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Abstract

Introduction
Within the next two decades, the numbers of

women in medicine will increase such that by 2010,
30% of the physician workforce in the U.S. will be
female (Kletke, 1990).  The anticipated effects of this
demographic change on the institution of medicine
have been diverse: medical workforce policy experts
have suggested that the values and norms of women
physicians will come to resemble those of their male
colleagues, necessitating no changes in workforce or
medical practice policies.  Women’s advocacy groups
have joined with national governing bodies to
speculate that more women physicians will favorably
improve the quality of care to women and their
families.  Women physicians, themselves, continue to
attempt to have successful careers in medicine, and to
balance professional and work/family issues.  There is
evidence of persistent inequities and barriers to the
full participation of women physicians in the practice
of medicine: lack of career advancement despite equal
performance, salary inequities, harassment, and a
chilly climate for training and practice in many areas
of medicine.  Thus, the careers and work lives of
women physicians are a source of interest to the
physicians themselves, to patients and health care
policy makers, and for women physicians’ potential to
model improvements in the provision of medical care.
Finally, the experiences of women physicians are a
barometer of the institution of medicine itself and of
the health care system’s responsiveness to societal
needs, such as the health of women and their families.

The values of medicine include: the centrality of
the profession as a life calling, with hard work and
self-sacrifice at the core of this ethic, with affective
neutrality, with the high value placed on achievement
and science, and with an individualistic orientation to
medical practice.  Although the Hippocratic Oath,
“primum non nocere” (“do no harm”) sets down a
beneficence toward patients, the relationship is a

This paper seeks to develop a relational analysis of the
work life of women physicians, utilizing the results of a
recent national survey of personal and practice
characteristics of primary care and specialist physicians in
practice.  Traditional professional values, such as the
centrality of work and self-sacrifice, importance of science
and affective neutrality are examined as they interact with
core relational values of mutual empowerment,
authenticity, and the desire for connection. Using these
relational principles, strengths as well as challenges to
women physicians are analyzed, including the ability of
women physicians to effect healing as well as their risks of
overwork, devaluation, and marginalization within the
culture of medicine.

(C)2000 McMurray,J; Jordan,J. 
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vertical one, which may prevent the possibility of
useful partnership or reciprocity between patient and
physician.  These principles are in contrast to a
Relational-Cultural Model of development (Miller,
1976; Jordan, 1991; Miller & Stiver, 1997) in which the
desire to participate in growth-fostering relationships
is central to peoples’ lives, and involves mutual
empathy and empowerment in relationship where
both physician and patient direct the course of care
and action.

Earlier work on medical socialization has noted
the effects of dual, potent sources of socialization for
women physicians: first the gender socialization of
girls, followed by the professional socialization that
occurs during medical school and residency training
(Martin, 1988).  In this working paper, we utilize the
results of a large, national survey of work life and
career satisfaction of physicians in order to illuminate
several relational dilemmas for women physicians,
including: the physician-patient relationship, concepts
of autonomy and control of work, the place of family
and personal interests in physicians’ lives,
individuality vs. interdependence within health care
teams, and the resultant stresses that lead to burnout.
Strategies for improving the work lives of physicians
using a relational framework are discussed, as well as
new, relationally-based paradigms of medical practice.

Results of the Physician Worklife Study
(PWS)

The Physician Worklife Survey is a nationally
representative survey of 2326 U.S. primary care and
subspecialty physicians in a variety of practice
settings.  This 140-item mail survey, described in detail
elsewhere (Konrad, 1999; Williams, 1999), contained
questions regarding personal and work characteristics
that aimed to assess stressors and career satisfaction.
Striking gender differences were noted in multiple
areas of professional work.  Compared to men
physicians, women physicians were more satisfied
with patient and colleague relationships, but less
satisfied with relationships with their community,
their pay, and resources.  Female physicians reported
seeing different types of patients than males: more
female patients and more patients with similar
medical complexity but more complicated
psychosocial problems.  Time pressures to see patients
in office visits were greater for women physicians than
for men.  Additionally, women physicians reported
significantly less control over multiple aspects of their
daily work life, including schedules, day-to-day work
issues, and the volume of their patient load.  Women
physicians had 1.6 times the risk of burnout when

compared to male colleagues, with the risk increasing
as they worked over 40 hours a week or experienced
less work control.  Burnout was not related to parental
status; rather, the support of women physicians from
their domestic or work partner(s) significantly
decreased burnout (McMurray, 2000).  In summary,
then, women experienced more satisfaction with work
relationships, but had more difficulties within the
work setting.  Women’s greater risk of burnout
appeared to be related to the number of hours worked,
lack of control at work, and the absence of support for
career and home.  When reviewed in a traditional
framework, these results might be utilized to suggest
that women are less suited to medicine, less hardy,
more conflicted about work, and unable to manage
both a career and other roles.  However, when viewed
through a relational lens, these interpretations change
dramatically.

