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health care to efficiently provide medical services over-
all.

4.2. Relationship between main area of practice and
board-certified specialty

From our study, we found that the number of board-
certified specialist and the number of those placed in
the “main area of practice” categories were in general
agreement, with some exceptions. Therefore, “main area
of practice” can serve as effective lead indicators to help
us better understand the career orientations of Japanese
physicians.

Some specialties exhibited a difference between main
area of practice and board-certified specialization. The
difference in internal medicine (i.e. the number of “board-
certified specialists” was less than that of physicians whose
main area of practice was internal medicine) can be
explained by the fact that the specialist system of gen-
eral internal medicine is in the process of changing the
definition of “specialist” to encompass the changes in the
term made in 2008. A difference was also observed in
allergology—the number of physicians whose main area of
practice is allergology is more than that of “board-certified
specialists”. This observation may be due to the fact that
the number of allergology specialists includes otorhi-
nolaryngologists (allergic rhinitis), dermatologist (atopic
dermatitis), and respiratory medicine specialists (asthma).
A similar difference was seen in rheumatology and may
be because rheumatology specialists include many of the
orthopedic specialists.

This discrepancy has arisen as a result of the certifi-
cation system of specialists. With regard to allergology,
to become a board-certified allergologist, it is prerequi-
site to first be board certified in an area of medicine
such as an internist, otorhinolaryngologist, dermatologist,
or ophthalmologist. Therefore, those who are certified as
allergologists are board certified in at least two areas,
whereas, they can designate only one “primary main area
of practice” in the survey. It is inferred that most board-
certified physicians were likely to designate specialties
other than allergology. In the Physician Survey data col-
lected in 2006 on multiple practicing areas [24], on average,
physicians responded that they were engaged in 1.64 areas
of practice (those working at hospital 1.26, those working
for clinics 2.32). These data indicate that many physi-
cians, especially those who work for clinics, were involved
in multiple practice areas, or even had multiple board
certifications.

4.3. Japanese physicians career path and specialty
certification

Our results showed that in Japan, younger physicians
demonstrated an increased tendency toward specializa-
tion. Furthermore, physicians involved in internal medicine
slowly tended to become specialized in particular sub-
specialties, typically taking about 4 years, and remained
in those specialties subsequently. Surgeons, in general,
tended to identify themselves from a very early stage of
their career path as specialists in certain field. Some of sur-
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geons switch their area of practice from surgery to internal
medicine.

A variety of studies have been conducted on when and
how physicians decide on their specializations. In a study
in 1989 of Canadian medical school graduates, 12.5% were
found to have changed their specialty choice after start-
ing training [25]. Research conducted in Australia revealed
that 50% of physicians decided their career path after the
pre-registration year. A study in the United States found
that, contrary to the earlier belief that changes between
departments rarely take place [26], physicians did not nec-
essarily stay in their initially chosen departments. This
study showed that 9% of board-certified internal medicine
physicians in the United States left internal medicine
after 14-16 years of practice (4% for specialized internal
medicine physicians and 21% for general internal medicine
physicians) [27].

In terms of the quality of medical services provided by
specialists, one study supported an association between
board certification status and positive clinical outcomes
[28], while another revealed mixed clinical outcome [29].
Continuous and further development of the specialist sys-
tem is expected. In the United States, the duration of
certification was changed from lifetime (indefinite) cer-
tification to time-limited certification, with the advent of
the Maintenance of Certification process [30]. Time-limited
certification was first adopted by the American Board of
Family Practice in 1970.

Findings from other countries have indicated that it may
also be necessary to expand the role of the Japanese Board
of Medical Specialties, focusing on issues of coordination
and standardization of the certification of qualifications,
including the duration of the certification period and the
conditions for renewal for specialist physicians, as well
as the maintenance of medical service quality provided
by specialist physicians. It will be difficult to drastically
change the Japanese specialist system, as existing individ-
ual academic societies have been gradually developed over
a long period of time, and Medical Law allows physicians
to practice in any area regardless of their board certifica-
tion. Steps are therefore required to ensure the consistency
of certification standards among all participating academic
societies, and to define layers of specialty categories (gen-
eral specialties and subspecialties). These steps constitute
a practical approach, and may be effective in consolidating
already established specialist systems in an environment
where the discretionary specialist system is already func-
tioning. Thus, lessons from the case in Japanese could be
applied in other countries in the future.

