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Physicians have built their careers based on a network composed of a division 

of schools of medicine to which physicians belong (called Ikyoku in Japanese) 

and sitz hospitals which are closely tied to the Ikyoku in the supply of physi-

cians. They enhance their treatment skills by gathering work experience in 

many hospitals and moving from one to another nearly every five years. The 

network benefits both the Ikyoku and the sitz hospitals. However, the network 

has come to play a smaller role for physicians’ career building since the post-

graduate clinical training system was introduced in 2004, because more than 

half of the graduates take courses provided by non-university hospitals rather 

than university hospitals. This new training system has nothing to do with the 

shortage of physicians or their misallocation among specialties or workplaces. 

Decline of physicians’ wages and low rates of return of being a physician 

means no shortage of physicians. The misallocation is partly caused by prefe-

rences for female physicians in some specialties and clinics.  

 

I. Introduction 
 

In this paper, we review first how physicians have built their careers and are asso-

ciated with the career systems. We then discuss whether the total number of physicians is 

too small compared to the total population, whether physicians are misallocated between 

clinics and hospitals, and whether physicians are mismatched among specialties.  

We have three points to be discussed in physicians’ career building. First is the 

job-information network system based on the Ikyoku. An Ikyoku is a division of a school of 

medicine in a university composed of one or a few full professors and other staff such as 

associate and assistant professors, researchers and graduate students. Alumni of an Ikyoku 

are also its members. A physicians’ network based on the Ikyoku (Ikyoku alumni network 

hereafter) is different from an alumni network or a simple job-information network. As Ikai 

(2000) indicates, the Ikyoku plays a role similar to a personnel division of a company that 

makes decisions on who works in which hospital for how many years. The hospitals that 

accept physicians preferentially from an Ikyoku are called sitz hospitals. The term sitz ori-

ginated from the German term meaning “a seat” in English. Yoneyama (2002) called the 

relation between Ikyoku and sitz hospitals “Rule of Academic Cliques.” We will discuss 

what maintains such a relation and what rationale exists in the relation.  

Second is how the Ikyoku alumni network has changed after introduction of the post-

graduate clinical training system (PGCTS) in 2004. New graduates can take training courses 

provided in any teaching hospitals other than a university hospital. Then the points of inter-
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est are which hospitals the graduates choose, and whether or not they return to the school 

they graduated from and join an Ikyoku after completing the training course. 

Third is at what age physicians quit their jobs in hospitals and start their own clinics. 

In the United States, physicians are mostly concerned with what specialty they choose and 

in which hospitals they perform clinical cases. This is because income is determined by 

specialty (Arcidiacono and Nicholson 2005). This is also true for other professions. Gra-

duates in law schools decide at which law firms to apply by considering pecuniary or 

non-pecuniary rewards, possibility of dismissal and applicability of their human capital to 

other law areas (Sauer 1998). Professionals establish specialties and the rewards depend on 

the specialty so that the selection of a specialty is crucial for professionals’ career paths.  

In Japan, there is no formal accreditation system in medical specialties. After obtain-

ing a physician’s license, a physician can publicize her/his specialty, although she/he never 

took enough courses and lacks experiences for the specialty. Even a physician specializing 

in a specific organ or disease can start a primary care clinic. It is inefficient medical re-

source allocation that drives a skilled specialist to become a general physician. Quitting a 

hospital and working in a clinic is also a critical decision for specialists themselves. We 

discuss at what age physicians quit their jobs at a hospital and start a clinic, whether or not 

they do so now at a younger and whether or not there are differences in the likelihood be-

tween male and female physicians. 

We also discuss the so-called problem of physician shortage. This is argued from the 

following three points of view: first, the total number of physicians to total population is too 

small; second, physicians are misallocated between clinics and hospitals; and third, physi-

cians are mismatched among specialties. The first argument states that physicians are ac-

tually in short supply, while the second and third arguments state that misallocation of phy-

sicians is more important for the problem.  