The Healing Connection and the
Physician-Patient Relationship

The Relational-Cultural Model of development
suggests that the desire to participate in growth-
fostering relationships is central to the life of the
individual.  In growth-fostering relationships, people
experience an increased sense of zest, clarity about
their experience, productivity, creativity, self-worth,
and a desire for more connection.  While
misattunements and disconnections are ubiquitous in
people’s relationships, the capacity to be responsive
and to move into stronger connections following
disconnection is paramount for resilience and personal
well-being.  Furthermore, healing and growth-
fostering relationships facilitate growth in both
members of a relationship.  Thus, mutual empathy
and mutual empowerment create positive changes in
both people.

Mutual empathy is at the core of healing
connections; it involves both people responding to the
other.  In their interaction, both people are affected and
moved, and they allow each other to see this.  When
applied to a medical setting, the less powerful person
(patient, in the doctor-patient relationship) experiences a
sense of mattering, of being effective in moving the
other person and the relationship.  He or she
experiences a sense of joining with, of moving out of
isolation.  Within the province of medicine and the
physician-patient relationship, the paradigm is quite at
odds with the dominant images of objective, all-
knowing physicians who must keep their feelings out of
their work in order to be effective.  Perhaps this is the
difference between technical interventions of problem
solving and healing, which necessitates a more
complete, deeper connection with the patient.
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Women Physicians and the Importance of
Relationships

I find the intense and long-term relationships with my
“children” (patients) and their families to be the most
rewarding part of my job; followed closely by the
intellectual challenge and incremental progress in
treatments.  (From Physician Worklife Study,
1999)

Female medical school applicants are likely to
claim that their main reason for entering medical
school is “to help people.”  Once in medicine, women
are more likely to enter patient or women-focused
specialties, such as pediatrics, family and general
medicine, psychiatry, and obstetrics-gynecology.
Much has been written about the empathic, user-
centered health care principles that women physicians
bring to medicine: longer and better listening to
patients (Hall, 1994; Bertakis, 1995), greater attention
to preventive health practices (Laurie, 1993), and
greater investment in continuity of care for patients.
However, these principles are at odds with the
professional’s strongest values.  Many believe that
women physicians have been “ghettoized” into lower-
status “caring” specialties, suggesting that a gender-
based division of labor exists within these specialties,
marginalizing women within the profession with
lower salaries and fewer opportunities for career
advancement (Brooks, 1998).

Despite increased numbers of women within the
profession, their position demonstrates a “continuity
in change” (Hakim, 1979), that is, static specialty
choices and decades of diminished participation or
leadership within all areas of medical practice, as well
as lack of career advancement.  This stasis mirrors the
profession’s lack of response to societal demands for
change, both in terms of patients’ desires for greater
participation and better interpersonal care, and in the
delivery of health care.

The gender-based division of medical labor, with
women physicians (and largely female nurses and
aides) attending to pediatric and generalist health
issues (including childbirth and women’s health
problems like hormone replacement therapy,
sexuality, and cancer screening), comes about due to
gendered expectations of behavior, values, and
attributions made about women by patients, other
physicians, organizations, and by the women
themselves.  Women are expected to take on the
emotional aspects of medicine, which are devalued in
comparison with technological aspects of disease
management.

However, central to an understanding of the

dilemmas of women physicians is the recognition of
the diversity of behaviors that exist among women
physicians.  For instance, some adopt gendered
patterns of behaviors, such as taking on the emotional
work of a practice, called “smoothing” roles (James
1989).  Other women physicians avoid traditional
“women’s doctor roles,” aim for quick solutions to
medical problems, avoid a focus on psychosocial
issues, and feel that gender is not relevant to
professional training.  When viewed from a relational
perspective, both these styles have distinct advantages
and disadvantages.

