinical service they share mommy with other families. They also know that when I am off service they share mommy with research. My work colleagues know that when I take a mental health day, work commitments are marginalized. I frequently rely on my work skills as an intensivist to teach my children values of sharing, compassion, service, and responsibility. I also depend on my parenting skills of time management, negotiation, infusing laughter into everything I do, and the art of communication to improve the way I care for patients.

My work–life balance is not off. I am a better intensivist because of the joy my life brings to my work and I am a better parent because of the joy my work brings to my life. Every day when I come home to my children, especially after days when I was not able to give that gift to other parents, I appreciate my life more. Critical care medicine allows us to really, truly appreciate life as we often face death. This gift cannot be replicated in every profession. Critical care physicians should lead the field of medicine by shedding the burdens and embracing the reality of our work. I have accepted that the modern career physician does a disservice to the profession and to society by striving for the all-too-elusive idyllic work–life balance. It is time to redirect that energy into infusing life into one’s work. The next generation physician will have no other option than to be a clinician and researcher simultaneously. And of course, to prevent extinction, some of us will need to be parents too.
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During more than 30 years since I enrolled into Medical School, I have had discussions around work–life balance with many friends, colleagues, and trainees. It appears to me that as I am getting older, I have these discussions more frequently, and also that more and more of my colleagues and trainees complain about a lack of work–life balance and are unhappy with the demands of the job on their daily lives. I am not sure if this subjective observation reflects changes in my work environment or if we as a society are changing attitudes toward work and life priorities, but we cannot find ways to alter our work demands to reflect these changes.

As is customary in “philosophical” texts, I was looking for quotes from famous people, which would support my personal approach to work–life balance. Since I am Greek, I was looking for quotes from ancient Greek philosophers, quotes we encounter often in our readings although very few of us, I suspect, have ever read the original documents. I could not find any quote that I could be certain that was reflecting the opinions expressed in the original document and then remembered a quote from a contemporary book I read, “This is antiquity’s value; it could be used to sanction anything. … bring in a few words from the writings (those denoised sound bites) of a Greek whose bones are well-mineralized and you have put wheels on your stupidity” (1). To avoid sounding stupid, or misrepresenting the writings of ancient Greek philosophers, I will continue without any such sound bites, but I will discuss here my experiences from my formative years in Greece that I believe have played a large role in my decision not only to follow a career in academic medicine but also to develop my personal approach to work–life balance.

As a medical student at the Aristotelian University of Thessaloniki, Greece, I had the good fortune to do research with members of a small non-university-based, but with a very academic philosophy, research group within a specialty hospital in Greece. My interactions with the members of that group and my integration into the group had a significant influence in my personal and scientific growth. Many, if not most, of my mentors from that time are not active scientifically anymore, but I would be very happy if they saw this narrative and felt proud to have helped a young student find his way in science and in life.

The group was doing high-quality research with little resources and little external support. All members of the group were in that environment because they loved doing research and wanted to feed their curiosity through their studies. People worked very well together in an open and friendly work environment. What was very interesting was that the members of the group were not only friendly to each other but were friends and this attitude extended not only to people working within this small group but also to other people working within the same hospital. They were all people with families and friends outside the work place, but they also found the work environment enjoyable and rewarding and interactions with their colleagues as valuable as interactions with any other friends. My mentors and co-workers back then found the work environment so enjoyable that that they would willingly extend their day or come back to “live” in the work environment in the evenings. The people gathering almost daily included the director of the group, a number of senior members, medical and non-medical personnel affiliated with the hospital housing the group, and a number of trainees at all levels of training. During those evening gatherings at the work place, discussions ranged from science to culture to personal problems to issues that may not be appropriate to be discussed here.

