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B alancing the competing demands of parenthood and a 
career in medicine is a challenge that many physicians 
and physicians-in-training experience. Delay of child-

bearing to attain specific career milestones may result in 
increased rates of infertility and adverse pregnancy outcomes 
among physicians.1 Conversely, having children earlier while in 
medical training is challenging and may influence a trainee’s 
career decisions. Assumptions regarding how a physician’s prior-
ities will change when they bear children may result in fewer 
career opportunities and encouragement to pursue “family-
friendly” specialties.2 Yet, the onus is placed on women phys
icians to succeed in a profession that historically excluded 
women and has only recently acknowledged the importance of 
physician wellness and cultivating personal fulfillment. In spite 
of recent advances in the promotion of physician well-being, 
parenthood, especially motherhood, is seen as an inconvenience 
during medical training and beyond; in the medical profession, it 
seems there is really no “good” time to have children. Our profes-
sion is faced with research indicating that as many as 1 in 
4 women physicians report a diagnosis of infertility.1 This should 
spark a call to action for systemic change in medicine, particu-
larly as training pathways for physicians are being extended.

Women physicians commonly report delay of personal life deci-
sions owing to career pursuits,3,4 and those who do pursue preg-
nancy during training have often reported maternal discrimina-
tion, resulting in negative career implications.5 Maternal 
discrimination refers to gender-based discrimination specifically 
based on motherhood status; it may be experienced as lack of sup-
port during pregnancy and postpartum, lack of accommodations 
for childcare challenges, disparaging remarks related to preg-
nancy and motherhood, and exclusion from career opportunities.5 
Women medical students are also more likely than men to experi-
ence gender-based discouragement to specialize in surgery, based 
on assumed family aspirations.6 When these factors are con
sidered, it is not surprising that many women physicians choose to 
delay pregnancy; however, many may experience a high personal 
cost, with increased rates of miscarriage, infertility and pregnancy 
complications associated with late maternal age.1,7

Medical training often coincides with the optimal biological age 
for physicians to have children. Women physicians face difficult 

decisions as to whether they will have children, when, and how 
many, while still pursuing their career goals. We recently mapped 
the trajectory of childbirth in women physicians in a population-
based study using data from Ontario, Canada8,9 and found that the 
culture of delay starts early and persists throughout postgraduate 
training. We found a significantly reduced rate of childbirth among 
women physicians compared with nonphysicians overall, and an 
accelerated rate of childbirth only at later reproductive ages, sug-
gesting that women physicians appeared to defer pregnancy until 
after training, with specialists delaying pregnancy longer than 
family physicians. 

As a profession, we need to think more ambitiously about 
how we can support physicians who wish to have children at any 
career stage. The provision of parental leave policies and 
increased financial support, parameters for overnight call during 
pregnancy for postgraduate trainees, and practical accommoda-
tions such as ensuring availability of lactation resources within 
hospitals have been substantial, positive system- and institution- 
level interventions.10 However, despite these changes,10 we found 
that the length of delay of pregnancy is increasing — women 
physicians born between 1985 and 1994 had a lower cumulative 
incidence of childbirth at comparable ages than those born 
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Key points
•	 Childbearing during medical training and later in physicians’ 

careers is still often seen as an inconvenience or burden, despite 
growing emphasis on physician well-being.

•	 Owing to stigma and systemic barriers, many physicians begin 
childbearing at a later age than their nonphysician 
counterparts, which may be associated with an increased risk of 
infertility, miscarriage and other pregnancy complications.

•	 Women physicians are delaying childbearing for longer, which 
may be related to extended training pathways.

•	 Interventions to reduce discrimination against childbearing 
physicians may include increasing the number of residency 
positions to ensure scheduling flexibility, integrating 
reproductive-health teaching  for physicians into medical 
curricula early in training, and fostering allyship in the 
profession to reduce stigma.
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between 1976 and 1984.8 Although extended training pathways 
or increased challenges in securing a stable career may be con-
tributing factors, such findings also reflect underlying assump-
tions that drive maternal discrimination in medicine. Physicians 
going on pregnancy and parental leave often describe their time 
away as a “burden” — as do their peers — that increases the 
workload of others.5 Medical students and residents often cannot 
afford flexible childcare options. Women physicians report per-
vasive maternal discrimination,5 with fewer career opportunities 
after they have children.2 

Physician reproductive health deserves more education, par-
ticularly early in medical training, to ensure physicians can make 
informed decisions regarding their family planning. Although fer-
tility preservation through elective egg freezing is often presented 
as a way to “work around” the demands of medical training,4 it is 
not a failsafe and certainly not an ideal solution to the larger issue 
of delayed pregnancy; it should not be the only option. Our train-
ing environments need to change such that every specialty is sup-
portive of people who wish to become parents.

Although we have focused primarily on issues pertaining to 
motherhood in medicine, balancing family and a career in medi-
cine should not be thought of solely as a woman’s issue — the 
perspectives of men and gender-diverse physicians are impor-
tant and under-researched. To promote allyship, it is important 
to engage physicians of all genders, particularly those in leader-
ship positions, to view parental leave as key to the health of 
physicians and their children, rather than regarding it as a bur-
den on one’s colleagues. On a broader scale, increased funding 
for residency positions — to ensure an adequate number of train-
ees to cover service needs related to parental leave — may foster 
acceptance of pregnancy and parental leave by fellow trainees 
and improve scheduling flexibility. The repercussions of discrim
ination against physicians who would bear children are substan-

tial, extending to some women physicians changing practice 
locations owing to toxic work environments, or leaving medicine 
altogether.5 An environment that results in a physician leaving 
the practice of medicine after investing years of training in the 
profession is an avoidable tragedy for the individual, the medical 
community and affected patients. Fostering systemic positive 
change in medicine to support physicians who have children at 
any training stage will promote wellness and career satisfaction 
in the long term.
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