If professionalism is defined as 1) expert
knowledge, 2) self-regulation, and 3) the responsibility
of placing the needs of the patient first, women
physicians face double jeopardy.  Accepting
professional norms may help them escape “outsider”
status, but it may decrease their opportunities and
abilities to engage in mutually responsive
relationships with patients that promote well-being.
Given that women in medicine often constitute less
than 15% of students or practitioners in the majority of
training and practice settings, their acceptability as
“tokens” depends upon their invisibility, in “being one
of the guys.”  The work culture privileges behaviors
characteristic of stereotypical male functioning, such
as: logical, abstract, nonemotional thinking; problem
solving; scientifically objectifying work; sacrificing
one’s personal life; and hierarchical, authoritative
management of interpersonal issues.  Skills and
affective styles that are at odds with these values tend
to be denigrated.  Within this context, women are
shamed and devalued when they exhibit a relational
style of functioning (e.g., engaging in mutual
empathy, empowerment, authenticity, zest, connection
in conflict).  Shame silences women physicians if they
show emotion when a patient dies, or if they take on
nontraditional tasks, such as helping to empty
bedpans for a patient.  Some women become
“honorary men” in an attempt to become one of the
team; others maintain these relational values at the
risk of being marginalized and excluded from the
larger group.

Medicine may be particularly appealing to women
because it offers them the opportunity to have
significant intellectual stimulation embedded in a
relational context.  Both anchor the other.  Relational
skills, when utilized in professional relationships with
patients and others in the workplace, offer great
satisfaction to physicians.  They may improve the
quality of care provided to patients, improve the work
environment, and help the physician remain authentic
and responsive to her/his own voice.  Furthermore, a

(C)2000 McMurray,J; Jordan,J. 
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relational paradigm provides an alternative view of
professionalism that creates the possibility of a
patient-centered work environment.  It is the
bidirectional nature of mutually satisfying
relationships that provides value to the physician,
which protects against burnout, mitigates the stress of
the demands of medicine, and helps to reframe the
sense of a lower professional status while supporting
organizational change within the profession.

Relational Theory and Work Control
In return for hard work and self-sacrifice,

physicians have been accorded power both within the
physician-patient relationship and within the work
environment.  Work control (i.e., control over office or
clinic schedules, control over medical decision-making
issues, and control over decisions about day-to-day
work issues) has been considered to be an inherent
good in this culture of professional individualism, and
it is an autonomy felt essential to physician
satisfaction.  One of the highly touted reasons for
decreasing status and satisfaction within the
profession has been the erosion of authority or
professional autonomy, cited in discussions of
managed care with its bureaucracy of pre-
authorization of tests and hospital admissions, as well
as formulary constraints on prescribing medication.

Two recent surveys help illuminate the issues of
work control and autonomy.  The Women Physician’s
Health Study (WPHS) is a large study of 4500 women
physicians in which it was noted that control over
aspects of work was the single most important
variable related to satisfaction with one’s career
(satisfaction was 11 times higher for those with high
vs. low control; Frank, 1999).  In a second study, when
asked about the specifics of work control in their daily
professional lives, women reported feeling
significantly less control over various aspects of their
daily work life than men, including their ability to
control their daily schedule, to control the volume of
patients seen, or control choices of referring physicians
(McMurray, 2000).

A traditional way of analyzing gender differences
regarding work control might use the above finding as
an example of the “cultural lag” theory of women: that
given their gender socialization and minority status,
women are not used to exercising authority over
others or they may feel that relational behaviors are
unwise or risky if they wish to be accepted within
medical systems.  While men may be socialized both
in childhood and in medical training to utilize a
hierarchy of power, and feel entitled to having their
professional needs met, women may feel

uncomfortable asserting their needs over the needs of
others in the workplace.  In a relational context, this
could be viewed positively, as a sign of a more
cooperative way of working.

Asking an office worker to do extra Xeroxing may
further a physician’s personal goals, but cause delays
on other assigned tasks or unfairly burden a co-
worker.  While demanding services from subordinates
may be considered assertive and a sign of a “go-
getter,” a more relational solution would be to work
cooperatively with all the members of the team—
clerical, secretarial and physician—to get work done in
a fair and timely fashion, while considering what is
good for the larger community instead of oneself.

