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The numbers of physicians

year Hospital-based physician Office—based physician
1974 N1 = 54,005 nl = 65,099
34% 66% 24% 76%

R1=18374 C1 = 35,631 P1 = 64,387 r1 = 15,659 c1 = 49,540 pl =21,122

36% 64% | 70% 30%

1984 N2 = 100,018 n2 = 70,662

34% 66%| 30% 70%

R2 = 34,082 C2=165936 P2 =175,683 r2 = 21,550 c2 =49,112 p2 = 27,484

47% 53% | 64% 36%
1994 N3 = 141,619 n3 = 76,596
34% 66% 33% 67%
R3 = 48,480 C3=193139 P3 = 78,458 r3 = 25,452 c3 =51,144 p3 = 41,838
54% 46% i 55% 45%
2004 N4 = 171,587 n4 = 92,982

Figure |

The career movement of hospital-based and office-based physicians. NI, the number of physicians working in hospi-
tals in 1974; N2, the number in 1984; N3, the number in 1994; N4, the number in 2004. R, the number of physicians who
withdrew from hospitals between 1975 and 1984; R2, between 1985 and 1994; R3, between 1995 and 2004. CI, the number of
physicians who remained working in hospitals from 1974; C2, from 1984; C3, from 1994. P!, the number of new physicians
who began to work in hospitals between 1975 and 1984; F2, the number between 1985 and 1994; F3, the number between
1995 and 2004. nl, the number of physicians working in clinics in 1974; n2, the number in 1984; n3, the number in 1994; n4,
the number in 2004. rl, the number of physicians who retired as office-based physicians between 1975 and 1984; r2, between
1985 and 1994; r3, between 1995 and 2004. ci, the number of physicians who continued as office-based physicians from 1974;
c2, from 1984; c3, from 1994. pl, the number of new physicians who began to work as office-based physicians between 1975
and 1984; p2, the number between 1985 and 1994; p3, the number between 1995 and 2004.
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Cumulative withdrawal rates of hospital-based physicians from hospital.

Evaluation of the frequency of and factors influencing
specialty changes

Among the class of 1980, physicians who registered their
specialty as general surgery (odds ratio (OR, 7.2), cardio-
vascular surgery (OR, 11.6), or paediatric surgery (OR,
11.3) had a higher OR for changing their specialty, com-
pared with those who registered in internal medicine
(base category). On the other hand, physicians who regis-
tered their specialties as ophthalmology (OR, 0.4) or
otolaryngology (OR, 0.6) showed a lower OR compared
with those in internal medicine (Table 3). Female physi-
cians were 1.3 to 1.5 times more likely to change their spe-
cialty. The age at first registration and working area
(except, among the class of 1970, those in intermediate
areas) did not predict physicians' specialty changes.

Discussion

Transitions in the physician workforce

The total number of physicians in Japan dramatically
increased between 1974 and 2004. In particulaz, the
number of HPs increased more than threefold by 2004,
and the ratio of HPs to OPs was reversed compared with
that of 1974. One factor influencing the dynamics of phy-

sicians in Japan is that the number of students enrolling
in medical schools doubled during the 1970s. The
number of hospitals also increased until 1986, when the
government placed restrictions on the establishment of
new hospitals. Additionally, the increase in the ratio of
HPs to OPs suggests that Japan's health care system, in
terms of its physician workforce, has shifted its focus from
primary care to specialty care over this recent 30-year
period.

Why do physicians change workplaces?

Even though the number and percentage of HPs rose, our
results show that the rates of career movement from hos-
pitals (specialty care) to dlinics (primary care) have gener-
ally been stable for many years.

Two altemnative reasons for physicians' career changes can
be considered. First, salary considerations may motivate
HPs to leave hospital work. HP salaries are relatively low,
compared with OP salaries. As of 2008, although there
were 8807 hospitals (employing about two thirds of all
physicians) and 99 581 clinics with fewer than 20 inpa-
tient beds in Japan, hospitals provide around one third of
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Table 3: Results of the logistic regression analysis for specialty changes in the classes of 1970, 1980 and 1990

Odds ratios (95% confidence interval)