In the long run, redundancy or shortage should be solved by price adjustment even for 

goods like housing supply for which requires a lot of time. Redundancy lowers price and 

shortage hightens price. If the first argument is true, there must be an excess demand for 

medical services so that physicians’ incomes are expected to become higher. Then, one of 

the ways to judge if physicians are in short supply is to see if the internal rate of return 

(IRR) is higher than for other occupations. If the IRR is relatively high, physicians are ac-

tually in short supply.  

When misallocation of physicians between hospitals and clinics or among specialties 

really matters, increasing the number of physicians does not necessarily solve the physician 

shortage problem. The introduction of PGCTS may enhance possibilities of misallocation of 

physicians, in particular the mismatch caused by female physicians’ likelihood to choose 

clinics and specific specialties. This is because female physicians are likely to go into der-

matology or ophthalmology, quit a hospital at a younger age and find a job in a clinic.  

This paper is organized as follows. In section II, a typical career path of a physician is 

explained and then it discusses how graduates have changed their career choices after  
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Figure 1. Physician’s Career Path 

 

introduction of PGCTS, gender differences in how long they work for a hospital and what 

functions the Ikyoku alumni network has taken. In section III, I introduce studies of physi-

cians’ income changes, the IRR of being a physician and discuss if female physicians’ pre-

ferences matter in the mismatch.  

 

II. Physician’s Career Building and Ikyoku Alumni �etwork  

 

1. Physician’s Career Path  

Figure 1 depicts a physician’s career path. A physician moves from one sitz hospital 

to another of the Ikyoku alumni network including academic posts at a school of medicine. 

In fact, a physician in the network is a dispatched worker from an Ikyoku, although legisla-

tively she/he is employed by the hospital.  

Before introduction of PGCTS, graduates took training courses for almost two years 

in the university hospital from which they graduated and then were dispatched to sitz hos-

pitals until they were in their mid-30s. Meanwhile most of them obtain the title of Doctor of 

Medicine. The first turning point for physicians is when they are around 40 years of age; 

that is, whether to become an assistant professor. Being an assistant professor of a university 

is important for the physician’s career building and an MD title is necessary for it. Even 

though she/he is not promoted to an associate or a full professor, she/he can find a good post 

at a prestigious hospital of the network. The second turning point is in their late 40s. Some 

of the alumni compete for better posts like becoming an associate professor or a head of a 

division at a prestigious hospital. The others have to decide whether to work for a hospital 

of the network or quit to start their own clinics.  

Those who start clinics are still tied to the Ikyoku. In many cases, their clinics tend to 

be located near the hospital they worked for, since their hospital patients become their clinic 

patients, as indicated by Yoshida and Kono (2007). Not only are new patients transferred to 

their clinics from the hospital but also serious patients from a clinic can be easily admitted 

to the hospital because the key physicians of the hospital are members of the Ikyoku. Key 

persons of a local medical association or of a local government health division are also 
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sometimes graduates of the same school of medicine, so the network benefits them.   

 

2. Postgraduate Clinical Training System 

The Postgraduate Clinical Training System (PGCTS) was started in 2004. Graduates 

have to take two-year training courses to learn all-round basic treatment skills in a teaching 

hospital. Graduates and hospitals are matched by a matching program as in the United 

States or United Kingdom. They have monthly earnings ranging from 200,000 to 400,000 

yen at the hospital. In general, monthly earnings at a non-university teaching hospital are 

higher than a university hospital.  

One of the purposes of introducing PGCTS is to let the graduates study primary care 

in all fields of medicine. It was alleged that graduates were likely to learn the specific field 

of medicine or organs that their Ikyoku was mainly concerned with, so that there were few 

opportunities for the graduates to learn general skills.  

Although PGCTS does not aim to weaken the power of the Ikyoku, graduates come to 

be independent of the Ikyoku because teaching hospitals offering attractive courses can re-

cruit physicians by themselves. As a result, the number of graduates taking courses provided 

by university hospitals has decreased. In 2003, about 6,000 out of 8,000 graduates took 

postgraduate training programs in university hospitals. In 2004, about 6,000 graduates took 

programs in non-university hospitals. Now the ratio of the number of trainees in 

non-university to university hospitals is 3 to 1.  