In that environment, I learned to appreciate what science could offer and learned the importance of general knowledge and involvement with issues ranging from science to politics to the daily problems of the community to sports. Learned that you can discuss these issues in an open environment with people who want to hear and value your opinion and support you no matter how different is your opinion from that of the senior or influential members of the group. I also learned that you do not have to separate completely your life from your work, the work environment can offer much more than work satisfaction, can offer friends, and a place to have fun and even discuss your personal problems. I learned that working with “friends” and enjoying what you do helps you develop work–life balance by having work be large part of your life without consuming all your waking time. I believed back then, and still believe now, that those people had found an excellent way to attain work–life balance, and as a medical student, I thought that I would be very lucky if I could find myself working in such a place later in my life.

My tenure in that environment led to opportunities to become more involved with research during my subsequent training and had a major role in my decision to follow an academic career. Today I am a clinician scientist, a specialist in clinical immunology and allergy with a heavy research load. I am a researcher, I am a clinician, I am an educator with responsibilities for my graduate and postgraduate students, and lately, I am also an administrator with responsibilities for my division. My daily involvement with all these activities, activities that often require different skill sets and different approaches to problem solving, makes it sometimes difficult for me to know whether on a given day I was able to do anything productive at all and whether I was able to fulfill my role as a university professor. On those days, I try to re-evaluate my approaches and see how I can attain the work–life balance I saw in my mentors long time ago.

Poor work–life balance can have both physical and mental health consequences. Men and women reporting a poor work–life balance also report poor well-being, more sickness absences, and more health problems (2, 3) compared to people who experience better work–life balance. There has been a lot of discussion and many publications addressing the difficulty in achieving work–life balance in academic medicine. It appears to me that some of the barriers we face to achieve work–life balance may be different from that of other professions, and according to academic physicians themselves, some of these barriers are deeply rooted within our professional culture (4). First of all, we need to accommodate the demands of three jobs to fulfill our clinical, teaching, and research missions. In addition, our profession was for too long dominated by colleagues who considered anything less than complete focus on work demands inappropriate for a physician. It is encouraging that these attitudes are changing, and taking advantage of programs that may allow better work–life balance, such as flexible hours, working from home, or easier access to time off for personal issues, is not a stigma anymore. Academic institutions have also recently developed principles and structures to promote work–life integration for their academic faculty (5). In my institution, a Workload/Worklife task force established jointly by the University and the Association of Academic Staff in 2009 identified that two key actions were to “promote programs, processes, and resources to support staff in meeting challenges of work–life balance” and to “ensure the clarity of job expectations and the alignment of reward systems.” Our University has subsequently established Health Promotion and WorkLife Services to develop workshops for the employees and templates to help individual departments to improve conditions. In addition, even in institutions where these principles and resources exist, I am not aware of convincing evidence that they have been successful.

Excessive work demands because of intensive or long working hours seem also to be a consistent predictor of poor work–life balance (6). In addition, conflicting demands and low level of control over workload can lead to increased stress-related morbidity and loss of balance in ones life. I believe that most, if not all, academic physicians have stressful jobs and experience long working hours, and I certainly have had this experience for the most part of my career. Stress and requirement for excessive time commitment is not explained by on call hours that I am lucky to have very few in my current job, but by hours required in order to fulfill all the roles of my job. However, I also believe we as academic physicians belong to a relatively privileged group. As an academic physician, I have quite a lot of control over the organization of my workday and the activities required for my job. Even the dreaded administrative load was not something that was imposed on my, but something I decided to do thinking that I could be of help for my colleagues and the University in general. As an academic physician, I do something that I like and I can usually do it in my own pace and using my own approaches, although reward depends on how effective I am on my job. This control over our work–life can be lost when demands for certain parts of our job accumulate, but I still believe that we are in a much better position than most other professions.