Class of 1970 Class of 1980 Class of 1990
N =2,706 N = 6,326 N = 6,994

Sex (base category; men) 15(13-17) 14 (1.3 - L5)* 13 (L2-14)*

Age at first registration ns ns ns

Specialty Paediatrics 1.8 (1.6 - 2.0)* 2.1 (2.0-22)* ns

(base category; internal medicine) General surgery 2L =113)* 7271 -73)* 3.7 (3.6-3.8)*
Neurosurgery 3.9 3.6-42)* 25(23-27)* ns
Respiratory surgery na 17.1 (16.6 - 17.6)*
Cardiovascular surgery 11.6 (11.2 - 12.0*% 5.6 (5.4 - 5.8)*
Paediatric surgery 11.3 (107 -11.9)* 83 (7.7 -8.9)*
Orthopaedics 1.8 (1.7 - 1.9)* 1.4 (1.3 - 1.5)* ns
Plastic surgery 3.9 (3.6-42)* ns
Obstetrics and gynaecology ns ns 0.3 (0.1 - 0.5)*
Ophthalmology ns 0.4 (0.2 - 0.6)* 0.2 (0.0 — 0.4)*
Otolaryngology 0.5 (0.2-0.8) 0.6 (0.4 - 0.8)* 04 (0.2~ 0.6)*
Dermatology ns ns 0.6 (0.4 - 0.8)
Urology ns 2.0 (1.8-22)* ns
Rehabilitation 7.9 (7.2~ 8.6)*
Radiology 10,7 (103~ 11.1)* 4.8 (4.6 - 5.0)* 1.8 (1.6 - 2)*
Anaesthesiology 8.0 (7.6 — 8.4)* 29 (28-3.0* L7 (1.6~ 1.8)*
Psychiatrics 27 (25-29)* 1.6 (1.5 L.7)* LI(1.0-1.2)
Others 69.4 (68.4 — 70.4)* 19.6 (19.3 - 19.9)* 13.9 (13.7 - 14.0)*

Working area Intermediate area 0.8 (0.7 -0.9) ns ns

(base category; urban area) Rural area ns ns ns

Work facility Hospitals 0.7 (0.5-0.9) 0.6 (0.5~ 0.7)* 0.5 (03-07)%

(base category; clinics) Others 0.1 (-1.0-1.2) 0.1 (-0.3 - 0.5)* 0.3 (0.0~ 0.6)*

*p <001
ns: not significant; na: not available

R2 for the analyses of the classes of 1970, 1980 and 1990 were 0.24, 019 and 0.17, respectively.

all outpatient services and 94% of inpatient services
{9,10]. This indicates that the separate roles of hospitals
and clinics are not well defined in the Japanese health care
system, and that a substantial responsibility of hospitals is
to provide outpatient care. Regarding the difference in
income between OPs and HPs, this situation has a histor-
ical context, and thus it is politically difficult to work
towards a salary balance between OPs and HPs [11,12].
Recently, much effort and many opinions have been
directed at working towards a balance, but the actual fee
schedule has not yet been modified.

Second, as a physician gets older and feels the burden of
long hours and being on call, he/she may choose to leave
the hospitals and begin to work as a primary care physi-
cian in a private office. In hospitals, physicians are usually
required to perform operations and invasive examina-
tions. Such intensive job burdens can affect physicians'
willingness to continue working. Although previous stud-
ies have showed that physicians' intentions to leave differ
among specialties, physicians working in high-risk spe-
cialties are less satisfied [13,14] and more inclined to
change jobs [15].

In Japan, HPs' working conditions, in terms of working
hours, job stress and risk of lawsuits, are generally more
intense than those of OPs. Therefore, as HPs age, more of
them gradually decide to leave hospitals, and this behav-
iour does not change with the generation. However, a
recent estimate showed that the number of OPs will
increase by 37.6% from 2004 to 2016 [16]. Physicians'
career behaviour has been relatively stable in the Japanese
system, but new factors may gradually cause it to change.
For example, the increase in female physicians, a general
preference for a more controllable lifestyle [17,18] and
other generation/cohort effects may be found to be influ-
ential.