Then what characteristics of a hospital will attract the graduates? Kawamura (2009) 

shows that the graduates prefer hospitals that have many diagnosis and treatment depart-

ments, many beds and many ER patients, but they do not value high salary or advisory sys-

tems as much. This is also confirmed in the survey by the Ministry of Health, Labour and 

Welfare (MHLW 2005).  

After the two-year training under PGCTS, where do the trainees go next? Another 

survey by the MHLW (2007) indicates that 75% of the graduates trained in university hos-

pitals want to stay in the hospitals as members of an Ikyoku, but only 50% trained in 

non-university hospitals do. In total, 61% want to be members of an Ikyoku. Thus, the pow-

er of the Ikyoku has been generally weakened under PGCTS.  

 

3. Change of Career Path 

Quitting a hospital and starting an own clinic is an important decision for a physi-

cian’s career path. Honda (2008) and Kawamura (2008) examine at what age hospital phy-

sicians start clinics using the Survey of Physicians, Dentists and Pharmacists conducted 

every two years by the MHLW. Honda (2008) examines the validity of the assertion that the 

physician shortage in hospitals is caused by an early switch to clinics and finds that it is 

invalid.   

On the other hand, Kawamura (2008) makes it clear that female physicians are likely 

to quit earlier than male physicians. Figure 2 tracks physicians of the same age cohort in  
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      Source: Kawamura (2008). 

 

Figure 2. Changes of Number of Physicians in Hospitals and Clinics 

 

 

1998 and where they are working in 2004, depicting increases in the number of physicians 

at hospitals or clinics. For physicians who were in their 20s in 1998, both male and female 

physicians were still working in hospitals in 2004. The biggest drop in number of male  
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Table 1. Average Frequency of Turnover and Current Workplace by Cohort 

 

 Source: Author’s calculation from lists of graduates in a school of medicine. 

 

 

physicians working in hospitals is for those hospital physicians who were in their early 40s 

in 1998, which implies that male physicians in their mid-40s or early-50s quit their jobs at 

hospitals and start clinics. On the other hand, the peak for female physicians is for those 

who were in their early 30s in 1998, suggesting that female physicians leave the hospital 10 

years earlier than male physicians.  

We also find that a part of the female physicians quit their full-time jobs in their 30s. 

The negative sum of the increase of female physicians in clinics and their decrease in hos-

pitals in 2004 implies that they quit their full-time jobs temporarily. The reason may be for 

childbearing or child care as is likely for female workers in other occupations.  

There is a study making use of individual data of the MHLW survey. Once a graduate 

obtains her/his physician’s license, she/he has a physician registration number that enables 

us to pursue individual physicians’ career paths, whether or not and where she/he is working, 

and what specialty she/he is in charge of. Koike et al. (2008) accumulated individual data 

using the survey from 1972 to 2004 and find that the age at which physicians quit their job 

at a hospital and start a clinic used to be higher.  

Focusing on three cohorts of graduates from a school of medicine, namely graduates 

in 1981, 1986 and 1991, Table 1 shows how many times they change workplaces and where 

they are working now, namely, university hospital, non-university hospital, clinic or other. 

Since 1981 graduates and 1986 graduates are more than 50 and 45 years old, respectively, it 
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is not expected that they will change workplaces several times in the future. On the other 

hand, since the 1991 graduates are more than 40 years of age, they are likely to change 

workplaces. The average physician turnover at hospitals is 3.6, 4.5 and 3.6 for graduates in 

1981, 1986 and 1991, respectively, which implies change in workplace every 7.5 years, 4.9 

years and 7.5 years, respectively. There is no critical difference between genders.  

One-quarter of the 1981 graduates are working in clinics and half of them in hospitals. 

One-sixth of 1986 graduates are working in clinics, more than 40% in non-university hos-

pitals and more than 20% in university hospitals. More physicians among 1991 graduates 

are working in hospitals than the other cohorts. These data are consistent to the findings of 

Koike et al. (2008). Female physicians are also found to be working in various workplaces, 

while male physicians are likely to work in hospitals. 