When I review short periods of my life, a week, a month, or at times even a whole semester, I often notice that there has been no work–life balance, usually for problems such as those described above. For example, when I am preparing to submit a new grant or I am approaching a deadline for a big review, I agreed to write or for a report required by my job (and by the way, I am always a last-minute person, I had to ask for quite a long extension to be able to submit this narrative), I may have to work 10 or more hours a day, 6 or 7 days a week. However, I always know that this is temporary. After I submit the grant, the manuscript, or the report, I am able to compensate for the time lost from my “life.” I will take it easier for a few days, or at times, I may take a few days off and get immersed in other things I like to do, such as traveling or just walking around with my camera(s) in my hands taking pictures or just thinking.

I have to admit that I may not have good answers of how to achieve work–life balance. I know what work–life balance is for me, but as for teaching, my approach to others or helping my students getting a handle on it, I am not sure I am a great help. I always question whether it is possible to transmit your experience to your trainees or whether you can help them with your anecdotes. I have many of these anecdotes and give them out freely to my trainees, even when they do not appear to appreciate them. I also try to show by example that there are ways to overcome the problems that work can impose on you, and that meaningful interactions with colleagues and friends at work and outside work are important for a sense of balance. One regret that I have is that I have not been able to fully reproduce the conditions that I experienced in the first lab I ever worked in Greece, which I believe would have been the best help I could have offered to my trainees and junior colleagues. I hope that the same way I found something useful in the “teachings,” anecdotes, and examples of my mentors, they will also find something among all their interactions with me that can help them later in their career. However, in the end, I tell my students that they would have to develop their own personal approach to work–life balance.

AUTHOR CONTRIBUTIONS

The author confirms being the sole contributor of this work and approved it for publication.

REFERENCES

1. Fisher T. The Thought Gang. New York: Scribner Paperback Fiction (1997). 227 p.

2. Lunau T, Bambra C, Eikemo TA, van der Wel KA, Dragano N. A balancing act? Work-life balance, health and well-being in European welfare states. Eur J Public Health (2014) 24(3):422–7. doi:10.1093/eurpub/cku010

3. Antai D, Oke A, Braithwaite P, Anthony DS. A ‘Balanced’ life: work-life balance and sickness absence in four Nordic countries. Int J Occup Environ Med (2015) 6(4):205–22.

4. Strong EA, De Castro R, Sambuco D, Stewart A, Ubel PA, Griffith KA, et al. Work-life balance in academic medicine: narratives of physician-researchers and their mentors. J Gen Intern Med (2013) 28(12):1596–603. doi:10.1007/s11606-013-2521-2

5. Shanafelt TD, West CP, Poland GA, LaRusso NF, Menaker R, Bahn RS. Principles to promote physician satisfaction and work-life balance. Minn Med (2008) 91(12):41–3.

6. Voydanoff P. Implications of work and community demands and resources for work-to-family conflict and facilitation. J Occup Health Psychol (2004) 9(4):275–85. doi:10.1037/1076-8998.9.4.275

Conflict of Interest Statement: The author declares that the research was conducted in the absence of any commercial or financial relationships that could be construed as a potential conflict of interest.

Copyright © 2016 Vliagoftis. This is an open-access article distributed under the terms of the Creative Commons Attribution License (CC BY). The use, distribution or reproduction in other forums is permitted, provided the original author(s) or licensor are credited and that the original publication in this journal is cited, in accordance with accepted academic practice. No use, distribution or reproduction is permitted which does not comply with these terms.







	 
	OPINION
published: 12 January 2016
doi: 10.3389/fped.2015.00122





[image: image1]

Work–Life Balance: Striking the Right Chords for Harmony

Kavita Morparia*

Children’s National Medical Center, Washington, DC, USA

OPEN ACCESS

Edited by:

Jan Hau Lee, KK Women’s and Children’s Hospital, Singapore

Reviewed by:

Yoke Hwee Chan, KK Women’s and Children’s Hospital, Singapore

*Correspondence:

Kavita Morparia
kavita.morparia@gmail.com

Specialty section:

This article was submitted to Pediatric Critical Care, a section of the journal Frontiers in Pediatrics