4.4. Limitations

Several limitations of our study should be considered in
the interpretation of the current findings. First, although
the National Physicians Survey was designed as a census
survey, some physicians remain unreported. If such data
are unevenly distributed, they may constitute unpredicted
confounding factors. Second, because the single main area
of practice data was only available after the 1994 survey,
our study period for follow-up observations was relatively
short. This approach would be sound if the career pattern
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of physicians was quite stable. However, the increase in the
proportion of female physicians, changes in medical school
enrollment capacity, and recent changes to the postgrad-
uate clinical training system might affect the career path
patterns of physicians in Japan. As such, it remains unclear
whether the women in the study sample were dispropor-
tionately over-represented in the younger generations of
physicians, and, if so, whether the observed generational
differences might have reflected, to some extent, gender
differences rather than age differences alone. Third, the
main area of practice and the board-certified specialization
data were collected at different times, and are not identical
indices. As these data do not have a one-to-one corre-
spondence, this issue remains a potentially valuable area
for future studies, including additional research combining
data from individual physicians’ main area of practice and
board certification status.

However, despite these limitations, the National Physi-
cians Survey is an extremely rich data source, so analyses
of this database constitute the best available basis for dis-
cussing physicians’ career paths in terms of specialization.

5. Conclusions

We analyzed the status of specialization and career
paths, focusing primarily on physicians’ main areas of spe-
cialization, using data collected between 1996 and 2006 in
the National Survey of Physicians.

We found that in Japan, younger physicians showed a
stronger tendency to become specialists. Among the physi-
ciansinvolved in internal medicine, the number continuing
their engagement in internal medicine fell from 82.5% to
43.6% in their first 4 years of practice, then to 37.0% after 10
years, gradually becoming more specialized. Furthermore,
surgeons, excluding chest surgeons and cardiovascular sur-
geons, typically chose their subspecialties in early stages
of their careers, with only 9.1-16.8% of surgeons switching
from surgery to internal medicine over 10 years.

We observed a trend toward medical specialization.
However, to strengthen our medical system, we propose
that increasing the number of physicians specializing in
general practice and strengthening the certification system
for (and maintaining the quality of) specialist physicians
are important policy issues.

Acknowledgment

This study was conducted with support from the Health
and Labour Sciences Research Grants (Research on Region
Medical).

References

[1] Newton D, Grayson. Trends in career choice by US medical
school graduates. The Journal of the American Medical Association
2003;290:1179-82.

[2] McGlynnE, Ash S, Adams J, Kessey ], Hicks ], DeCristofaro A, et al. The
quality of health care delivered to adults in the United States. The
New England Journal of Medicine 2003;348:2635-45.

[3] Lambert T, Goldacre M, Edwards C, Parkhouse J. Career preference
of doctors who qualified in the United Kingdom in 1993 compared
with those doctors qualifying in 1974, 1977, 1980, and 1983. British
Medical Journal 1996;313:19-24.

121

S. Koike et al. / Health Policy 98 (2010) 236-244

[4] Goldacre M, Davidson ], Lambert. Career choices at the end of the pre-
registration year of doctors who qualified in the United Kingdom in
1996. Medical Education 1999;33:882-9.

[5] Joyce C,McNeil J. Fewer medical graduates are choosing general prac-
tice: a comparison of four cohorts, 1980-1995. The Medical Journal
of Australia 2006;185:102-4.

[6] Council on Graduate Medical Education. Summary of eighth report:
patient care physician supply and requirement: testing COGME rec-
ommendation. Washington, DC: Council on Graduate Medical Edu-
cation, 1996. Available from: http://www.cogme.gov/rpt8_3.htm.

