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Fear of Saying No (FOSNO): Setting Boundaries
With Our Patients and Ourselves

Monica S. Chatwal, MD*23; Arif H. Kamal, MD, MBA, MHS*®; and Jonathan M. Marron, MD, MPH5’

Cancer is an inherently complex and intense medical condition that often requires prolonged treatment and
surveillance over years. Treatments can lead to frequent side effects and anxiety, requiring constant com-
munication and follow-up with patients. Oncologists have the unique privilege of developing close rela-
tionships with their patients that evolve through the course of their disease. The advent of newer technology
and the changing landscape of medicine have drastically altered how oncologists now manage patient needs.
These changes have allowed for much quicker and closer communication but are not without personal and
professional challenges. Some may wonder how accessible they can and should be to their
patients—essentially, the boundaries they may place to protect their own identities and well-being. An
oncologist might wonder how much of their personal contact information they should provide to patients and
how often they should be available for questions and discussions when away from the clinic without impairing
their relationship. Here, we define and explore the role of boundaries in medicine, and review common ethical
dilemmas that oncologists face daily when trying to balance patient care and lives outside of medicine.
Although we recognize there is no clear single solution, we will propose possible approaches to setting

boundaries and potential pitfalls.

BACKGROUND

Some have said that to join the oncology profession is to
answer a noble calling. This calling is embodied by
supporting people at their most vulnerable, uncertain,
and complex moments and cocreating a path forward
that meets their goals, preferences, and values. This is
all while balancing the intricacies of a complex health
system inherently difficult to navigate, both as a patient
and health care professional. Navigation of such a path
is hallmarked by expertly balancing both science and art
and refining these skills over a lifetime as a professional
craft. Although much attention is given to honing sci-
entific, clinical, and administrative knowledge of deliv-
ering cancer care, professionals should also allow for
self-reflection. Although cancer care at its best is de-
livered by compassionate and available oncology pro-
fessionals, how do we ensure that such an impassioned
work force can professionally complete the duties of this
noble calling while also thriving as individuals?

Discussions of oncology professionals’ thriving in the
current era starts with acknowledging some difficult
truths. First, being an oncology professional is hard. It is
hard because of the principle of volatility, uncertainty,
complexity, and ambiguity (VUCA). VUCA was first in-
troduced by the US Army War College after the terrorist
attacks in 2001 to reflect on the rapid changing pace of
the post-9/11 world.! They noted four areas of change: (1)
unprecedent information generation, (2) the need to

respond to multiple stakeholders, (3) inability to always
anticipate changes or guarantee outcomes, and (4) less
resources than ideally would exist. Sound familiar? Al-
though on a different level of importance than national
security, the everyday existence of an oncology profes-
sional is swimming in VUCA across many realms, from
clinical decision-making to navigating professional de-
velopment. Oncology is in a new era, with unprecedented
growth in the number of treatment options, patients di-
agnosed with and surviving cancer, and employed on-
cologists. The former two highlight the immense cognitive
burden placed on oncology clinicians. For example, the
National Science Foundation estimates that nearly 2.6
million science and engineering articles are published
annually across the globe.? If we assume that only 0.1%
of those apply to oncology practice, it results in seven
articles per day for each of 365 days for a person to read.
The latter is important because for many newly employed
oncology professionals, the locus of control for individual
and practice decisions has shifted from clinicians to
administrators and from communities to central hubs.
Such evolutions in cancer care delivery require an in-
tentional and dedicated focus on the oncology profes-
sionals’ well-being not only as the means to an end but
also as an end in and of itself.

BOUNDARIES 101

The American Psychological Association defines a
boundary as a psychological demarcation that protects
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PRACTICAL APPLICATIONS

e Oncology is a demanding profession, asking a
great amount of those practicing in the field.
The demands and complexities of oncology
practice, combined with devotion of oncology
clinicians, can make setting personal bound-
aries challenging, which can then lead to
negative outcomes for clinicians (including
harms to well-being, compassion fatigue, and
burnout).

Oncology clinicians can set boundaries while
still meeting ethical practice standards as long
as they do not abandon patients.