Received: 30 October 2015
Accepted: 24 December 2015
Published: 12 January 2016

Citation:

Morparia K (2016) Work–Life Balance: Striking the Right Chords for Harmony. Front. Pediatr. 3:122. doi: 10.3389/fped.2015.00122

Keywords: work–life, burnout, professional, career satisfaction, women in science, work–family interference, pediatric intensive care, critical care

As a mother of two young children and a fellow in pediatric critical care, I was often asked the question: “how do you do it?” I certainly liked to think that I was balancing work and life appropriately. To be honest, more often than not there was simply no choice to be made about what the need of the hour was – the bare minimum at work and home accounted for every minute. When I took up additional research or childcare responsibilities, it translated into one thing: working even harder. Somehow, in addition to fulfilling the requirements of an academic fellowship, I managed to make time for doctors’ appointments, preschool events, and birthday parties. I was doing enough, but it was not enough to make me satisfied.

There is no objective way to measure what constitutes a good work–life balance. It is probably safe to assume, though that most of us have experienced a significant period of conflict between work and family at some point in time. Garcia et al. (1) reported a burnout level as high as 71% among Brazilian pediatric intensivists. While these data may not be reflective of prevalence in other countries, a rate of burnout as high as 50% was reported by Fields et al. (2) 20 years ago too. Burnout represents the far end of the spectrum of a chronically disrupted work–life balance, and these numbers should serve as a clarion call to us.

The Maslach Burnout Inventory Scale (3) focuses on three major domains: emotional exhaustion, depersonalization, and a sense of low personal accomplishment. Intensivists have consistently scored high in all three areas (4). While the presence of emotional exhaustion in intensivists makes intuitive sense, the other two components demand pause for thought: how does being so directly involved in patient care and working so closely with other team members coexist with feelings of depersonalization? How does one reconcile feelings of low accomplishment with saving lives?

As intensive care providers, we like to be in control of every situation and to be proactive with our choices. We like to do it all and have it all, both at life and work. Just as anything less than perfect is unacceptable at work, so too settling for less than the best for our children and families will not do. In this pursuit of perfection, the inevitable victim is our personal time. As I went through training, the cumulative burden of the many moments when I lacked the flexibility of doing something that I really wanted to started adding up. As weeks and months of training started blurring together, I felt an experiential loss. It is said that life is in the details, and in the daily grind, I was missing out on the texture of things, the richness of context. Spending time with friends and loved ones serves more than a purely social purpose. Music and books help us to briefly step outside the reality of our own narrow existences. Perspective can only be gained from a distance. Amid death and suffering, we need to acknowledge our emotions and process them in a timely manner. When harnessed appropriately, these same emotions can enhance learning and situational memory. When I was talking to a concerned parent, but really thinking about the critically ill child in the next room, I could not shake the feeling that I was somehow short-changing the parent. I was too busy to know my patients on a personal level anymore. Lack of time to research clinical dilemmas as they occurred left me with a nagging sense of a job not completed, as well as worry that I was passing up optimal learning opportunities. Accrual of information can occur semi-automatically; active learning requires concerted study, a re-examination of all prior knowledge to reconcile with new evidence. Accordingly, treating patients per guidelines and protocols was easy; it was harder to have the force of conviction behind my decisions when I had not spent enough time thinking about them. Creativity, a requirement for cognitive growth, cannot be cultivated when time is broken down into bite-sized pieces. Sitting in the comfort of my home, sipping on a cup of coffee while I type this, I can rationalize that I was doing what was necessary and required of me. It was plenty. In the moment, however, I felt like I was running a marathon, when I really wanted to cover the distance by alternately sprinting and resting.

Thankfully, I had less control over my now 4-year-old son, who was innately better than me at seizing the moment and taking me along for the ride. If I was required to do nothing but serve as a cushion for a whole hour, I had no choice but to comply. We took walks together, baked cookies, rode the miniature train. I might have elected to do something more “high-yield” if I had the time to plan ahead – register for a gym class or swim lessons, set play dates. In retrospect, I am glad I did not; I dearly cherish the time spent with him.