Contrarily, older physicians can continue to practise
longer in the Japanese system, and many continue until
they are in their 70s. A probable reason for this is that
older physicians working as OPs can attend to outpatients
without having to engage in heavier aspects of hospital
practice such as invasive examinations, operations and
night shifts. Moreover, the monetary incentive resulting
from the skewed fee schedule (between hospital and
office practices), which is favourable for OPs, encourages
them to remain in practice longer.
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Why do physicians leave high-workload specialties?
According to our results, the range of available specialist
physicians in Japan is threatened. Among the class of
1970, physicians changed their specialty an average of 1.5
times after more than 30 years of experience, with 53% of
physicians changing at least once. In addition to this, phy-
sicians who initially registered in high-workload special-
ties such as general surgery, cardiovascular surgery or
paediatric surgery were about 10 times more likely to
change their specialty, compared with those who regis-
tered for internal medicine. Thus the experience and skills
of specialty physicians in Japan may be lacking, and this
could affect the health status of the public. However,
many indices show that Japanese people's current health
status is better than that of citizens of many other coun-
tries [19,20].

The difference in the fee schedule between different spe-
cialties is probably another reason for inter-specialty
changes. The charges for operations are not so high under
the uniform fee schedule in Japan that hospitals can pay
enough salary for surgeons. If more physicians are
required in heavy workload specialties such as surgery,
financial incentives for practising in such specialties
should be offered.

Although providing financial incentives for surgeons is
considered to be an essential way to solve these problems,
we should carefully consider the potential side effects. In
Japan, the government can neither allocate more of its
budget to health care nor increase taxes and health insur-
ance premiums. Japan is a country where tax and social
insurance rates for income are the lowest among OECD
countries [21]. However, the public may not accept an
increase to these rates. Thus, setting higher fees for special-
ists working in high-workload fields requires changes in
budget allocations, shifting focus from low-workload to
high-workload specialties.

Meanwhile, it is likely that physicians' career behaviours
will generally reverse direction as a result of such realloca-
tions. For example, the United States is an example of a
country where fees for primary care physicians are low
[22]. This fact is not only a problem for current primary
care physicians but also a reason why new medical gradu-
ates tend not to choose primary care as their specialty
[23,24]. A radical fee allocation change in Japan could cre-
ate the same type of situation.

Meanwhile, it should also be considered why the high
rates of physicians leaving high-workload specialties have
not harmed the general health status in Japan. First, it may
be that the number of physicians has a weak relationship
with general health status, although this is still uncon-
firmed [25]. Second, the number of specialists in Japan is

http:/Awww.human-resources-health.com/content/7/1/73

not controlled from the beginning of specialists' training,
so there are many more practising specialists than are
actually needed. And a rather preferable tendency may be
occurring: less competitive specialists leaving their posi-
tions. As supporting evidence for this trend, the Japanese
Society for Cardiovascular Surgery recently decided that
physicians applying to be certified as cardiovascular sur-
geons must have previously practised in hospitals where
there is a minimum number of cardiovascular operations
[26], and this may indirectly affect the number of physi-
cians applying for work in cardiovascular surgery.

Possible impact of changes in initial clinical training system
Japan introduced a new clinical training system in 2004,
and this will probably affect physicians' career choices in
the future. Before 2004, most new physicians had their
initial clinical training at academic hospitals. The curricu-
lum was planned by each academic hospital, with an
emphasis on specialty care but not primary care. This was
one of the reasons why the government significantly
changed the clinical training system in 2004.

Under the new system, physicians are required to experi-
ence a clinical rotation in the fields of general internal
medicine, general surgery, emergency medicine, paediat-
rics, obstetrics and gynecology, psychiatry and commu-
nity medicine [27,28]. When they finish this general
postgraduate training, they are allowed to begin special-
ized training.

Previous to this system change, 55% of new physicians
began their careers at non-academic hospitals, and in
2004, 40% began their careers at academic hospitals [16].
Although it is difficult to predict the results of this funda-
mental change in the clinical training system, its impact
will possibly be larger than that of a change in the fee
schedule.

Study limitations

This study has some limitations. First, our data did not
directly elucidate physicians' motives in making career
decisions, because the SPDP in Japan does not ask physi-
cians about their reasons for changing workplaces, occu-
pations or specialties. In comparison, the American
Medical Association Physician Masterfile has more
detailed information [29].

In addition to a basic physician tracking system, it would
be helpful to policy-makers who are managing the physi-
cian workforce in Japan to know physicians' motives and
personal characteristics, in order to plan appropriate
incentives. For instance, physicians' geographical origins
[30-32], strong intentions for particular specialties {31],
education [31-34] and test scores [35,36] can affect their
career choices. Meanwhile, their job satisfaction is likely
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correlated with their sense of motivation and satisfaction
with their retirement plan [15]. Without evidence on
these aspects, governments cannot implement evidence-
based policies to address the urgent problems in the
health workforce.