Setting boundaries while still providing high-
quality patient care can be challenging, and
each individual oncology clinician may ulti-
mately set personal boundaries slightly
differently.

Setting boundaries may ultimately allow clini-

cians to be more present and engaged while

working, have more satisfaction with their work,
and maintain personal well-being.

the integrity of an individual or group or helps the person or
group set realistic limits on participation in a relationship or
activity.®> They expand that in psychotherapy this is an
important limit that is usually set by the therapist as part of
the ground rules in treatment and may be placed on topics
of discussion or physical limits.® These definitions easily
translate into medicine—to protect both the patient and the
physician and their professional medical relationship. As
oncologists, and frankly as individuals, most of us do not
often consider setting ground rules in our professional
practices (or personal lives), relying more on the inherent
standards of social norms in communicating and interact-
ing. Although with multifaceted cultures and socioeconomic
backgrounds, there are no well-defined norms.

Boundaries are a vital form of individual self-preservation,
both in personal and professional aspects of life. They
protect our beliefs and values, preserve our priorities, and
maintain our well-being. Dr Brené Brown describes them
simply as “what’s ok and what is not ok.”* In his webinar on
burnout for the American Medical Association (AMA) Steps
Forward program, Dr Kevin Hampton describes boundaries
as limits or margins that allow room for some give and take.®
In her commentary, Mammoliti® compares the physician to
a masterpiece in a museum and describes the ropes as
boundaries used to protect and preserve the piece of art
from eager visitors while still allowing them to enjoy the
piece. We can argue that to functional as effective human
beings, we must have some degree of boundaries.
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Boundaries create predictability, and in medicine where
there are more often gray areas of uncertainty, this can
provide security and sustainability.® Simply put, boundaries
are enablers to being present and successful within, and
between, many roles. The need for boundaries assumes the
multidimensionality of a human being and the need to live
as an authentic self—as an oncology professional and
beyond.

Historical Boundary Standards

In the past, boundaries in medicine have been called on to
highlight transgressions in professional behavior. Thus, the
boundaries themselves were the edges of appropriate be-
havior, and focus on them was to call out the need for clear
distinctions between professional practice and personal
crossings.”® Most previous literature also focuses on this
topic of misconduct and is predominately in the form of
commentaries, editorials, or opinion pieces. The AMA, for
example, is quite explicit in stating that such relationships
between physicians and patients are unethical, hearkening
to the vulnerability of patients, the inherent power imbal-
ance between patients and physicians, and the conflict of
interest that would exist for a physician who also had a
romantic/sexual relationship with their patient.!®© The AMA
goes even further to state such relationships with former
patients may also be unethical, as would similar relation-
ships with key third parties, such as patients’ family
members or surrogates or others with a key role in the
clinical encounter or in health care decision making.*® By
similar reasoning, the AMA also cautions against physicians
treating themselves or their family members, owing to
the complexity (and inherent conflict) in playing dual roles
(eg, as clinician and relative), and to the lack of objectivity
caring for a family member can cause.©

Where Do We Stand on Boundaries in Medicine?

To some degree, boundaries were a natural consequence of
physical, geographic, and technological limitations and
barriers. Distance between patients and medical centers
limited how frequently they could be seen. The lack of more
advanced means of communication including internet ac-
cess and cellular devices meant that patients could only
reach their provider through on call or after-hours phone
numbers, pagers, and operator services. In some parts of
the country, particularly rural communities, providers visited
and cared for patients directly in their own homes (house
calls). However, there appears to be a clear generational
shift in medicine. Although house calls still occur in some
parts of the country and in some practices and specialties,
care has moved mostly to distinct health care settings. Now,
the health care continuum transcends all locations. With
laptops, cell phones, and messaging devices, time and
location are no longer natural barriers. Telemedicine visits
allow patients to been seen essentially anywhere atany time.
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Imagine ending your clinic day, finishing notes, answering
the last few emails, and logging out of the computer. Once
you get home, you receive an email alert on your phone from
a patient inquiring about medication side effects. Do you
answer? Do you leave it to the next day? Do you forward it to
your colleague on call or your nurse? These are all questions
that may arise amid greeting family, preparing dinner,
paying bills, or catching up with old friends.

