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Executive summary

The national health system in Japan provides universal 
health coverage that allows every citizen to access 
high-quality health care anywhere in the country for a 
minimal contribution. With an integrated health-care 
administration encompassing the national, prefectural 
and municipal levels, the system ensures that local 
health-care services are tailored to steadily evolving 
demands on health-care services. The well designed 
health-care system has produced excellent health 
standards in Japan, as evidenced by low maternal 
mortality and infant mortality rates and long life 
expectancy that are among the best in the world. 
An important factor in this success is Japan’s human 
resources development system, which is geared 
towards ensuring a steady supply, distribution and 
retention of health-care professionals capable of 
delivering services to the expected standards.  

First, in order to ensure that the system is supplied 
with the right numbers of doctors, nurses and 
other health-care workers, the supply-and-demand 
balance is monitored constantly based on the rate of 
registrations and other key statistics. In light of the 
declining labour force in Japan, there are a number 
of challenges to be addressed, particularly the need 
to solve uneven distribution of doctors between 
departments and to encourage more women (who 
constitute the majority of health-care professionals) 
to remain in the workforce.  

Second, in terms of retention, it is important to provide 
existing health-care workers with incentives such as 
ongoing professional development opportunities as 
well as improvement of working conditions (other 
than pay levels) in order to boost retention levels 

in the sector. The overall aim is to create a system 
that accommodates health-care professionals at 
all stages of their careers and allows flexibility to 
change positions and employers. In remote areas 
in particular, university scholarships and graduate 
placement schemes as well as government initiatives 
are augmented with a range of formal and informal 
strategies designed to ensure the stability and 
constancy of staffing levels. 

Third, in order to ensure the quality of health-care 
professionals, professional standards in the health-
care industry are mandated by a collection of laws 
covering different fields of specialization. Collectively 
known as the Mibunho, these laws set out minimum 
requirements for 24 different vocations in areas 
such as job description, qualifications, tests and 
examinations, university education and ongoing 
professional development. In addition, laws such as 
the Medical Care Act operate in conjunction with the 
Mibunho in prescribing professional standards for 
health-care workers and minimum standards for the 
delivery of health-care services across the system as 
a whole.

Japan today boasts a sophisticated health-care system 
designed to produce highly trained professionals and 
maintain high standards of service delivery, but this 
has resulted in the Japanese population ageing at 
an unprecedented rate in global terms. Meanwhile, 
societal changes in household structures, lifestyles 
and aspirations, coupled with increasingly exacting 
expectations of the health system among consumers, 
are creating new challenges for the health-care sector 
in both qualitative and quantitative terms. 
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1. Introduction

1.1  Demographic, social and political background

Japan is made up of 6851 islands with a total land area of 362 176 square kilometres (km2), according to a 2014 
land survey of municipal and prefectural governments. Only 442 of these islands (6.2%) are currently inhabited, 
with the bulk of the country’s population concentrated on the five largest islands. 

Figure 1 shows how the 47 prefectures of Japan are divided among the five islands: Hokkaido (1), Honshu (2–35), 
Shikoku (36–39), Kyushu (40–46) and Okinawa (47). The prefectures are grouped together into eight geographic 
regions called Hokkaido, Tohoku, Kanto, Chubu, Kinki, Chugoku, Shikoku and Kyushu. 

Figure 1. Regions and administrative divisions of Japan

Kinki Region 
24. Mie 
25. Shiga 
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27. Osaka 
28. Hyogo 
29. Nara 
30. Wakayama

Chugoku Region
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35. Yamaguchi
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37. Kagawa 
38. Ehime 
39. Kochi

Kyushu Region 
40. Fukuoka 
41. Saga 
42. Nagasaki 
43. Kumamoto 
44. Oita 
45. Miyazaki 
46. Kagoshima 
47. Okinawa

Hokkaido 
1. Hokkaido

Tohoku Region 
2. Aomori 
3. Iwate 
4. Miyagi 
5. Akita 
6. Yamagata 
7. Fukushima Kanto Region 
8. Ibaraki 
9. Tochigi 
10. Gunma 
11. Saitama 
12. Chiba 
13. Tokyo 
14. Kanagawa

Chubu Region 
15. Niigata 
16. Toyama 
17. Ishikawa 
18. Fukui 
19. Yamanashi 
20. Nagano 
21. Gifu 
22. Shizuoka 
23. Aichi

Source: Japan Map Center.