Chittenden and Ritchie (5), in their excellent review, describe several strategies for achieving a good work–life balance. One of these is “timeshifting”: the ability to really slow down and relax during downtime. This approach often requires a deliberate mindfulness of our thoughts and controlling the urge to work during periods set aside for rest. Setting goals and revisiting career plans with trusted mentors at regular intervals is worthwhile. It is crucial to devote time for reflection to enable incorporation of changing priorities and values into future goals, as life circumstances continue to change. Learning to live in the moment is something our children can teach us. Seeking feedback can help us uncover our own blind spots. Importantly for intensivists, being realistic with expectations and replacing self-criticism with positive change can go a long way.

Without a doubt, critical care medicine can be mentally, physically, and emotionally draining, but it can also be immensely rewarding. As intensivists, we are privileged to help families through what will probably be the most challenging time of their lives. We get to see the fruits of our labor in the here and now, when we successfully resuscitate a child or perform a lifesaving procedure. We are witness every day to the remarkable resilience of children and the grace with which parents bear their impossible burdens. We are looked upon as leaders of a large team. Yes, work hours are long, but time away from the unit is uninterrupted by consultations and clinics. Most importantly, we are doing what appeals most to us. Work itself is a large part of our identity, self-worth, and purpose in life. It is natural to see our own problems as trivial and neglect our own well-being. The biggest lesson I have learnt from my experience thus far is a simple one: “Make time to do what makes you happy.”

When I reframed my goal to achieve a positive “work–life-self” balance, I become a better doctor and mother, and a happier person. The “self” had to be fitted in somehow, but I discovered how elastic time could be and that only real rest led to real productivity. It is fitting to end with these lines by Matthew Arnold, a reassurance that every effort counts to making us better physicians, whether or not we can see it as such at the time.

“With aching hands and bleeding feet

We dig and heap, lay stone on stone:

We bear the burden and the heat

Of the long day, and wish ‘twere done.

Not till the hours of light return,

All we have done do we discern.”
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Editorial on the Research Topic

Work–Life Balance: Essential or Ephemeral?

An overwhelming response followed my inaugural article in Frontiers in Pediatric Critical Care in 2014 titled “The fallacy of chasing after work–life balance” (Schwingshackl). My article revealed the perspective of a young clinician-scientist trying to stay afloat between the responsibilities of a busy pediatric ICU service and a nascent basic science research career. While most professionals in academic medicine adhere to the notion that achieving a work–life balance is integral to the recipe for academic success, I challenged the usefulness and necessity of the work–life balance paradigm in modern medicine. I argued that creating a dichotomy between work and life leads down a self-destructive path filled with frustration and disappointment toward both “work” and “life.” In contrast, integration rather than separation of the time spent at work and with life may create a much more positive and constructive attitude toward both of these entities.

This provocative viewpoint sparked a remarkable debate and stirred up a plethora of emotions in MDs/DOs (Lin; Figueroa; Epstein; Kimura) and PhDs (You; Roan; Saravia and Saravia), including students, residents (Garros; Vargas; Fernandez Nievas and Thaver), fellows (Purdie; Alleyne), and faculty (Federman; Morparia; Shenoi), from all flavors of medicine and across the spectra of careers and life stages. Importantly, this is the first project that dissects this controversy not only by collecting the opinions of academic employees themselves but also the perceived views of their spouses and life partners (Saravia and Saravia) and in the context of mentor–mentee relationships (Fernandez Nievas and Thaver). Given the resonance of this topic in the academic community, this debate evolved into a Research Topic, allowing the expression of wide-ranging ideas, perspectives, personal testimonies, and coping strategies.