There are few specific institutional guidelines on how to
establish and maintain boundaries, most relying on gen-
eralized recommendations. There may also be miscon-
ceptions of what it means to have boundaries or guardrails
for oneself. This does not mean that one is less professional
or effective as a clinician.!! Having limits allows for more
emotional and cognitive flexibility. Having boundaries
should not interfere with maintaining exceptional patient
care. It should, however, create a healthier working envi-
ronment and solidify the patient-provider relationship by
leaving less ambiguity and uncertainty in communication
and practice.

With shifting medical care, physicians are now taking on
more off the beaten path tasks—records collections, prior
authorizations (PAs), patient transportation through the
hospital, and uploading outside imaging. By setting more
clear boundaries and expectations, perhaps these tasks
could be delegated to other members of the health care
team. Some may argue that these tasks are being taken on
because of a lack of support staff, resources, or finances,
and by completing them, they can hasten patient care.
Although they are fully capable of these tasks, we question:
Is this the most efficient and productive use of physician
time and resource? These are tasks that then detract from
the physician’s focus on patient care, and in oncology, these
moments can be vital. Most of us want to do all we can for
our patients, going above and beyond our call of duty, but
eventually we may reach a point where we have no more of
ourselves to give. In many ways, throwing all of yourself into
patient care may mean you give less of yourself to everyone
who needs you. In a recent viewpoint, Nadkarni et al'?
describe how accountability is a part of one’s professional
duty as a physician, but what often becomes overlooked is
accountability to oneself. This idea of making sacrifices
across many aspects of personal and professional life is not
new, and being an advocate for our patients is a worthy part
of our calling to medicine.*> However, it is equally important
to recognize our limitations and find a balance on the
pendulum that swings between apathy and martyrdom.

More recently, experiences during the COVID-19 pandemic
highlighted the importance of personal and professional
boundaries. Medical professionals left the clinic or hospital
while carrying home the looming threat of possible viral
transmission to their families and friends. They left home

each day with lingering concerns of childcare, pet care, job
security, and adequate goods and supplies needed for
home. There no longer seemed to be any safe spaces to
decompress and reprioritize. The endless amounts of
morbidity and mortality during the early periods of the
pandemic further ignited the flames of burnout and de-
clining mental health. A study published in Mayo Clinic
Proceedings reported that rates of burnout in US physicians
increased from 38.2% in 2020 to 62.8% in 2021.** These
few years established the importance of physicians having
guardrails—for security, safety, and well-being. We know
that more resilient and emotionally aware physicians who
can care for themselves are much more effective caregivers
for their patients.'>!” However, blurring boundaries across
personal and professional settings and the lack of some
communication restrictions may make work-life balance
more difficult, contributing to compassion fatigue and
burnout.*®

ETHICAL CONSIDERATIONS REGARDING BOUNDARIES IN
HEALTH CARE

Identifying how best to create boundaries while still pro-
viding high-level patient care can be challenging, and for
many, it can represent a personal ethical dilemma. Is there a
way to create such boundaries so that we can protect our
own personal well-being while still providing the level of
patient care that is so important in oncology? Furthermore, is
it definitive that such boundaries will have a negative impact
on the care we provide? Perhaps even more importantly,
how can/should we ethically navigate the creation of these
boundaries for ourselves while understanding that not all will
necessarily support this? Although data are likely and sorely
lacking in this area, this struggle has the potential to cause
significant clinician distress. Furthermore, many clinicians
express concern that such boundaries will affect patient
satisfaction scores and/or how they are viewed/treated by
their colleagues. As a result, guidance on the ethics of
boundaries in oncology clinical practice is much needed.

