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Due to the rapidly aging population, increasing medical 
expenditure, and foreign pressure on medical education, Japan 
is confronting the need for major reform in its medical care 
system, especially regarding primary care. After our economic 
stagnation began, the medical expense covered by medical 
insurance has become a major issue. In spite of our good quality 
of health care, the Japanese government made a decision to 
change the health care structure to introduce a GP/FP (General 
practitioner/Family physician) system and is seriously trying 
to reform the primary care situation for our context. For those 
challenges, we have to consider our history of primary care 

(How did specialists in Japan come to play an important role in 
primary care different from other countries?), the development 
of our medical system (What are the present issues of Medicare 
with regards to primary care in Japan?) and the approach from 
medical education (How should we change to nurture primary 
care doctors with the proper GP/FP training for under- and 
post-graduates?). Japan must try to keep, develop and deliver 
effective and good health care for the future through primary 
care practice reform.
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Abstract

Introduction
The strong desire for the Japanese people after World War 

II was to reconstruct our nation and catch up with western 
countries. In 1980’s, during long years of strong economic 
growth, Japan became a country with one of the longest average 
life expectancies and highest qualities of health care in the 
world.1 

However, the development and the present circumstances of 
primary care are very unique compared with other developed 
western countries.2 Primary care and education for primary 
care have been essential all over the world these days. But the 
definition of “Primary Care” in Japan is ambiguous, and appears 
to be different from General Practice in the UK or Family 
Medicine (FM) in the U.S. 

This difference comes from the history of medicine and 
medical systems in Japan. Most primary care in Japan is 
provided by community-based practitioners at small outpatient 
clinics or small community hospitals.3 But they are not the same 
as GPs or FPs in other countries. Otaki reported on the medical 
system and primary care in Japan.2 Though he pointed to the 
need to introduce a GP/FP system, it has been difficult to apply 
the system in Japan. 

Recently, the movement to nurture “genuine” GPs/FPs has 
become active in our country because of the need to have cost-
effective medicine and good quality primary care after economic 
growth turned slow, the increasing aged population, and strong 
international pressure regarding medical education standards. At 
present in Japan, the majority of doctors who take responsibility 
for primary care and its education are not GPs/FPs but organ-
specialists such as cardiologists or gastroenterologists, or 
department-specialists such as physicians of internal medicine, 
pediatricians, or surgeons. 

In this article, I present an investigation into the history of 

primary care in Japan, and show and consider the background, 
present circumstances and problems. Specifically, I approach 
“Primary Care in Japan” from three aspects: (1) History of 
Primary Care, (2) Medical System, and (3) Medical Education.

History of Primary Care in Japan
History of Primary care 

When we try to look at the history of primary care in 
Japan, we should begin at the “Meiji period”, which is around 
the 1870’s. Before the Meiji period, Japan was governed by a 
feudal society until the end of the Edo period. In this period, 
only wealthy people such as high-level samurai families and the 
imperial family or their associates had their own doctors. These 
doctors learned medicine which came mainly from China or the 
Netherlands. Ordinary people were normally not able to see a 
doctor because they couldn’t afford to pay their fees and could 
only to look for doctors who volunteered their services.4

In 1877 the first public medical school was established 
in Tokyo (Tokyo University, School of Medicine) in which 
the main purpose was producing Japanese medical educators 
(foreign educators had been teaching medicine until then), army 
medical officers, and doctors for public health.5 They adopted a 
German style of medical education and systems which were not 
clinic-based and general practice-centered but rather research-
based and organ-specific or department-centered.6,7

There were several ways to become a doctor in this age. As 
the examination for a medical license at that time didn’t demand 
the qualification of graduation from a medical school, there were 
some private preparation schools for this examination. These 
later became private medical schools. Also, the descendants or 
family members of doctors were granted a medical license after 
a certain amount of training and an examination. 

