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Past, Present and Future of Internal Medicine in Japan

Shigeaki Hinohara, H.D.

I would like to briefly describe the history and current situation of internal medicine in Japan and also my
personal views on its future prospects.

Western medicine was first introduced to Japan in 1555 by a Portuguese missionary doctor, which was
followed by introduction of Dutch medicine shortly after. In 1877 Tokyo Imperial University Faculty of
Medicine was established with a few German doctors who were invited by the Government. The Japanese
Society of Internal Hedicine was established in 1903. So it has a history of 84 years but it is still 16 years
younger than its Italian counterpart who has a history of 100 years.

Today, there are 79 medical schools in Japan. (Fig.l) Shortage of physicians after the World War II
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Now I would like to briefly refer to the graduate
education in Japan. The medical school graduates
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Among the training curricula, 34% are straight programs, 429 are straight programs with elective, and 24%
are rotating programs, (Fig.3) In Japan clinical medicine is roughly devided into 14 specialties. In some larger
hospitals you will normally find 9 subspecialties under internal medicine, and neurology, geriatrics and
psychosomatic medicine are likely to exist as independent sections. Nearly one third of the graduates receive
their graduate clinical training in internal medicine (Fig.4), but their two-year clinical training tend to be
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limited to one or the other of its subspecialties, such as cardiology, hematology, gastroenterology, and so forth
and they scarcely have chances to learn internal medicine on a more broader perspective. They can be
subspecialists but thy cannot be broad based internists as such.

If their graduate training is based on ‘rotation program’ whereby they are trained on various subspecialties
of internal medicine as well as other disciplines of clinical meicine. They will be given a broader background
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on internal medicine and will be better qualified as primary care physicians even after they hve mastered one
or the other of the subspecialties during their two year graduated clinical training.

Nowadays young physicians are very much attracted to specialty training, but the Ministry of Health and
Welfare and Ministry of Education both feel it essential that the trained doctors receive more comprehensive
clinical training and master broad-based clinical medicine. So they advise the training hospitals to build the
curriculum so as not to produce narrow-based physicians. However, the feeling of opposition persistent
among the medical academism is something to be surmounted if we want the internists to receive high level
and broad-based medical training and serve the public for their primary health care. The Specialty Board of
Internal Medicine which was started in 1973, plans to introduce some revision to its Board Exam in the near
future putting more emphasis on primary health care aspect, in a hope that more internists will qualify for
Board Certification.

The inauguration of the Japanese Society of Internal Medicine dates back to 1903, some 84 years ago, and
today the Society has a membership of 29, 763. For the past 84 years the Society has always organized
academic sessions buring its annual meeting. The Society has several local chapters and these chapters hold
their own meetings locally, where various papers, mainly case reports, are presented. The Societey publishs
its journal in Japanese. It also has an English edition quarterly which are distributed to 34 countries in the
world.

Finally I would like to refer briefly to my view concerning the future direction of Japanese medicine. One
of the problems that we are facing is that graduate education in internal medicine is too specialty oriented and
lacks a program which provides the trainee physicians with more comprehensive training on various sub-
specialties of internal medicine.

I am of the opinion that we should have an independent discipline for General Internal Medicine in medical
schools as they do in the United States. So-called Integrated Clinical Medicine that is now offered at five
medical schools on trial basis could correspond to that. In General Internal Medicine they deal with primary
care of adults as well as the elderly and studies wide range of internal medicine covering its 9 subspecialties.
In addition they are expected to cover such fields as medical epidemiology, infectious diseases, bioethics,
clinical decision analysis, medical economics and health education. General practitioners or family physicians
or anyone practicing clinical internal medicine should be trained in General Internal Medicine. It will
- probably require at least three to five years for this training as it is the case in any other subspecialties of
internal medicine. The important things is that in the actual practice of internal medicine these generalists
will work in team with other subspecialists, and furthermore work as consultants to the physicians and
surgeons of other disciplines.

I would hope that these general internal medicine specialists with advanced training will take the leadership
in development of internal medicine in future and thus contribute toward health promotion and disease
prevention of people and also toward advancement of curative medicine.
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Integration of New Preventive Medicine Programs
Into the Community and Home

Shigeaki Hinohara, M.D.

Tuberculosis had long been the largest cause of death in Japan ever since the pre World War II peried, and
this lead to amendment of Tuberculosis Prevention Act in 1951 and subsequent introduction of man survey of
chest X-ray to the whole population. As the result early diagnosis of tuberculosis was made possible and B.
C.G. vaccination was given to those who were negative to tuberculine test. These compulsory T.B. control
measures proved very effective that death by tuberculosis declined rapidly after 1950’s and it was soon replaced
by cerebrovascular accidents (CVA) as the top cause of death in Japan.

In order to cope with this change the Government of Japan launched in 1957 a campaign for annual health
checkup for early detection and treatment of chronic diseases such as hypertension, heart diseases and diabetes
mellitus which average adult population are apt to develop. In the campaign the special emphasis was given
to the importance of blood pressure measurement and control.

Until 10 years ago daily intake of NaCl by the Japanese averaged more than 15g. It was therefore
recommended to change it to low-NaCl diet of less than 10g per day in order to control bypertension. Along
with reducing NaCl in diet, protein intake was encouraged to those who were on insufficient protein diet.
These changes in dietary habit together with blood pressure control contributed toward significant reduction
of death from cerebrovascular accidents. In 1981 cancer became the largest cause of death while cerebrovas-
cular accidents came in second. And since 1985 cancer occupies the first place, heart diseases the second and
cerebrovascular accidents come in for the third place. According to the government statistics the average life
expectancy at birth of the Japanese reached 75.23 years for male and 80.93 years for female in 1986, being one
of the longest in the world.

Japan has successfully managed to control tuberculosis and other contagious diseases. Instead, heart
diseases and cerebrovascular diseases have now become the major causes of death, and they are known to be
caused by some risk factors rooted in our dietary and other habits. In the past, strong government leadership
contributed to control contagious diseases. Today, medical experts stress that cerebrovascular accidents,
heart diseases, diabetes mellitus or cancers can be overcome if the general public become aware and commit
themselves to change their dietary habits and other habits such as smoking tobacco and drinking alchohol.
This is the primary prevention. Recently more and more people have come to realize that if this primary
prevention is combined with the secondary prevention, e.i. regular health checkup followed by early diagnosis
before any symptoms develop, then it will become an effective tool to prevent chronic diseases of adults.

Since the revision of Tuberculosis Prevention Act in 1951 it has became customary for every Japanese to
have indirect chest X-ray test for early detection of tuberculosis. In addition, as a measure to detect
hypertension and other chronic diseases mass health survey was introduced when the Adult Sickness Preven-
tion Act took effect in 1965. However, in order for people to enjoy higher level of health all through their long
life span without illnesses, it is high time that mass health screening test that been in the mainstream of public
health system gave way to the primary prevention of adults’ chronic disease.

Ten years ago I started a health campaign trial in three selected areas in Japan, in which I encouraged the
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