In recent years, with the growth of many physicians’
presence on social media, the AMA and the American
College of Physicians have expanded their guidance re-
garding professional boundaries to the social media
space.'® In this realm, they argue that not only individual
physicians must take care to maintain appropriate profes-
sional boundaries online but they also have a responsibility
to alert their colleagues who they see acting unprofessionally
online and even to potentially report such activity to ap-
propriate authorities if the colleague does not take what is
seen to be appropriate action.'® Notably, the increasing
presence of oncologists on social media in recent years has
led to publication of several oncology-specific guidelines for
professional social media use, but training on how to handle
certain issues that may arise is still lacking.!!:1820:21
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These standards might strike some as obvious or as a low
bar, but they speak to the way that health care has changed
in recent decades. Although we still occasionally learn of
cases in which a clinician is found to be having an inap-
propriate relationship with a patient, the focus largely has
changed to questions regarding how one can—or even
should—maintain boundaries (with patients, with col-
leagues, with academia, etc) in the interest of one’s own
well-being, work-life balance, and safety. So then, in this
modern consideration of boundaries, we must ask what is
ethically obligatory? Just as not having a sexual relationship
with a patient is an ethical obligation in the former con-
ceptualization, what do we consider to be ethically obligatory
today? Or, put in another way, what do we consider to be the
low bar of boundary setting in modern health care?

Ethical Obligations

When considering such questions, it is important to dis-
tinguish what we consider to be ideal versus a minimum
standard. In caring for a patient, there are often several
reasonable treatment options, all of which meet a certain
threshold of acceptability (eg, likelihood of survival with a
favorable quality of life). In such settings, standard practice
is not to obligate the option that is best but instead to choose
one of these different options above the defined threshold by
a process of shared decision making.??

Similarly, when considering boundaries, individuals are not
expected (or obligated) to do what might be ideal for every
patient or for their professional life. This ultimately would
lead to a complete dissolution of boundaries, to loss of work-
life balance, and likely to significant harm to individual well-
being. Instead, as we further recognize the hazards of
burnout, the importance of well-being and the challenges
related to setting boundaries (both with patients and oth-
erwise), individuals should consider what is ethically
obligatory for themselves—the low bar when considering
such boundaries.?®

On this point, ethical guidelines and the law are quite clear.
The ethical obligation—the low bar of professional
boundaries—is nonabandonment. Modern Western ethical
standards are clear that clinicians must not abandon pa-
tients, and legal standards, although variable state-to-state,
similarly deem patient abandonment to be a form of medical
malpractice.?*?” Abandonment occurs when a clinician-
patient relationship has been established, the clinician
stops the treatment abruptly (without giving the patient time
to seek an alternative care provider), and that cessation of
care causes harm (or potential harm). Many hospitals and
health systems provide guidance for their own clinicians and
patients regarding this obligation of nonabandonment, often
within the patient bill of rights or code of conduct.

That is not to say, however, that this obligation of non-
abandonment requires either a loss of boundaries or
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personal integrity. Clinicians certainly are not required to
continue to provide care to patients who are physically or
verbally abusive, to provide treatments they find to be
disproportionately harmful, to be available at all hours, or to
take part in procedures to which they are personally op-
posed. Instead, as long as the patient’s care can be safely
transferred to another clinician/institution, these profes-
sional obligations can be met.

Finding the Ethically Optimal Boundary

So, if a complete lack of boundaries is at one end of the
spectrum and patient abandonment at the other, where
between those two poles lies the ethically optimal boundary
that one can set for themselves? Unfortunately, this is a
challenging task that likely varies from one individual to the
next, depending on their own needs and values, as well as
the circumstances under which they are trying to set these
boundaries (eg, family considerations, institutional culture/
support, clinical/academic focus, etc). Overall, most will
likely wish to identify the way to set boundaries that allows
them to provide the clinical care (and complete additional
academic work, if applicable) that meets the standards of
their own personal professional ethics while maintaining
enough balance to be able to not only continue to fulfill that
professional role but also to maintain job satisfaction and a
globally fulfilling life.