In this Research Topic, 26 authors contributed a total of 22 manuscripts, addressing for the first time the controversy of work–life balance from a 360° viewpoint. At its core, it highlights that all academic employees struggle with this concept in one way or another. During our careers, we have developed a wide range of coping strategies to deal with this issue. Some authors aim at resolving this conflict on a more small-scale and immediate, daily basis (Garros; Kong), whereas others adopt more long-term coping mechanisms, including frequent reassessments, and shy away from focusing too deeply on small ups and downs in a daily workday (Saini) Some authors prefer to digest this conflict first at philosophical and moral levels before implementing daily, practical strategies (Lin; Epstein). Others promote the concept that a strictly balanced work–life balance is unlikely achievable in our modern lives, whereas instead acceptance of a healthy work–life imbalance, in conjunction with a rearrangement of priorities, can realistically lead to satisfaction and happiness (Figueroa; Shenoi; Tarquinio). Along those lines, some authors point out that work–life balance for physician-scientists could be easier achievable if we rated ourselves on our own scale rather than those adopted from the business world, which inherently poorly reflect the nature of the conflicts that physicians struggle with (Fernandez Nievas and Thaver). Taking this controversy to another level, some authors remind us of the importance of realizing that work–life dissatisfaction not only manifests itself as an internal struggle but directly infiltrates our interactions with our families, friends, and others in our personal and professional circles (Kimura). In fact, it is well known that persistent work–life dissatisfaction can lead to burnout and depression among ICU physicians (1). Toward the extremes of the spectrum of possible approaches are authors who question the entire usefulness of the concept of work–life balance (You; Wang) or, like myself and others (Schwingshackl; Alleyne), reject the concept altogether and believe it is actually more harmful than useful to our serenity.

The ultimate goal of this Research Topic was to provide clinicians and clinician-scientists with a series of options of how to approach work–life balance in the world of modern academic medicine. Each manuscript shares personal experiences and commentaries on the pros and cons of a given approach and value system. Clearly, it is impossible to compile a one-approach-fits-all model for all clinicians. Nevertheless, each one of us can certainly relate to at least one of these approaches, recognize its benefits and downfalls, and gain new strength from adopting at least certain aspects of other portrayed strategies to fit our own specific needs.

Like many of us, we were inspired by the unprecedented increases in suicide and burnout rates among medical professionals (2–5), most likely caused by the gradual but consistent adaptation of characteristics and value systems typical for a business enterprise in modern medicine (6). Physician careers are increasingly driven by promotions and incentives (financial or otherwise) and are often viewed in light of achieving further promotions or access to additional perks or incentives (7–10). Furthermore, the increasing pressure of practicing cost-effective medicine, although essential for the sustainability of any health-care system, imposes ethical and moral stressors on physicians as it is often rewarded by further bonuses and incentives (11–14). Similarly, the implementation of business-derived productivity metrics to define a physician’s value to an academic institution is gradually replacing any human, emotional, and intellectual values that a physician brings to the workplace (15–19). We are being conditioned to suppress the ambitions and desires that originally led us into medicine and replace them with skill sets that allow us to sell ourselves as profitable investments. We write grants on topics with the highest likelihood of being funded, not on the topics closest to our hearts. We prefer seeing patients with fewer comorbidities, rather than intellectually challenging patients who pose a diagnostic dilemma, because of their impact on our productivity. Aside from adopting business-like practices in medicine, policy makers, accreditation bodies, and insurance companies have over the past two decades also imposed an unprecedented number of practice guidelines, documentation rules, and a mandate to implement one version or another of an electronic medical record (EMR) system. These have created a culture of fear of medical–legal lawsuits among physicians encouraging them to generalize and delegate rather than individualize and take ownership of a patient’s medical care. This in turn has negative effects on physicians’ self-esteem and makes them feel underappreciated. Hasty implementation of EMR systems promoted inner conflicts in many physicians due the contradiction between their individual perspective that virtually all EMR versions are inefficient and impractical (20), and questionable data proposing improved efficiency, quality of care, and financial outcomes (21, 22). Interestingly, some studies report not even any improvements over time in physicians’ satisfaction scores with EMR systems and point out serious deficiencies that hinder physicians’ routine work (23). These “advances” in medicine have clearly fueled dissatisfaction and frustration levels throughout the whole medical profession to an all-time high and have vastly changed our daily practice patterns.