Second, there are limitations, other than those we men-
tioned above, to the use of SPDP data as official statistics
for analysing the workforce supply. For example, physi-
cians have to report their status only while their licence is
valid. So if a physician dies before cancelling his/her
licence, the government is not able to determine why that
physician stopped practising: whether because of retire-
ment or death.

Moreover, the SPDP does not have a question item to
determine whether a physician works full-time or part-
time, and at what workplaces. As a result, our analysis was
based on a headcount, but the actual workforce supply
could differ from the headcount.

In addition, Japanese specialty certification, which is
issued by each specialty's physicians' society, seems to lack
rigidity and was introduced relatively recently, compared
with those in other developed countries [28)]. Even so, in
the future, the SPDP should include items regarding certi-
fication status.

Third, we were not able to address the consideration of the
number of physicians required in hospitals and clinics
and in each specialty, because Japan does not have an offi-
cial estimate indicating such appropriate numbers. With-
out this estimate, we cannot fully evaluate the physician
distribution [37].

Conclusion

In Japan, the focus of the health care system has changed
from primary to specialty care over the 30-year period
from 1974 to 2004. Although the movement from hospi-
tals to clinics is stable among generations, more than half
of the physicians who registered in 1974 changed their
specialties, and physicians working in high-workload spe-
cialties were much more inclined to change their special-
ties.

Even while physicians' career behaviours could be partly
explained by certain aspects of human nature, and while
other factors of the clinical training system and certifica-
tion system also should be considered, the government
should focus primarily on changing the physician fee
schedule. This should be done with careful consideration
of the balance between OPs and HPs and among special-
ties, To implement effective policies for health care
human resources, policy-makers should pay attention to
continuously monitoring physicians' practicing status and

http://www.human-resources-health.com/content/7/1/73

career motivations, and national consensus is needed
regarding how many physicians are required at each type
of facility and specialty as well as region.
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Abstract

Aim: A shortage of obstetricians and gynecologists (OB/GYNSs) in Japan has been highlighted. We conducted
a descriptive and retrospective cohort study using data from the Survey of Physicians in Japan, and analyzed
the dynamics of OB/GYNs.

Methods: We calculated the total numbers of OB/GYNs, their average age, the percentage of female
OB/GYNs, hospital OB/GYNs, and the number of OB/GYNs in rural areas in 1974, 1984, 1994 and 2004. We
determined the number of physicians who participated in and left the specialty of obstetrics and gynecology.
The withdrawal rates of OB/GYNs who graduated in 1972, 1982 and 1992 were retrospectively followed using
survival analysis.

Results: The overall number of physicians has increased, while the number of OB/GYNs has remained almost
unchanged over the past 30 years. The percentage of female OB/GYNs has increased. Fewer new graduates
chose obstetrics and gynecology, the withdrawal rate of current OB/GYNs decreased, and their average age
(50.8 years) increased. The trend in withdrawal rates did not differ significantly among the generations.
Conclusions: The gravest problem in the OB/GYNs workforce is the continued decline in newly graduated
OB/GYNs. Improvements in working conditions and job satisfaction are considered vital.

Key words: health manpower, obstetrics and gynecology, physician shortage.

Introduction

The latest report from the Organization for Economic
Cooperation and Development (OECD) indicated that
the number of physicians per 1000 of population was
2.0 in Japan, and was ranked twenty-seventh among
the 30 OECD countries.! This shortage of physicians
is a serious social problem in Japan. In particular,

a shortage of obstetricians and gynecologists (hereafter
referred to as OB/GYNs) has been highlighted.?

An official statistical survey, the Survey of Physi-
cians, Dentists and Pharmacists (SPDP), is conducted
every two years in Japan. In the SPDP, all physicians
are legally obliged to notify the Ministry of Health,
Labour and Welfare (MHLW) of their registration, and
the notification rate is approximately 90%.* The MHLW
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provides a summary of the demographic data from the
SPDP in each year;! this represents a cross-sectional
observation.

However, it is still unclear how long current

OB/GYNs remain in practice and how many younger
physicians choose this specialty. To confirm the short-
age of OB/GYNs, it is considered vital to determine the
dynamics of OB/GYNs using longitudinal data.