BOUNDARY SETTING AND WELL-BEING

Nearly every stop along the oncology professionals’ journey
requires making choices between a professional aspiration
and a personal goal. Akin to the Star Wars’ Mandalorian way
of life, for oncology professionals pushing limits to do more,
better, and faster is our ethos—It is the way. Oftentimes
pursing these goals means that personal needs are
ignored—in college, a party is skipped to take a graduate
school entrance exam; in residency or fellowship training, a
birthday party is missed to conduct research; and as an
attending, one excuses themselves from a dinner at the
beck and call of a pager. These departures from normal life
are so commonplace that oncology has its own culture.
Professionals are expected to do one more thing, for a little
bit longer with the tensile strength of a superhuman rubber
band, stretching and bending with an unwavering agree-
ableness and affability. And to depart from this way of being
can call into question work ethic and dedication from ex-
ternal parties and can force individuals to question their own
suitability for the work. At the intersection of professional
commitment, personal thriving is a boundary, which is only
produced from intentional boundary setting.

Although the need for boundaries is universal, how those
boundaries are created and used is individual- and context-
dependent, an almost Goldilocks-like endeavor. For example,
the types of boundaries required for a medical oncologist with
on-call duties will vary from a shift-based oncology infusion
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nurse. Similarly, they differ between a medical oncology
fellow and a division chief. They also change through different
phases of life and career. Despite different roles and ex-
pectations, all professionals should allow for the development
and enforcement of personal and professional boundaries
that balance common principles of respect of self, duty to
others, and autonomy to decide. Critical to boundary setting is
both a balance of duty and self-care alongside ensuring
agency so that professionals play the leading role in devel-
oping, ensuring, and evaluating boundaries set for them-
selves. Fundamentally, as Simone’s?® legendary axiom is to
suggest, the employer/institution does not love the employee
back to the extent that sacrifices, rewards, and loyalty are
equal. Professionals must own the discussion regarding
setting boundaries for themselves with their employers,
colleagues, and constituencies (eg, patients and clients). As
can naturally occur, external forces with their own interests
will pull for more from employees; gently discussing part-
nering around boundaries can ensure that both sides will
achieve a win-win.

Importantly, boundary setting is not an event, but rather a
process with continued refinement through feedback. Such
feedback must involve data from the individual professional,
their world, and their employer. Curiosity and intentionality
are needed. Curiosity leads to questions like “What would be
possible if | did less of XX and more of YY?” and “How might
a close friend reflect on how I'm handling my competing
demands?” Intentionality manifests as regular review of self-
efficacy and effectiveness, and whether any tradeoffs in the
development of boundaries are resulting in unfulfilled
professional goals or leading to harm. Careful attention must
be paid to balance the pendulum so that wide swings from
apathy to martyrdom are avoided. For neither lead to pro-
fessional nor personal success, and both are associated
with an individual leaving an employer or the field altogether.

How Boundary Setting Promotes Trust

Frequently professionals worry that boundary setting will
lead to missed opportunities. In the lay world, the term
FOMO is used to denote fear of missing out. FOMO is the
emotional response to the belief that important opportunities
are being missed. In the oncology content, a more suited
term may be FOSNO which is the fear of saying no. Similar
worries to FOMO exist with FOSNO so that creating a
personal boundary for oneself (by saying no) may lead to a
sense of shirked obligation, guilt of not being agreeable, or
fear of reprisal. For many, advancement into the upper
echelons of clinical practice and administration has meant a
certain agreeableness to increasing responsibilities, with a
sense that delayed gratification will be a debt paid off at a
future time. And naturally during times of training and
learning, such approaches of saying yes many more times
than declining an opportunity are valued and needed. This

is because the process of evaluating an opportunity is also
an important skill to attain as a learner. However, as one
progresses in their career, a different decision model and
accept/decline ratio may be needed. Such an evolved ap-
proach will serve to build trust, even as professionals may
worry the opposite.

Zenger and Folkman?® discuss in The 3 Elements of Trust
the importance of consistency to developing trust with
external parties. Readers with children need to only look as
far as employing different consequences for children
within a family for the same transgression—and the lob-
bying of unfairness that will follow—to understand the
relationship between consistency and trust. More than
words, people evaluate us by our actions. And those ac-
tions must be aligned with our stated intentions and must
honor commitments and keep promises. Ultimately, trust
bestowed by colleagues, patients, and our families/
communities stems from our ability to follow through,
with each stakeholder (eg, patient, colleague, and family
member) evaluating the consistency of our actions from
their lens. Thus, trust is hurt both when we do not respond
to a patient with cancer in pain who was directed to page us
when in extremis and when a clinical page takes us away
from an anniversary toast expected by our parent—all
while striving to be an excellent clinician and loving child.