At that time, we had a situation whereby doctors who 
graduated from public medical schools worked at medical 
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schools or big public hospitals, and other doctors worked at 
clinic-based, so to speak, primary care settings.8 In the early 
1900’s, a big change occurred in which many doctors shifted 
from medical schools to their own clinics because a number of 
public hospitals were dramatically closed. This reduction was 
done by the government because of financial reasons.9 

After that, our unique circumstances developed and 
accelerated as many doctors opened primary care clinics after 
several years of organ-specific training at medical schools or big 
hospitals. And this trend continues even at present with striking 
similarity. 

Dispatch of primary care doctors by “Ikyoku” system

Another reason for the uniqueness of the Japanese system 
in terms of the history of primary care is that doctors were 
assigned by medical school departments as human resources in 
primary care and secondary care settings in communities, in a 
system known as “ikyoku”(6). Medical school departments such 
as internal medicine, pediatrics or surgery dispatched doctors 
to communities to cover primary or secondary care not only 
in urban areas but also remote areas. Communities had to ask 
medical school departments for this distribution of doctors to 
maintain the quality of care in their area. As a result, “Ikyoku” 
took great responsibility for community health. 

Therefore, even organ specialists were required to have 
primary care skills and they actually had to learn them on the 
job at the health facilities to which they were dispatched. Again, 
after several years of clinical work as an organ-specialist at 
university and a primary care giver in the community without 
the systematic training of a GP/FP, they opened their own clinics 
such as internal medicine clinics, pediatric clinics or ear, nose 
and throat clinics. Consequently, unlike western countries, we 
still have approximately 100,000 primary special (not general) 
clinics in Japan.10 They are providing not only special care but 
also primary care. Thus, a considerable number of patients who 
have only minor or common diseases are seen at the clinics of 
specialists. 

In addition, there is another problem with those clinics. 
They often have extensive equipment in order to compete with 
hospitals and to earn their fees. According to a 1995 report, two-
thirds of these clinics have x-ray machines, and one-third have 
ultrasonography.11 There are even many clinics which have CT-
scans or MRIs in Japan. It is well-known that a large percentage 
of CT- scans and MRIs in the world are at work in Japan.12

As a result, it is often said that this medical structure must 
cost too much, and that this history of development in Japan has 
affected our society and primary care.

Medical Care System
Medicare

National Health insurance in Japan started in 1961, and 
all Japanese citizens have to join our Medicare system, which 
usually covers 70% of fees for all standard consultations, 
examinations and treatments at all health facilities. This means 
the fees are decided neither by who gives the care (specialist or 
generalist) nor where the care takes place (tertiary hospital or 
primary clinic) but only by the contents of the care. 

In addition, there is a limit to the amount of fees the patients 
have to pay. The patients don’t need to pay more than an amount 
determined by their income. This system might allow doctors 
and patients to do over-examinations or over-treatments.13 On 
the other hand, all the citizens can have equal access to medical 
care regardless of their income or social status. 

Health care access and Primary care responsibility

As I mentioned earlier, clinics in Japan are very well equipped 
and doctors tend to do many examinations.  The cost is high but 
the charge to patients is low. The access to any doctors and any 
level of care is technically free. (Figure 1) Patients in Japan can 
choose to go to any specialist without a doctor’s reference, and 
sometimes with no reservation, and normally don’t need to wait 
so long (only for hours or a few days, not for weeks or months). 

In other developed countries, GPs play important roles in first 
contact with patients as gate keepers in primary care settings.14 
But in Japan, if the patients can guess and understand what is 
wrong with them by themselves, they choose to go and see a 
doctor whom they want to see. In this situation, the patient could 
show up not only at primary care settings but also at secondary 
care, and even at tertiary care settings directly. 

In terms of doctors’ jobs, doctors in tertiary care settings 
would like to have more focus on organ-specific care. Specialists 
tend to be reluctant to look after primary care. But the reality is 
that even doctors in tertiary care settings sometimes have to take 
care of patients with common or simple diseases with the same 
consultation fee. 