In the present study, we obtained individual data
using the SPDP obtained from the MHLW, and restruc-
tured a time series data set for each physician by
retrieving their unique registration number. Using this
retrospective data, we analyzed the dynamics of
OB/GYNs, and discussed the issues relating to the
future supply of OB/GYNs.

Methods

Data collection

Electronic data of the SPDP conducted from 1972 to
2004 wezre obtained from the MHLW. The survey ques-
tionnaire included year of qualification, registration
number of medical license, year of birth, gender,
address of workplace, specialty, and occupation. The
submitted data did not include the names of the phy-
sicians. Data cleaning was performed to complete the
data collection, and in total, 4 024 916 data (for 374 804
physicians) were obtained.

A cross-sectional model

The total numbers of all physicians in 1974, 1984, 1994
and 2004 were calculated, along with the number of
physicians per 100 000 of population, the average age,
the percentage of female physicians, the percentage of
physicians working in rural areas, and the percentage
of physicians working in hospitals, in the respective
years. In addition, the total numbers of OB/GYNs in
these years were calculated, along with the number
of OB/GYNs per 1000 births, the average age, the
percentage of female OB/GYNs, the percentage of
OB/GYNs working in rural areas, and the percentage
of OB/GYNs working in hospitals. The national popu-
lation and the number of births in these years were
obtained from the Population Estimate and the Vital
Statistics.

A retrospective cohort model: The dynamics
of OB/GYNs

The number of physicians registered as OB/GYNs in
1974, 1984, 1994 and 2004 were defined as N1, N2, N3

762

and N4, respectively. In N1, the number of OB/GYNs
who left the specialty of obstetrics and gynecology in
the years between 1975 and 1984 was defined as R1,
and the number of OB/GYNs who remained in the
specialty during that period was defined as CI. The
number of new graduates who chose obstetrics and
gynecology as their medical specialty in the years
between 1975 and 1984 was defined as F1, and the
number of physicians who changed their specialty
from other specialties to obstetrics and gynecology was
defined as I1. In the same way, in the years between
1985 and 1994, and between 1995 and 2004, the
numbers of OB/GYNs who left the specialty were
defined as R2 and R3, respectively, the numbers of
OB/GYNs who remained in the specialty, as C2 and
C3, the numbers of new graduates who chose the spe-
cialty, as F2 and F3, and the numbers of new OB/GYNs
from other specialties, as I2 and I3, respectively.

N1=R1+Cl,N2=Cl+F1+I1 @)
N2=R2+C2,N3=C2+F2+12 _ @)
N3=R3+C3,N4=C3+F3+13 €)

These variables were identified to analyze the move-
ment of OB/GYNs.

A retrospective cohort model: Leaving rates
of OB/GYNs

A group of physicians who graduated in 1972 and were
registered as OB/GYNs after initial training was
defined as the Class of 1972. In the same way, groups of
physicians who graduated in 1982 and 1992 and were
registered as OB/GYNs were defined as the Class of
1982 and 1992, respectively. For each group, the
OB/GYNs who left the specialty of obstetrics and
gynecology were followed up over time. In addition,
specialties in which those leaving were newly regis-
tered were identified.

Statistical analysis

A comparison of average values between two groups
was performed using the t-test, and a comparison of
rates between two groups was performed using the
y’-test. The log-rank test was used to compare the dif-
ferences in withdrawal rates. All statistical analyses
were performed using the statistical software package
SPSS ver.13.0 (SPSS, Chicago, USA). A P-value less
than 0.05 was considered statistically significant.
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Table 1 Descriptive statistics

The dynamics of OB/GYNs

1974 1984 1994 2004
All physicians
Total 125 249 178197 227775 270353
Number per 100 000 population 113 148 182 212
Female (%) 9 10 13 16
Age (average = SD in years) 47.5 +13.0 46.8 = 149 46.6 = 154 47.6 = 15.2
Working in rural areas (%) 14 14 13 11
Working at hospitals (%) 43 56 62 62
Obstetricians and gynecologists
Total 12776 13774 12 389 12156
Number per 1000 newborn babies 6.3 9.2 10.0 10.9
Female (%) 10 11 15 22
Age (average * SD in years) 493 = 12.1 50.6 +13.7 50.1 = 15.2 50.8 = 15.8
Working in rural areas (%) 14 13 10 8
Working at hospitals (%) 37 46 56 57

SD, standard deviation.