Many times, trust is lost when we fall victim to the funda-
mental attribution error. Oversimplified, this results from
individuals judging themselves by their intentions and
others judging them by their actions, take for example, the
well-meaning junior faculty member who agrees to write
from scratch a comprehensive review article for a special
journal series coedited by her mentor. Because of a pre-
scheduled vacation, caregiving responsibilities of a parent,
and rounding on hospital service, the one-month deadline
comes and goes without completion of the manuscript. The
junior faculty member had intended to demonstrate
agreeableness, being a good mentee, and a team player.
However, she is judged by her actions, and the relationship
between herself and her mentor is strained, and trust is
broken. In this, we must be mindful that good intentions of
being everything to everybody is laudable in theory but
oftentimes leads to disappointment in follow through. Such
disappointment is understandable, and in some way, it may
be inevitable. However, such a scenario is yet another re-
minder of the importance of sometimes saying no.

Keys to Boundary Setting

Oncology professionals are challenged with embodying
multiple roles during their career. Rarely is one only a cli-
nician, only an administrator, or only a researcher. Com-
monly, lines blur, responsibilities get added or taken away,
and competence is awarded with further roles and work. We
have found that through this process, the following five
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activities help build consistency of action and trust in be-
havior. Table 1 further explores common issues in boundary
setting and recommendations.

Be intentional with intentions. Closer alignment of intentions
to planned actions requires knowing one’s own intentions
for professional advancement and personal success. This
requires first knowing the coins of the realm that lead to
success. For example, in academic medicine, the three
coins are the 3 R’s—relationships, resources, and results.
Put another way, who you know and work with, what grants
and other capital you have, and what publications, pre-
sentations, and other deliverables you disseminate. For our
mentees, we recommend that any opportunity they consider
must contribute to at least two of these. Such a consider-
ation is dependent on the person and the situation. For
example, a fellow who is looking to secure a faculty position
at his training institution and whose career interest is be-
coming a pancreatic cancer expert may strongly consider an
opportunity to join the health system pain control task force

, Kamal, and Marron

that has the division chief as the task force chair (pursing a
relationship with her) and a Gl oncologist as member (to
offer to work with the faculty member on a QI project
commissioned by the task force). With these objectives clear
and appropriate planning to attend the meetings, the on-
cology fellow has the critical intentionality to participate in
such a group. Frequently, opportunities are compelling
because of mere FOMO, with only one of three coins
attained. Self-reflection will reveal that this happens more
than we may appreciate.

Consider the rule of 10s. In oncology, everything seems
important, urgent, and necessary. And yet, few issues are
long-lasting. To achieve a sense of objectivity, we like to
incorporate a rule that considers whether an issue will re-
main top of mind in 10 minutes, 10 hours, 10 days,
10 weeks, 10 months, or 10 years. Such a frame of thinking
provides perspective regarding the cognitive and emotional
bandwidth an issue should take and whether a new mental
boundary is needed to deprioritize something in the

TABLE 1. Examples of Common Boundary Issues and Recommendations

Examples

Recommendations

Time

Set time limits

For patient encounters, conversations and encounters with friends,

checking work-related emails and messages outside work,
administrative tasks
Use a timer to monitor time more objectively

Focus on 3 Rs—relationships, resources, and results to prioritize

time and activities

Communication

Outline a communication care plan

Clear and direct expectations on how to reach you, when you can be
reached (including days and times), instances on when to use this
mode of access versus others, if other team members should be
included

This communication plan can be for both patients and colleagues

Being honest about priorities, abilities, and limitations

Say no (respectfully)
To seeing repeatedly late patients (without an appropriate excuse) or
patients who are physically, emotionally, and verbally abusive
To repeatedly completing tasks that interfere with direct patient care
To an opportunity or task that is nonurgent and pulls you away from a
commitment or obligation outside work