[7] Shadbolt N. Choosing general practice: a review of career choice
determinants. Australian Family Physician 2009;38:53-5.

[8] Bland C, Neurer L, Maldonado G. Determinants of primary care
specialty choice: a non-statistical meta-analysis of the literature.
Academic Medicine 1995;70:620-41.

[9] Borges N, Stratton T, Wagner P, Clam C. Emotional intelligence and
medical specialty choice: findings from three empirical studies. Med-
ical Education 2009;43:565-72.

[10] Kassebaum D, Szenas P, Shuchert M. Determinants of generalist
career intentions of 1995 graduating medical students. Academic
Medicine 1996;71:198-209.

[11] Otaki J. Considering primary care in Japan. Academic Medicine
1998;73:662-8.

[12] Otaki ], Fujisaki K, Terasaki H, Fukui T, Okamoto Y, Iwasaki S, et al.
Specialty choice and understanding of primary care among Japanese
medical students. Medical Education 1996;30:378-84.

[13] Saigal P, Takamura Y, Nishiue T, Fetters M. Factors considered by
medical students when formulating their specialty preference in
Japan: findings from a qualitative study. BMC Medical Education
2007;7:31, doi:10.1186/1472-6920/7/31.

[14] Japanese Board of Medical Specialties. List of the number of
certified specialists in member academic societies as of March;
2008 [in Japanese, accessed 21.06.09] http://www.japan-senmon-
i.jp/number/index.html.

[15] Starfield B, Shi L. Palicy relevant determinants of health: an interna-
tional perspective. Health Policy 2002;60:201-18.

[16] Kindig D, Cultice ], Mullan F. The elusive generalist physician: can we
reach a 50% goal? The Journal of the American Medical Association
1993;270:1069-73.

[17] American Medical Association. Physicians Characteristics and Distri-
bution in the US 2009 Edition. American Medical Association; 2009.

[18] The Canadian Medical Association. Statistical information on Cana-
dian physicians, 2009. Available from: http://www.cma.ca/index.
cfm/ci.id/16959/la.id/1.htm#1.

[19] Onishi H, Yoshida I. Rapid change in Japanese medical education.
Medical Teacher 2004;26:403-8.

[20] Kozu T. Medical education
2006;81:1069-75.

[21] Inoue K, Matsumoto M. Japan’s new postgraduate medical training
system. The Clinical Teacher 2004;1:38-40.

[22] Nomura K, Yano E, Aoki M, Kawaminami K, Endo H, Fukui T.
Improvement of residents’ clinical competency after new post-
graduate medical education program in Japan. Medical Teacher
2008;30:e161-9.

[23] World Health Organization. The world health report 2008. Primary
health care. Now more than ever. Geneva: World Health Organiza-
tion; 2008.

[24] Ministry of Health, Labour and Welfare. National survey on physician,
dentist and pharmacist; 2006.

[25] Ryten E, Thurber A, Buske L. The class of 1989 and post-MD training.
Canadian Medical Association Journal 1998;158:731-7.

[26] Isobel A. Career preferences of doctors: medicine is no longer staffed
by men working full time in one specialty for 40 years. British Medical
Journal 1996;313:2.

[27] Lipner R, Bylsma W, Arnold G, Fortna G, Tooker ], Cassel C. Who is
maintaining certification in internal medicine—and why? A national
survey 10 years after initial certification. Annals of Internal Medicine
2006;144:29-36.

[28] Sharp L, Bashook P, Lipsky M, Horowitz S, Miller S. Specialty board
certification and clinical outcomes: the missing link. Academic
Medicine 2002;77:534-42.

[29] Brennan T, Horwitz R, Duffy F, Cassel C, Goode L, Lipner R. The
role of physician specialty board certification status in the qual-
ity movement. The Journal of the American Medical Association
2004;292:1038-43.

[30] Rhodes R, Biester T. Certification and maintenance of certifica-
tion in surgery. Neurosurgery Clinics of North America 2007;87:
825-36.

in Japan. Academic Medicine