Think about it. If you have a sick child and you have free 
access to both a GP and a paediatrician, or if you have a 
problem with your ear and you can choose to see a GP or 
ENT specialist for the same fee and with no reservation at 
both tertiary care hospitals and primary care clinics, where 
would you like to go? If patients have a clear answer for their 
symptoms, there is no problem. But from the patients’ point 
of view, they quite often have no idea to which doctors they 
should go and see when they have unclear symptoms. They 
might often choose the wrong doctor. It might take a longer 
time and waste more money to get to the right doctor and the 
right diagnosis. 

On the other hand, if they understand clearly what is wrong, 
they can choose the proper doctor, even tertiary specialist, 
smoothly and rapidly. There is no clear line between primary, 
secondary and tertiary care from both doctors’ and patients’ 
points of view. Those systems are making our conditions of 
primary care more complicated. 

Medical Education
Undergraduate

At first, let’s look at the medical education for undergraduates, 
especially regarding primary care. All Japanese medical schools 
are now facing a difficult circumstance, which is that we have to 
follow the international accreditation. In Japan, medical students 
are normally learning on an organ-centered and department-
centered curriculum. 

They mainly do department-specific, short-term block 
clinical rotations in tertiary university hospitals with little 
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Figure 1: The comparison of medical system for seeing a doctor in Japan different from in US/UK. *Patients can access any level of care hospital 
freely and the specialists are caring in any level of care in Japan.

chance to see primary care settings. Unless we improve and 
meet the Global Standards for Quality improvement of the 
World Federation for Medical Education, Japanese medical 
graduates will not be able to have clinical training in the US.15 

Many medical schools in Japan need to modify their curriculum 
to introduce a curriculum of general practice or primary care for 
undergraduates as well. 

But the reality is that medical education is still implementing 
a specialist-centered curriculum mainly in university because 
we don’t have enough “real” GPs/FPs to teach primary care. 
Though some medical schools have tried to introduce primary 
care placement, such as community-based medical education 

unfortunately those durations are normally only up to 4 weeks, and 
we cannot say it is functioning effectively enough at present.16

But there is some good news. Fortunately the number of 
medical students who would like to become GPs/FPs is increasing 
according to recent research. Many medical students (14.6%) 
answered they wanted to become GPs/FPs in the future, which was 
the third biggest number of all departments.17

Postgraduate

Then, in terms of postgraduate clinical training, there are two 
aspects involved, namely postgraduate basic training (two years) 
and GP/FP special training (three years). In the first two years after 
graduation, interns rotate through several departments. Internal 
medicine (six months), emergency medicine (three months), and 
community medicine (1 month) are compulsory now. 

But even in internal medicine, there are many qualified hospitals 
which adopt short-term organ-specific and ward-centered block 
rotations such as 1-month-cardiology or 2-month-gastroenterology 
rotations. And this style makes it difficult for interns to learn 
primary care.18,19

Regarding the training after the two-year internship, the 

Japanese government officially announced that it has given 
permission to the Japan Primary Care Society to run a training 
program to qualify doctors as GP/FP specialists from 2017.20 

This indicates that the Japanese government has made a serious 
commitment to increase the number of competent GPs/FPs 
who finish their systematic training to cover primary care. This 
decision was mainly for economic reasons and to maintain 
good community care. Financially, as the Japanese government 
is suffering from the increasing cost of medical expenses, it is 
seeking proper cost spending ways and it expects the GP/FP 
system could be a solution.15,21

In this process, there have been many controversial issues 
of where GPs or FPs will mainly work (clinics or hospitals), 
or how the organ-specialists who are covering primary care 
now will be affected. And we still have criticism from related 
medical societies about the contents of the training for GPs/
FPs and whether the GP/FP culture could even be accepted by 
Japanese citizens. In fact, the number of GPs/FPs in Japan who 
officially finished their training is just below 500 as of May, 
2015.22 But the trend for medical education in Japan is definitely 
shifting to focus more on General Practice or Family Medicine 
recently in both undergraduate and post graduate education.