The results are summarized as follows: (1) Graduates work in hospitals with turnover 

every five years. (2) Male physicians decide in their 40s whether to quit their jobs at a hos-

pital and start a clinic, while female physicians decide in their 30s. (3) Physicians are start-

ing their own clinics at an older age.  

 

4. Competition between Schools of Medicine 

In the 1970s, schools of medicine were founded in national or public universities lo-

cated in prefectures where there was no school of medicine. At the same time, private 

schools of medicine were also allowed to be founded. Before their foundation, each hospital 

in the prefectures without a school of medicine was a sitz hospital of a major school of 

medicine located in a neighboring prefecture. Then in the mid-1980s when the graduates of 

newly founded schools had to find workplaces, the Ikyoku of the schools tried to make con-

nections with hospitals which were already tied to the other schools.  

Let us look at the case of Ibaraki prefecture. Major hospitals were tied to schools of 

medicine in Tohoku, Tokyo, Tokyo Medical and Dental or Niigata Universities before the 

school was founded in the University of Tsukuba. Graduates of the school are now physi-

cians in charge of middle management in most major hospitals of Ibaraki prefecture and the 

proportion of the graduates to total physicians is growing.  

Table 2 shows the number of hospitals by strata of the number of physicians who 

graduated from the same school and by school. The University of Tsukuba is at the top in 

the number of graduates working in hospitals, Tokyo Medical University second, Tokyo 

Medical and Dental University third and the University of Tokyo fourth. The number of 

hospitals where no less than 11 alumni are working is 17 for the University of Tsukuba, 1 

for Tokyo Medical University, 3 for Tokyo Medical and Dental University and 2 for the 

University of Tokyo. Since the number of graduates implies the strength of the tie between a 

school and a hospital, it can be said that the University of Tsukuba has the largest number of 

sitz hospitals.  

On the other hand, there is no other school than the top ten schools which has no less 

than 11 alumni working in a hospital. In the row for the other schools, the average number  
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Table 2. Number of Alumni Physicians and Sitz Hospitalst 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Source: Author’s calculation from List of Hospital Physicians in 2004. 

 

 

of hospitals is listed. The average number of hospitals is 0 where no less than six alumni are 

working, while it is 7.6 hospitals where no more than five alumni are working, which is 

smaller than the number of Niigata University that has the tenth largest physicians’ alumni 

network in Ibaraki prefecture.  

Table 3 presents how stable the relation is between a school and hospitals. For exam-

ple, more than 11 alumni of the University of Tsukuba were working in seven hospitals 

from 1995 to 1998. The number of hospitals of that category is stable in the other periods, 

while the number of hospitals where there are no more than six alumni is likely to change. 

Taking the hospitals where more than 11 alumni are working as the sitz hospitals, the Uni-

versity of Tsukuba has five to eight sitz hospitals.  

 

5. Merits and Demerits of the Ikyoku Alumni Network 

There is a reciprocal relationship between schools of medicine and hospitals. I have 

interviewed a manager of a hospital which has 1,001 beds, located near the University of 

Tsukuba but closely tied to Tokyo Medical and Dentist University. The hospital had 700 

beds in 1984, then increased the number of beds to 865 to open an ER in 1988, and to 893 

in 1995 to provide beds for AIDS patients, and to 1,001 to expand ER facilities and organ 

transplants.  

The hospital has requested the school to dispatch physicians who can provide treat-

ment to accommodate the increased demand for medical services associated with the new  
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Table 3. Number of Hospitals Where Number of Alumni Physicians Are Stable Over 

Time 

 

 Source: Author’s calculation from Lists of Hospital Physicians in 1995, 1998, 2000 and 2004. 

 

 

beds. Physicians’ abilities are assured by the school so that the hospital can keep the quality 

of treatment at a high level. When a physician’s ability is low or she/he causes trouble with 

patients or the other staff of the hospital, the hospital can ask for a substitute for the doctor. 