In relational context, even more important is a
second, entwined issue in the notion of work control
or autonomy. This issue is related to one’s ability to
“be oneself,” to be able to authentically represent one’s
needs with the awareness of its possible impact on
others.  Women physicians who respond to questions
about control over various aspects of their work life
may, in fact, be describing a central dilemma for
themselves in medicine: that in this culture, if they
heed their personal values, they will not be heard.
They may sense that they are unable to shape their
work life in a way that is consonant with their core
values of mutual and empowered relationships.

Frequently, institutional barriers narrow women’s
options for change, and their relational core values
“get disappeared” in the work environment (Fletcher,
1996).  Practicing within the norms of the institution
may lessen the possibility that women have enough
time to spend with patients, discuss cases with
colleagues, or ask for help.  Losing sight of the
qualities and goals that led them into careers in
medicine in the first place can result in women having
profound feelings of ineffectiveness.  They may feel
disconnected from their dreams of their career or daily
work life, as well as from others whom they might
attempt to connect with through a more cooperative
work environment.  They may, indeed, feel less
control over the concrete aspects of their day-to-day
work life.  But a more critical loss is in their inability to
navigate their way through their professional lives
using their own values. In other words, in order to
exist within the institution, they cannot be themselves;
they must adopt another way of being.  If women
maintain their ways of staying in relation to others
and preserve relational values, they face exclusion
within the profession.  If they abandon relational
values in order to adopt professional norms, they may
find a niche within the culture, but lose out on the
benefits of mutually satisfying relationships and lose a
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connection with important aspects of themselves as
well.  It is this ”no win” situation that persists to
varying degrees for women physicians in
contemporary practices.

The Dilemma of Work and Family Issues

I am contemplating leaving medicine to stay at home
with my children.  As a working mother, I just cannot
be good at being a mother, a wife, and a physician.  So
I am choosing what I feel is the more important.
(Physician Worklife Study, 1999)

The focus in medicine on a professional identity
based solely on public work roles has created another
relational dilemma for those men and women who
attempt to combine a professional career with outside
interests, such as child raising or caring for sick family
members.  Male physicians typically surrender much
of their relationships with intimate partners (as well as
their relationships with their children and friends) in
order to fulfill the obligations of a value structure in
which hard work is rewarded by peer respect and
status, but accompanied by isolation from satisfying
personal relationships.  Early women in medicine, the
”pioneers,” were required to be hardy and self-reliant,
and usually had to sacrifice both personal
relationships and relationships with their children for
their careers.

This ”either/or,” work or relationships, dilemma
for women physicians may appear to have been
resolved in contemporary practice.  Most physicians
are married or in domestic partnerships (85%) and
three quarters of these have children.  However, U.S.
medicine has not concerned itself at all with the lives
of physicians outside the hospital, lab, or clinic.  Work
hours in the U.S. are increasing for physicians (52
hours per week for men, 48 hours per week for
women; McMurray, 2000).  Pregnancy, maternity, or
family leaves are still not a reality in the vast majority
of medical schools.  On-site daycare opportunities are
rare for faculty or practicing physicians, and meetings
and call schedules continue the work from early
morning into the evenings and weekends (Foster,
2000).  In addition, part-time practice is uncommon in
the U.S. (9% of men and 12-19% of women; McMurray,
2000).

Given the lack of support for or attention to these
crucial life roles within the profession, physicians are
torn between the desire to be responsive to the
demands of their professional careers as well as their
personal lives.  Instead of combining reasonable
amounts of work and family, many, usually women,
feel compelled to choose or prioritize in a way that

makes success in both difficult.  In opposition to this
long-held view of work and home, however,
numerous new studies support the fact that while
women in academia and practice have more
difficulties with career advancement when they
combine parenting with practice (Carr, 1998; Kaplan,
1997), multiple roles appear to enrich the lives of
physicians and mitigate stress, as long as one role does
not overwhelm the others (Ducker, 1994).  In fact,
career satisfaction has been shown to be higher for
women physicians who have children (Frank, 1999).