Results

A cross-sectional observation in 1974, 1984,
1994 and 2004

Table 1 shows the cross-sectional data for each measure
in 1974, 1984, 1994 and 2004. The total number of all
physicians doubled during the 30-year study period. In
contrast, the total number of OB/GYNs during this
period remained almost unchanged at around 12 000
to 14 000. The number of physicians per 100 000 of
population was 113 in 1974, and in 2004 this rose to 212,
indicating an increase of 87%. Meanwhile, there was an
increase in the number of OB/GYNs per 1000 births
from 6.3 to 10.9 during the same period.

In 2004, the average age of OB/GYNs was 50.8 years,
which was significantly higher than that of all physi-
cians (47.6 years) (P < 0.01). Although the percentages
of OB/GYNs and all physicians working in rural areas
were the same in 1974, and both decreased during the
study period, the percentage of OB/GYNs working in
rural areas (8%) was significantly lower than that of all
physicians in 2004 (11%) (P <0.01). In addition, the
percentage of female OB/GYNs (22%) was signifi-
cantly higher than that of all physicians in 2004 (16%)
(P <0.01).

Analysis of the dynamics of OB/GYNs

Figure1 shows the movement of OB/GYNs. The
number of new graduates who chose obstetrics
and gynecology between 1995 and 2004 (n =2558)
decreased compared with that between 1985 and 1994
(n=2913). On the other hand, the number of physi-
cians leaving obstetrics and gynecology decreased
from 5206 to 3831 during the same periods. As a result,

© 2009 The Authors

the numbers of all OB/GYNs remained stable. The
withdrawal rates from obstetrics and gynecology were
27% from 1975 to 1984, 38% from 1985 to 1994, and 31%
from 1995 to 2004, respectively.

Follow-up research on leaving rates of OB/GYNs

Figure 2 shows withdrawal curves of OB/GYNs. The
numbers of OB/GYNs in the Classes of 1972, 1982 and
1992, were 200, 285 and 250, respectively. The trend in
withdrawal rates did not differ significantly among the
Classes (P = 0.688).

The most common specialty in which those leaving
the Class of 1972 and 1982 newly registered was inter-
nal medicine. In 2004, 5.5% (11/200) of physicians in
the Class of 1972 were registered as internists (Table 2).

Discussion

This study highlighted the following points regarding
the descriptive and dynamic statistics of OB/GYNs
over the past thirty years: (i) a reduced percentage of
OB/GYNs practiced in rural area; (ii) the number of
female OB/GYNs increased; (iii) the number of newly
registered OB/GYNs decreased; (iv) the number
of OB/GYNs was stable, but the average age of
OB/GYNs was higher than that of all physicians; (v)
internal medicine was the most common department in
which retired OB/GYNs registered.

Geographical inequality in
OB/GYNSs’ distribution

In 1974, 14% of all physicians and 14% of OB/GYNs
worked in rural areas. However, in 2004, only 8% of
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year

The numbers of obstetricians and gynaecologists

1974 Nt =12776
*27% 73% |
R1 = 3495 C1=9281 F1=2793 11=1700
68% | 20% | 125
1984 N2 = 13774
38% 62% |
R2 = 5206 C2=8568 F2=2913 12 = 908
| 69% | 24% | 7%
1994 N3 = 12388
3% 69%
R3 = 3831 C3=8558 F3 = 2558 13 = 1040
| 70% | 21% | 9%
N4 = 12156

2004

Figure 1 Movement of obstetricians and gynecologists. N1, the number of physicians registered as obstetricians and
gynecologists in 1974; N2, the number in 1984; N3, the number in 1994; N4, the number in 2004. R1, the number of
obstetricians and gynecologists who left the specialty of obstetrics and gynecology between 1975 and 1984; R2, between
1985 and 1994; R3, between 1995 and 2004. C1, the number of OB/GYNs who remained in the specialty from 1974; C2,
from 1984; C3, from 1994. F1, the number of new graduates who chose obstetrics and gynecology as their medical specialty
between 1975 and 1984; F2, the number between 1985 and 1994; I3, the number between 1995 and 2004. 11, the number
of physicians who changed their specialty from other specialties to obstetrics and gynecology from 1974; 12, from 1984; I3,

from 1994.