Being intentional and consistent

Stick to the boundaries and expectations you set

Try to avoid contradicting your own expectations and boundaries. If
you say you do not want to be contacted after a certain time and will not
answer messages, do not respond to messages past that time

Delay sending the email—not all messages need an immediate
response

Compare practice data to benchmarks, such as HER usage after
hours

Empower/educate colleagues, junior faculty, and trainees

Vent and provide a safe space for self-reflection for yourself and others
Inspire other oncology professionals, particularly trainees and junior
faculty, to comfortably set boundaries without guilt or fear

Advocate for change
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Provide direct, specific feedback to your institution and help in the
process of developing better guidelines/safeguards to suit provider
needs
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moment. For example, a medical oncologist may receive an
autogenerated email from the clinical practice office that
patient satisfaction scores from the last month are in, and he
received 4.9 of 5 from 85 patient surveys. Although this
communication may risk the oncologist being distracted in
thinking about why a perfect 5.0 did not occur and not
mentally present during a family meal, the rule of 10’s may
help. In this case, likely the time effect of the less-than-
perfect score will likely not affect the oncologist for more
than 10 days (as new scores will come in) and thus with
perspective, the oncologist can focus back on his family.

Have everything. Oftentimes boundaries are difficult to ac-
complish because of seeking it all, a mystical future state
where a person has everything, everywhere, all at once (not to
be confused with the Oscar-winning film). In truth, many
highly motivated and accomplished persons can achieve
excellence in every aspect or domain of their career but likely
not all at one time. Personified, this is the adage you can have
it all, just not all at the same time. We recall mentors who are
world-renowned thought leaders in oncology and whose
publication cadence slowed during the critical years of child-
rearing. When the children left home, the investigator could
push harder on the publication gas pedal with the newly found
time afforded by fewer baseball games and theme park visits.
In truth, careers are marathons, not sprints. The average
retirement age for physicians is nearly 70 years, which means
decades of being in the same profession (a feat accomplished
by few outside of medicine and certain professional fields).*
Rarely are doors permanently shut, and as referred to above:
Do missed opportunities fall in the 10-year category?

Have work/life balance mentors. Many oncology profes-
sionals recognize the benefits of having career mentors who
focus on professional development, skills attainment, re-
lationship building, and overall career guidance. And yet,
few have an identified person in their life who is asking
questions like what are you stopping to take on that new
work?, is that something you could do later?, or what parts of
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your life outside of work may be affected by that new work
responsibility? For some, one mentor can simultaneously
focus on the brake and the gas, the work and the life. But for
many, it takes those who are not conflicted by success on
one side to genuinely guide about the other. In our expe-
rience, many oncology professionals surround themselves
with a mix of career and work/life mentors to bring several
perspectives and inquisitive questions to their mentee’s
portfolio of obligations.

Find/review/embody meaning and purpose. Inherent to the
oncology profession is an immense privilege from standing
side-by-side with those experiencing a life-changing
diagnosis and lending a hand. All in the profession have
felt a profound calling, informed by personal or professional
experiences, that required harnessing significant time and
energy to improve the human experience. To temper the
importance and sacrifice would be disingenuous to the
journey and the cause. Yet, in bringing our whole selves
to this work, we must be fueled by experiences outside of
work. William Osler was an avid reader of philosophy and
biographies. Anthony Fauci runs marathons. Cliff Hudis
surfs in the summer and skis in the winter.

CONCLUSIONS

Medicine is a profession of caring—caring for others and
caring for ourselves. At the end of the day, we are all on the
same team, working toward the same ultimate purpose of
patient care. And yet that process of caring, of being
proximal to the suffering of others, can leave a residue on us.
It is described by the analogy of standing next to a waterfall,
and not having time to dry off. If the waterfall is the distress to
which we bear witness, why should we not be intentional of
stepping away and creating a boundary between the wa-
terfall and the dry space a little bit away? We challenge all
oncology professionals to take a moment of self-reflection
and consider their limits—for their patients and loved ones,
but mostly for themselves.
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