Unfortunately, some women in some specialties or
work settings are unable to maintain a balance
between work and home, due to lack of support or
heavy work demands:

Balancing professional and personal obligations
continues to get more difficult.  Practicing part-time
to meet my children’s needs often feels like failing both
sides.  (Unpublished data from the Physician
Worklife Study, 1999)

Others are able to find a balance between the two:

I enjoy what I do because I feel I have a sense of
control over my hours, life-style, and I enjoy my
patients.  I purposely limit my office hours to allow
homework time with my children and family.  They
come first in my heart.  (Unpublished data from
the Physician Worklife Study, 1999)

Balancing a practice (even part-time), raising babies
and young children and the early years of my
husband’s career were very stressful.  Now that I’m in
the middle age, I feel I have climbed out of the swamp.
I have more confidence in all areas of my life.  I saw a
psychotherapist for two years who had seen 3 of the 7
partners in my practice.  That helped incredibly.
(Unpublished data from the Physician Worklife
Study, 1999)

Burnout and Depression in Women Physicians
While the mental and physical health of women

physicians is generally good, recent survey research
indicates that 1.5% of women physicians had
attempted suicide and 19.5% admitted to previous or
current clinical depression (Frank, 1999).  Both the risk
of depression and suicide were found to be related to
single-parent status, being without children,
significant home or work stress, lack of work control,
and career dissatisfaction.

As a primary care internist and mother of two
children, I feel I have lost my sense of self.  My

(C)2000 McMurray,J; Jordan,J. 



6

physical health has suffered from working 70+ hours a
week and I find I am less productive.  I have lost the
ability to have fun and do activities that are not work
related. (Unpublished data from the Physician
Worklife Study, 1999)

Private practice almost killed me, literally.  I just
recently switched to academic medicine.  I was in a
large prestigious group, but all we did was fight
amongst ourselves.  We were forced to work 60-100
hour workweeks with a completely unrewarding
group of patients.  I got breast cancer and took one
year off and quit the group at the end of my leave.  I
was tired of constant stress, anxiety, long hours and
low pay for the work done.  I am sure I would have
cracked up if I hadn’t gotten the year off with cancer.
I nearly killed myself doing it (the practice) and no
one gave a damn, particularly my 20+ partners.  They
were mad I couldn’t come and do call during my
chemotherapy.  (Unpublished data from the
Physician Worklife Study, 1999).

Although women physicians in the PWS reported
similar levels of depression and anxiety compared to
men, their risk of burnout was 1.6 times higher than
their male colleagues.  Multivariate analysis showed
this to be related to increased work hours (over 40-
hours per week).  This analysis also showed that
support from a domestic or work partner(s) decreased
the risk of burnout.  Lack of control over professional
work issues also contributed to women’s greater risk
of burnout.  From a relational perspective, workplace
issues, such as inadequate time with patients, mean
that women lose out on what could provide a buffer
against stress: the mutuality of the doctor-patient
relationship.

The greater satisfaction of women physicians with
their patients points to this ability to maintain
connections with others despite their busy workdays.
However, existing normative expectations from
patients, administrators, and even colleagues suggest
that women physicians will spend more time, care
more, and do more for their patients.  In response to
these expectations, a strong sense of responsibility
may contribute to lack of self-care by women
physicians, particularly if the context does not support
them in a relational way but rather takes advantage of
their values and others’ expectations.

Burnout has been characterized as having three
components: 1) emotional exhaustion, 2)
depersonalization, or disconnection from patients, and
3) a sense of ineffectiveness on the part of the
physician.  When women physicians are at odds with

the dominant, non-relational culture of the workplace,
then they are at risk for emotional exhaustion.  In a
productivity-oriented, individualistic work
environment, they cannot spend time with their
patients, colleagues, or family, and therefore cannot
form the healing connections that are mutually
beneficial.  To administrators and money managers in
a medical organization, a woman physician may be
viewed as “less productive or efficient” in a system in
which productivity (i.e., number of patients seen and
income generated) is the ultimate goal.  The physician
feels depersonalized and unsuccessful, sensing her
inability to shape her workplace according to her
needs and values.

To reframe burnout in a relational context, we
believe that burnout in women is more critically
related to the loss of mutual relationships with others.
When disconnections from core values are not
respected or acknowledged, when time constraints
and economic considerations make therapeutic
connections with patients difficult or impossible, and
when the work environment supports functioning as a
group of “rugged individualists,” the result is
competitive and self-interested relationships, instead
of cooperative, mutually satisfying relationships.
Though the mutual relationships that women value
could be a buffer against the stresses of medical
practice, in existing systems they can become an extra
“burden” because of other time pressures, a source of
failure, and even an economic liability.