There is little legal risk in dismissal. On the other hand, the school has merits to have a sitz 

hospital with more than 1,000 beds because the hospital preferentially accepts the graduates 

of the school as trainees and provides proper posts for assistant or associate professors of 

the school.  

The network is also useful for individual graduates. The graduates can experience 

various cases and obtain necessary knowledge and skills by moving from one hospital to 

another of the network. It is also useful for the Ikyoku to select capable physicians for the 

staff of the university hospital or as a professor because the Ikyoku can obtain sufficient 

information of an individual graduate from the hospitals of the network.  

On the other hand, the Ikyoku alumni network has demerits. First, it may cause ineffi-

ciency in management. Since alumni of a specific school of medicine decide the personnel 

matters of the sitz hospital, the hierarchical seniority system based on age and graduation 

year is likely to decide promotion without referring to ability or performance of treatment. 

Second, it may cause deferral of accepting superior treatment developed by other schools. 

Instead, a specific combination of pharmaceuticals and treatment learned in the school of 

medicine is used regardless of the cost and benefits for the patients, thus prolonging the 

days in hospital compared to other treatment.  

Phelps (2000) indicates that there are clear differences in practice pattern between 
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physicians, but he did not mention the reason. Epstein and Nicholson (2005) say that young 

physicians are likely to accept their mentor’s practice pattern and do not change for a long 

time. Ikegami and Campbell (1996, 196-97) suggest that there is no standardized curriculum 

for medical practices and students in schools are expected to learn their mentor’s style in 

Japan. Introduction of a new reimbursement scheme called Diagnosis Procedure Combina-

tion (DPC) clarifies how different treatments for the same disease are between hospitals, but 

how different they are between physicians is still veiled. It is an important viewpoint for 

examining the Ikyoku alumni network to see how the network plays a role in transmitting 

treatment practices and medical technology.  

 

III. Supply and Demand of Physician—What Causes Physician Shortage? 

 

It is often alleged that physicians are in short supply, but what are the reasons for it? 

First, I discuss whether the total number of physicians to total population is too small; 

second, whether physicians are misallocated between clinics and hospitals; and third, 

whether physicians are mismatched among specialties.  

 

1. Are Physicians in Short Supply? 

The newest prediction of demand and supply of physicians is reported by the com-

mittee on supply and demand for physicians established in the MHLW. The prediction of 

this committee is based on Hasegawa’s (2006) study. He calculated the total demand for 

medical services and the corresponding number of physicians necessary to provide these 

services. He then concludes that we are in a situation where physicians are in short supply if 

the feasible supply of physicians based on the current quota of students in schools of medi-

cine is smaller than the number of required physicians.  

Prediction of future supply of physicians is simple because there is no migration of 

physicians and the quota of students is rigid. Therefore, we can correctly predict the age 

distribution of physicians so that the total supply of medical services is obtained by the 

numbers of physicians by age multiplied by the working hours by age. Prediction of de-

mand is based on the current in-patient and out-patient ratios to population by age strata and 

on the assumption that the ratios will be unchanged in future. We can obtain the total future 

demand following the changes of age structure. Note that changes of the number of neces-

sary physicians or medical staff due to the development of medical technology or changes 

of demand caused by relevant price changed of medical services are not taken into consid-

eration. Hasegawa (2006) reports that there is a shortage of physicians of 10,000 in 2004, 

but supply of physicians will exceed demand in 2022. He also suggests that there is much 

room for improving productivity in medical service provisions so that the shortage of phy-

sicians would be solved by the productivity improvement before 2022.  

Reviewing the past discussion on this matter briefly, the first turning point of policy 

change from increasing physicians’ supply to restraining it was in 1984, when the  
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     Source: Author’s arrangement from Survey of Physicians, Dentists and Pharmacists in 2004. 

 

Figure 3. Number of Physicians by Age and Sex in 2004 

 

 

intermediate report was published by the committee examining future demand and supply of 

physicians established in the MHLW. The report proposed that new entrants of physicians 

should be decreased by at least 10% by 2000. Following the report, the MHLW slashed the 

quota of students in schools of medicine from the mid-1980s onwards. Note that the number 

of physicians per 100,000 population is 201 in 2004 and this ratio is regarded as a 10% de-

crease of physicians compared to the prediction in the report, so the committee’s proposal 

was followed through. 