Conclusion
The circumstances of primary care in Japan are quite unique 

compared to other countries. It might be helpful to look at 
the history, the medical systems in Japan and the educational 
point of view for understanding. Historically, organ-specialists 
or department specialists have played a very important role in 
primary care settings in Japan. And the majority of primary care 
clinics are now run by specialists, not GPs/FPs. 

Our medical systems developed uniquely after the feudal 
period and achieved very good quality of health care. There 
are plenty of specialized clinics in Japan (table 1) and most 
of them are doing solo-practice without systematic GP 
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The number of Primary care clinics and specialty  (Jan/2001)

Department Number Percentage Department number Percentage

Total number of Medical Clinic 98 156 100.0 Dentistry 1 562 1.6
Internal Medicine 61 207 62.4 Gastroenterological Surgery 1 250 1.3

Pediatrics 19 994 20.4 Nephrology 1 169 1.2
Gastroenterology 17 353 17.7 Cosmetic Surgery 1 068 1.1
General Surgery 13 644 13.9 Broncho Esophageal Surgery 538 0.5

Cardiology 12 034 12.3 Breast Surgery 500 0.5
Dermatology 11 518 11.7 Infectious disease 416 0.4
Rehabilitation 11 252 11.5 Hematology 364 0.4

Ophthalmology 8 239 8.4 Pediatric Surgery 357 0.4
respiratory medicine 7 336 7.5 obstetrics 335 0.3

Allergology 6 122 6.2 Cardiovascular Surgery 287 0.3
Psychiatrics 5 739 5.8 Dental and Oral Surgery 176 0.2

otorhinolaryngology 5 738 5.8 Pediatric Dentistry 172 0.2
Radiology 4 044 4.1 Thoracic Surgery 151 0.2

Rheumatology 3 893 4.0 Orthodontics 121 0.1
Psychosomatic Medicine 3 864 3.9 Clinical Laboratory 48 0.0

Urology 3 604 3.7 Emergency 42 0.0
obstetrics and gynecology 3 284 3.3 Pathology 37 0.0

Anal Surgery 3 203 3.3

Neurology 2 901 3.0
Total number of Dental Clinic 67 276 100.0

Endocrinology and Metabolism 2 440 2.5
Anesthetics 2 061 2.1 Dentistry 65 999 98.1
gynecology 1 892 1.9 Paediatric Dentistry 38 582 57.3

Plastic Surgery 1 808 1.8 Orthodontics 21 026 31.3
Neurosurgery 1 620 1.7 Dental and Oral Surgery 20 371 30.3

Table 1: The number of Primary Care Clinics and those specialties in Japan.

training. The Japanese government is trying to introduce a 
GP/FP system to our context to improve cost effectiveness 
and provide better community care. Furthermore, in the 
medical education field, external pressure and world trends 
are looking to change our primary care education these past 
few years. 

Consequently, the circumstance of our primary care is 
inadequate at the moment. Whilst we have a top level health 
care among OECD countries, and there are quite a few 
benefits from our present primary care context, such as the 
longest average life expectancy, good quality of care and 
so on, we need more GPs/FPs who have finished a proper 
program to reduce money wasting and to care for an aged 
society.12 And when we have enough GPs/FPs and benefit from 
those doctors in our society, people in Japan might be able to 
accept this system. 

We have constructed one of the best health care countries 
after World War II in our own way. But now we are trying to 
develop our quality of health care in a mixed way to additionally 

introduce a GP/FP system. The circumstance in Japan is 
dependent on whether we can provide a better quality of GP/FP 
training and whether the Japanese people can accept this system 
or not in the future.
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