Women physicians may attempt to prove
themselves to the organization by working harder or
longer (a time-honored method for gaining respect of
and by men).  Physicians are generally quite
responsible; they want to be good workers for the
organization.  However, their trained individualism
makes it difficult for them to delegate or ask for help.
Consequently, they may ignore their own needs as
they put the needs of patients, staff, and family before
their own.  For women, there is also an unwritten rule
about not owning their strengths.  It isn’t considered
feminine or appropriate for women to boast of
successes or to point out accomplishments.  By staying
in the background, they nurture and make possible
successes in the workplace, but lose opportunities to
promote themselves and receive much needed
positive feedback; their successes get “disappeared”
(Fletcher, 1996).  Ultimately, fear of competition causes
them to cooperate, but not initiate, produce but not
invent, reflect but not create (Austin, 2000).

If women physicians abandon the relational parts
of themselves, they may feel they fit in more with the
dominant culture; but, they may lose the ability to
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engage in practices that actually serve to buffer them
against the stresses of the profession.  As their more
authentic selves “go underground” (Gilligan, 1982), as
they congratulate themselves on more “professional”
behaviors, their accommodations, in fact, create
pathology.  It is impossible to be authentic when one is
subservient to another person or another set of values.
Certainly, a continuum exists where the benefits of a
relational style of practice and life orientation are
balanced against the stresses of maintaining the style
in the current culture of medicine; burning out and
dropping out occur when costs outweigh the benefits.

Part-Time Medical Practice

I am working part-time and feel much less stress.  I
like to have more time to be more in touch with my
children’s lives.  My husband, who is also a physician,
has had more stress because of this change.
(Unpublished data from the Physician Worklife
Study, 1999)

Part-time medical practice has not been well
utilized by U.S. physicians, despite it’s success in other
Western cultures.  Up to 90% of women generalists
and 46% of women specialists in the Netherlands
practice part-time (22% of male generalists and 7% of
male specialists), with slightly lower numbers in the
U.K. and Australia.  In the U.S., part-time medical
practice remains a choice primarily for women
physicians in generalist specialties or for male
physicians about to retire (only 10% of male
physicians in the PWS worked part-time).

Data suggest that physicians who work part-time
are happier with personal time and their practice, have
less stress, are less at risk for burnout, and are better
able to balance personal and family needs (McMurray,
2000).  However, in a non-relational system, women
physicians who work part-time risk being seen as not
“serious” about their work.  Indeed, if the definition of
professionalism includes the ideas of “sacrifice, hard
work, and the centrality of vocational status,” those
who have other concerns are necessarily deemed
“unprofessional.”  This bias creates exclusion within
the profession.

Successful part-time models of medical practice
would be one way of altering the non-relational
construct of medicine.  Cross-coverage could be
developed for maternity/paternity leaves and family
illness as well as important activities of children.  This
would necessitate a restructuring of practices so that
groups of physicians or non-physician providers (RNs,
nurse practitioners, or physician assistants) and staff
all participate more equally in the care of patients.

Physicians could give up some of their status in order
to have better relationships with those they love, and
the culture would modify values to accommodate
many definitions of success and professionalism.

Managed Care: A Haven for Women
Physicians?

I also think the current HMO trends of controlling
the doctors’ schedules and jamming patients in to
increase doctors’ productivity is nothing but
inhumane, both to the patient and the physician, and
is also quite risky for the practice.

I worked for the oldest, largest HMO in the U.S.  It
was never perfect, but it was a cohesive group of like-
minded doctors, RN’s physical therapists, etc., who
worked well together for the good of the patients.
Changes in the “business” of our group have
effectively destroyed the cooperative nature of our
group, with drastic cost-cutting and staffing cuts.
The business managers now rule us.