Figure 3 shows a population pyramid of physicians in 2004 disaggregated by gender. 

Male physicians who graduated in the mid-1980s are decreasing, while female physicians 

are increasing for the same periods. Their sum total, however, has been decreasing since the 

late-1980s.  

When physicians were in short supply, wages of physicians would increase. In reality, 

however, the wages have been decreasing. Figure 4 shows wage rates of employed physi-

cians by age based on the Wage Census in 2001, 2004 and 2006. They have changed 

downwards. In particular, wage rates of those in their 30s have been decreasing. In terms of 

annual income, it decreased from 10 million yen to 8.2 million yen for those in their early  
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      Source: Author’s calculation from Wage Census in 2001, 2004 and 2006.  

 

Figure 4. Wage Rates by Age Strata 

 

30s, and from 12 million to 11 million yen for those in their late 30s, while it was un-

changed for those in their 40s. Even taking the deflation economy into consideration, these 

decreases are large. These facts do not support that physicians are in short supply. 

One of the economic approaches to examine if physicians are in short supply is to 

look at the social rate of return of being a physician. If the marginal rate of return obtained 

by social benefits and costs of marginal increase of a physician is greater than the proper 

social rate of return, for example, long-term real interest rate, then there exists a shortage of 

physicians and it would thus be advisable to increase the number of physicians.  

Weeks et al. (1994) compare estimated internal rates of returns (IRRs) of five profes-

sionals, namely primary care physician, specialist physician, dentist, lawyer and MBA gra-

duates to high school graduates. The IRR of primary care physicians is lowest, namely 

15.9%, while it is 29.0% for MBA graduates, 25.4% for lawyers, 20.9% for specialist phy-

sicians and 20.7% for dentists. The IRRs of physicians, in particular that of primary care 

physicians, is relatively lower than that of the other professionals, which implies that pri-

mary care physicians are abundant and their number may decrease in future. 

Arai (1995) estimated the IRR of the graduates from private schools of medicine and 

private dental schools in 1982 as 8.7% by considering the income of high school graduates 

as opportunity costs. He compared their IRR to that of male graduates of private university, 

namely 6.7%, and concluded that being a physician or dentist was a good investment op-

portunity. On the other hand, Yoshida (2009) estimates the rate of return roughly as around 

3% by taking income at one of the largest banks as an opportunity cost. Since such esti-

mates represent private rate of return, we have to include external economies into the return 
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and subsidies to the cost terms in order to estimate the social rate of return. It would be ex-

pected, however, that external economies and subsidies per physician are negligible in pri-

vate schools of medicine so that social rate of return is nearly the same as the private rate. 

Since the real long-term interest rate in the early 2000s was nearly 3%, we cannot say that 

physicians are in short supply from this viewpoint.  

 

2. Increase of Female Physicians  

Now let us look at the shortage of physicians from the viewpoint of misallocation or 

mismatch in the specialties of medical care. It is also alleged that there is no shortage of 

total physicians but physicians are in short supply in hospitals and in some specialties of 

medical care, in particular in surgery, obstetrics and anesthesiology. There are two reasons 

for thinking that the increasing number of female physicians leads to the shortage. First, 

female physicians are likely to change workplace from hospital to clinic in their 30s, leav-

ing physicians in hospitals in short supply. Second, female physicians are less likely to se-

lect the department of surgery for their specialty, leaving surgeons in short supply. They 

tend to become specialists of dermatology, ophthalmology and pediatrics. 

The proportion of female physicians has increased rapidly from 10% in 1980 to 16% 

in 2004. The number of female physicians is 42,000 out of 257,000 total physicians in 2004. 

Let us look at Figure 3 again. The number of male physicians by age is the largest around 

their mid-40s, while the number of female physicians is the largest in their late-20s. Thir-

ty-five percent of physicians less than 30 years of age are female. In the age strata younger 

than 30 years, male physicians decrease by 752 but female physicians increase by 506 from 

2002 to 2004. That is, in 20 years from now, nearly one-third of physicians of 40 years of 

age will be female and a proportion of them will be working in clinics or as part-time phy-

sicians as we see in Figure 2.  