OB/GYNs were working in rural areas. Geographical
inequity in physician distribution is considered a soci-
etal issue. In this regard, the unequal distribution of
OB/GYNs between urban and rural areas is more
serious than that of all physicians. These statistics are
consistent with reports that pregnant women receive
little obstetric care in rural areas.’

Increase in female OB/GYNs

This study also demonstrated an increasing number of
female OB/GYNs. This trend will affect the ‘actual
supply of OB/GYNs because many female physicians
may have difficulty in continuing with and returning to
work due to pregnancy, childcare or other reasons. In
terms of increasing actual workforce supply, measures
to improve the working conditions of female OB/
GYNs are necessary. For example, the opportunity to
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work part-time may be an effective option for female
OB/GYNs on family leave.

The decrease in newly registered OB/GYNs

Why do medical graduates choose to avoid obstetrics
and gynecology? The reasons cannot be determined by
only using the results of the SPDP, as physicians are not
required to report the reasons for their specialty selec-
tion. However, several hypotheses can be proposed.
Firstly, the recent deterioration in OB/GYNs" working
conditions should be underlined, including long
working hours for hospital physicians. Another reason
may be the increased risk of lawsuit. According to a
statistical report from the Supreme Court of Japan, the
number of civil lawsuits regarding medical accidents
continues to increase.® In particular, the number of
cases where OB/GYNs were sued for medical
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Figure 2 Cumulative leaving rates from obstetrics and
gynecology. Thin line, Class of 1972 (n=200); dotted
line, Class of 1982 (n = 285); thick line, Class of 1992
(n =250).

Table 2 Medical specialties chosen by physicians leaving
obstetrics and gynecology

1976 1986 1996 2004

The Class of 1972
OB/GYNs 200 163 154 146
Internists 7 14 11
Other specialties 10 9 10
Data not provided 20 23 33
The Class of 1982
OB/GYNs 285 233 219
Internists 15 21
Other specialties 5 6
Data not provided 32 39
The Class of 1992
OB/GYNs 250 208
Internists 8
Other specialties 5
Data not provided 29

OB/GYNs, obstetricians and gynecologists.

accidents is rising.” These conditions may increase the
avoidance of obstetrics and gynecology.

The decrease in physicians leaving the specialty

QOur results indicate a continued trend in declining
numbers of younger OB/GYNs. On the other hand,
the withdrawal rate from obstetrics and gynecology
dropped over the most recent ten-year period com-
pared with the previous ten-year period due to
unknown reasons. As a result, the average age of
OB/GYNs has risen. This indicates that the number of

© 2009 The Authors

The dynamics of OB/GYNs

OB/GYNs has been maintained by elderly physicians
remaining in obstetrics and gynecology. However,
practice in obstetrics and gynecology is demanding,
and although the number of OB/GYNs has been stable
for a long period, the aging of OB/GYNs adds to their
already heavy workload.

In addition, attention should be paid to the recent
alteration in supply of obstetrics care. According to the
MHLW report, there has been an increase in the
number of obstetricians involved in private practice
who have ceased performing child delivery, and have
been exclusively involved in outpatient maternity treat-
ment.® The decrease in OB/GYNs leaving this specialty
does not necessarily mean the maintenance of obstetric
care.

Although OB/GYNs gradually left the department
of obstetrics and gynecology, the results from
follow-up research suggest that there was no difference
in the three generations. This implies that once newly
registered, OB/GYNs may remain in the department.
Therefore, an essential factor in increasing the number
of OB/GYNs is to raise the number of newcomers.

The move to internal medicine

Internal medicine was the most common department in
which retired OB/GYNs registered. A previous study
in the USA showed that internists intended to stay in
practice longer than OB/GYNs, and this may mean
that working in the department of internal medicine
was preferable to working in the department of obstet-
rics and gynaecology.’

Possible solutions

The most serious concern from the findings of this
study is that the supply of OB/GYNs will inevitably
dwindle as the number of newcomers continues to
decline. Reports from the USA have demonstrated that
the job satisfaction of OB/GYNs was much lower than
that of other specialists.® However, OB/GYNs who
were not involved in childbirth were shown to have
shorter working hours, and higher job satisfaction.”
Improvements in working conditions and job satisfac-
tion will affect not only current OB/GYNs, but also
medical graduates and residents who may choose to be
future OB/GYNs.
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