The trend in medicine away from solo practice
along with the individual entrepreneurial aspects of
20th Century medical practice have been praised as
being good for patients and “family-friendly” for
physicians and workers.  Conventional wisdom has
said that managed care was especially good for
women physicians due to shorter work hours, fewer
on-call nights, and less involvement in the onerous
administrative aspects of practice.  However, the
typical staff model HMO espouses corporate values of
competition, growth, and profitability, values that are
increasingly being seen as antithetical to the principles
of healing, caring, and a service ethic.  Conformity to
corporate standards decreases the responsiveness to
individual needs or diversity.  In the PWS,
appointment times were shortest in HMO practices,
time pressures were greatest, and reported work
control the least among the physicians who worked in
staff model HMO’s.  While the HMO practice did not
differentially affect female vs. male physicians, women
who worked in these settings reported substantially
less control over work when compared to men or
women in others practice settings, such as academic or
group practice.  In summary, another relational
dilemma exists for those who have given up or who
have been forced to leave solo or small group practices
for a managed-care practice setting.  In a managed-
care setting, personal time may be greater and on-call
time may be less, but the day-to-day to work life poses
more relational problems and provides less ability for
personal authenticity.

(C)2000 McMurray,J; Jordan,J. 
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To the extent that organizational structure can
recognize relational issues, conditions can be created
that are intrinsically positive for the organization and
the individuals within them.  However, in order to do
this, organizations, such as a medical practice or
HMO, must be open to change and to reconfiguring
power relationships, productivity calculation, the
individual’s contributions to the practice, and the
values of the organization.  We must recognize that
organizations are actually complex systems of
relationships, rather than static profit-generating
entities.  Many factors are important in successful
medical organizations: not only the numbers of
patients seen, and the quality and efficiency of the care
provided, but also the quality of the relationships
among the staff; the quality of the doctor-patient
relationship; physician and staff job satisfaction;
continuity of care with patients; and contributions
made by individual physicians to the practice.

Conclusions:
New Models of Mutuality Within the Workplace

Within the current context of medicine, women
physicians face several dilemmas.  If women remain
faithful to a relational paradigm of participation and
care, then they reap the benefits of mutually satisfying
relationships with patients, staff, and family.
However, they simultaneously risk being devalued,
along with their principles, or exploited to provide
care for patients who want a relational framework.
Thus, women physicians provide the emotional/
relational work of the practice.  If they choose to spend
time on nonmedical parts of their lives, such as family
or children, they may be seen as unprofessional, not
serious, and be marginalized or isolated.  Burnout
comes when disconnections and isolation overshadow
the rewards of mutual relationships.  If women
physicians adopt traditional, non-relational
professional values, they may find more acceptance
within medicine but lose the salutary effects of mutual
relationships as they model individualism and
detachment from others.  Self-care is an issue for both
the relational and traditional groups of women
physicians who struggle to meet expectations of
patients, their families, and peers.  Improved health
and professional growth come when physicians are
able to define their own values, develop and protect
mutually satisfying relationships both in and outside
of their medical practice, and  remain authentic to
these personal principles.

On a larger, organizational level, utilizing a
relational approach in an effort to improve work life
and career satisfaction of all physicians involves
working to:

1) Develop an appreciation that health care
organizations are complex systems of
relationships, rather than static, profit-generating
entities.

2) Develop relationships that are founded on mutual
respect rather than on hierarchical systems, the
existing basis for order and structure in medicine.

3) Incorporate family and home or personal needs
into the daily work structure for all workers;
reconfigure on-call and coverage schedules;
develop more diverse concepts of success in
medicine to include personal connections.

4) Rework the concept of the “primary physician”
from an individual-based responsibility to a team
coverage concept, utilizing non-physician
providers and recognizing and rewarding the
contributions made by clerical and ancillary staff.

5) Make explicit rewards and recognition for
physicians, workers, and work sites that
incorporate these constructs into practice, e.g.,
linking salary or bonuses to performance, but also
to collegiality, continuity of care to patients,
teamwork, patient satisfaction with interpersonal
as well as technical aspects of care.  Name, honor,
and encourage the efforts of those who would
participate in mutual growth-fostering
relationships.

If relational practices are appreciated and
thoughtfully developed, a whole new way of
understanding and managing institutions like
medicine can revitalize the profession and improve it’s
effectiveness.  Preserving the relational skills of
women physicians, valuing relationships in a broad
sense, enabling all to contribute to the ongoing work,
and “creating team,” instead of heroic individualists,
will improve the quality of the work life for physicians
and the care they provide.  It will also further the
central goal of medicine to create “healing
connections,” which is not simply a part of a woman’s
socialized or professional personality, but should be
the real work of all physicians and healers.
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