Figure 5 presents proportions of female physicians by specialty of medical care 

(represented by the line graph with scale on the right axis) and the relative ratio of specialty 

selection (represented by the bar graph with scale on the left axis). As of 2004, more than 

30% of physicians in dermatology and ophthalmology are female but no more than 5% in 

surgery or urology, while 16% of physicians overall are female. The relative ratio of spe-

cialty selection is defined as the female proportion in a specialty, namely (number of female 

in a specialty)/(number of female in all specialties), divided by the male proportion, namely 

(number of male in a specialty)/(number of male in all specialties). When the value of the 

relative ratio is greater than 1 in a specialty, it implies that female physicians are likely to 

select that specialty. We find that it is three or more times more likely for female physicians 

to select dermatology and ophthalmology than male physicians. On the other hand, surgery 

is selected only one-fifth as often as male physicians. If the increasing trend of female phy-

sicians and of their diminished likelihood to select surgery as a specialty remains unchanged, 

the supply of surgeons will be short in the near future.  

It is not only for Japan that the number of female physicians has been increasing.  
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Source: Author’s calculation from the Survey of Physicians, Dentists and Pharmacists in 2004. 

 

Figure 5. Specialties Preferred by Female Physicians 

 

 

McKinstry (2008) indicates that the increase in female physicians is a worldwide trend that 

is observed in the United Kingdom, the United States, Canada and Australia. The proportion 

of female students has become larger than that of male students in all medical schools in the 

UK from 2002 to 2003 with more than 65% of students in some medical schools being fe-

male. He also indicates that female physicians in the UK are likely to select family-friendly 

fields of medical care such as primary care or psychiatry and that they prefer a part-time job. 

They have high communication skills and tend to spend longer time on care of a patient 

than do male physicians. Arcidiacono and Nicholson (2005) also point out that female stu-

dents in medical schools tend to select primary care in the US, which is the same as in Japan. 

We have to examine if the tendency of female physicians is based on female-specific prefe-

rences or on cultural background of male dominance in physicians’ circles.  

 

IV. Conclusion and Discussion 

 

Physicians have built their careers based on a network composed of a division of 

schools of medicine to which physicians belong (Ikyoku) and sitz hospitals which are close-

ly tied to the Ikyoku in supply of physicians. They enhance skills by changing hospitals 

nearly every five years. A proportion of male physicians quit their job at a sitz hospital to 

start a clinic in their 40s, while female physicians quit in the 30s. Of recent, the age of leav-
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ing the hospital has tended to be on the rise. The network is beneficial both for the Ikyoku 

and sitz hospitals: the former can select capable physicians to be a professor by monitoring 

the performance in the hospitals, while the latter can decrease cost and uncertainty in ability 

when recruiting new physicians. The network, however, has come to lose its importance in 

physicians’ career building since the Postgraduate Clinical Training System was introduced 

in 2004. Nearly 75% of newly graduated physicians take training courses in non-university 

hospitals rather than university hospitals, though nearly three-fourths took postgraduate 

courses in schools from which they graduated before the introduction. Only 60% of physi-

cians select university hospitals for post-PGCTS residency now. It is alleged that the 

PGCTS accelerated the shortage of physicians. However, it has not been verified that physi-

cians are actually in short supply. Decline of physicians’ wages or the low rate of return of 

being a physician would imply their abundance. There could be misallocation or mismatch 

of physicians among specialties or between hospitals and clinics. It would certainly be part-

ly caused by female-specific preferences for some specialties and clinics.  

The most effective way to amend the misallocation of physicians among specialties is 

to set quota for each specialty. In fact, quota systems have been introduced in many coun-

tries. We also have to examine why female physicians prefer specific specialties, whether or 

not females feel uneasy working in some male-dominated workplaces, and whether or not 

females have comparative advantages in some specialties due to female-specific characte-

ristics.  
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