An entirely new stressor imposed on our medical community, one that no other generation in the history of medicine had to cope with, is the fundamental instability of our health-care system. Introduction of the Affordable Health Care Act (“Obamacare”) in March 2010 certainly led to substantial anxiety among all practicing physicians about how it would affect our daily practice, workload, and personal lifestyle. However, not even 7 years later, our lives are upended once again with the transition to a new presidency that is promising not only to abolish the ACA but also, to date, has not proposed any alternative. We are currently facing higher than ever levels of anxiety and insecurity about the future of health care, the resources that allow us to practice standard-of-care medicine, and the ramifications on our compensation plans, all of which directly affect both our work and personal environments. No generation before ours had to face such a fundamental and existential uncertainty about the moral, ethical, and financial value of our profession and our personal value within the health-care system.

The recent shift in the mere definitions of both medicine and academic research suffocates our passions that originally inspired us to embark on the journey of helping sick children. These principles fuel inner conflicts that, in turn, we try to remedy with a work–life balance paradigm. Our Research Topic identified these conflicts as major stressors for modern clinician-scientists across all ages and life stages.

By now, the topic of work–life balance has clearly gained ample media coverage and public attention (24–28), which has increasingly led academic institutions to implement emotional support systems for physicians (29–32). Unfortunately, most of these approaches are once again copied from business corporation models and as long as resuscitating a sick child creates a completely different stressor profile than navigating through the ups and downs of the stock market, in reality these models provide little useful help for physicians. In fact, participating in such programs (or regular “MD wellness” surveys) often adds to our stress level rather than alleviating it. Widespread concerns also remain about the confidentiality and the stigma associated with mental health problems in physicians (33). The stigma of mental illness thrives in the medical profession as a result of the current health-care culture, the perceptions of physicians and their colleagues, as well as the regulatory burdens, expectations, and responses of health-care systems.

As a thought experiment, let us turn this model upside down and create a workplace where physician values are driven by purpose and initiative, both at work and in life. Once we recognize our purpose in both life and work, we can start defining the initiatives required to fulfill our inner purpose not only as physicians but also as human beings. Satisfaction and tranquility will then derive from living a purpose-driven life at work and outside with our coworkers, families, and friends alike, and not from financial enrichments or accumulation of titles on our business cards and email signatures. While we agree that we cannot just chase romantic ideals of making the world a better place, we cannot abandon those ideals either and practice medicine solely based on productivity metrics, promotion criteria, and cost-effectiveness analyses.

Personally, we challenge and refute the concept of work–life balance as a useful construct and consider it harmful to our search for happiness and physical and spiritual well-being. Nevertheless, this Research Topic has revealed that for the large majority of physicians, regardless of gender, age, academic rank, or size of institution, the concept of work–life balance is very much alive, constantly present in their daily realities and forces them to deal with its definition and ramifications every step of the way. It also provided a forum to express the wide-ranging perspectives, ideas, and strategies used to achieve work–life balance by professionals practicing in academic and non-academic medical settings. Encapsulating all these in a readily accessible electronic booklet will reach a wider audience and potentially help those struggling with the diverse stressors of our current medical climate.

Unquestionably, the landscape of modern academic medicine is changing. While we, the currently active physician work force, can opt to accept or decline the usefulness of a work–life balance concept to find our serenity, the next generation of clinician-scientists will likely have to redefine the question of “Work–Life Balance: Essential or Ephemeral?” for themselves based on their own future work–life contexts.
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