The estimated population of Japan in 2013 was 127.3 million, comprising 61.9 million males and 65.4 million 
females. Currently the population growth rate is –0.17%. The population has been steadily declining since 2005, 
and it is expected to continue on this trajectory. In 2013, 12.9% of the population were 14 years old or younger, 
around 62.1% were of productive age (15–64), and 25.1% were 65 years or older. The proportion of older people, 
already one of the highest in the world, is expected to reach around 40% within 50 years given the low birth rate 
in Japan. In 2012, foreign citizens accounted for 1.2% of the Japanese population, 80% of the population was 
living on the main island of Honshu, and around 60% of the population was living in urban areas. 

Japan has high educational standards in global terms, with 98.6% of students reaching senior high school  
level (1). The official language of Japan is Japanese, and the currency is the Japanese yen (¥)1.

1 The foreign exchange rate posted on the Ministry of Finance website for the period 30 November–6 December 2014 was US$1 =  
¥ 117.4 (converted at taxable value) (http://www.customs.go.jp/tetsuzuki/kawase/kawase2014/kouji-rate20141214-1220.pdf).
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1.2 Current economic situation

As Table 2 shows, nominal gross domestic product 
(GDP) in 2013 was US$ 4.072 trillion and GDP 
per capita was US$ 31 935. In 2013, the labour  

 
participation rate was 48.9%, and the unemployment 
rate (the proportion of working-age adults without any 
form of employment) was 3.7%. Both of these figures 
have remained fairly constant during the last decade.

Table 2.  Selected economic and socioeconomic  
 characteristics

Indicator Value Year

GDP, current in US$ (billion) 4072 2013

GDP per capita, current in US$ 31 935 2013

GDP, annual growth (%) 0.9 2013

Unemployment rate (%) a 3.7 2013

Labour force participation  
rate (%) b 48.9 2012

a Data from Ministry of Internal Affairs and Communications (5). 
b Data from Ministry of Internal Affairs and Communications (6). 
Source: Cabinet Office (7).

a Data from Ministry of Health, Labour and Welfare (3).  

Source: Health, Labour and Welfare Statistics Association (4).
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Source: Reproduced by permission of Ministry of Health, Labour and Welfare (2).

Figure 2. Population change in Japan

Table 1. Selected demographic characteristics

Indicator Value Year

Total population (’000s) 127 298 2013

Urban population (%) 59.4 2010
Population density (per 
square metre)

343 2010

Annual population 
growth (%)

-0.17 2013

Net migration rate 4.04 2010
Sex ratio (number of 
males per 100 females)

94.8 2013

Age distribution  
(% of total population): 
0–4 years 
5–14
12–64
65+

2013

4.1
9.0

62.1
25.1

Total fertility rate a 1.43 2013

Crude birth rate a 8.2 2013
Crude death rate a 10.1 2013
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1.3 Summary of health indicators

As Table 3 shows, Japan performs well on key health 
indicators. The Japanese people have the longest 
life expectancy in the world, averageing 83.4 years 
(80.21 for men and 86.61 for women). The mortality 
rate for children under 5 years of age is 3.0 per 1000 
births (2.7 for boys and 3.2 for girls), while the infant 
mortality rate is 2.1 per 1000 births and the maternal 
mortality rate is 3.7 per 100 000 births. These 
mortality rates are among the lowest in the world. 
Virtually all births take place in the presence of an 
obstetrician or other skilled health-care professional.  

Lifestyle-related illnesses currently constitute the 
leading causes of death in Japan for both males 
and females, with malignant neoplasms being the 
most common ailment, followed by heart diseases, 
pneumonia and cerebrovascular diseases (Figure 3). 
The leading causes of infant deaths are congenital 
anomalies/deformities, chromosomal abnormalities 
and unforeseen accidents.

1.4 Health-care administration 

The health-care system in Japan is administered 
under an integrated structure comprising the 
national bureaucracy (Ministry of Health, Labour 
and Welfare or MHLW) as well as prefectural public 
health departments and municipal public health 
departments (Figure 4). MHLW assumes overall 
responsibility for health care and occupational health. 
The national administration consists of the Minister’s 
Secretariat and 11 bureaus along with external 
bureaus and research bodies such as the National 
Institute of Public Health (NIPH) and the National 
Institute of Infectious Diseases (NIID). Prefectures 
and designated major cities operate regional public 
health centres that generally (notwithstanding a 
degree of variation in approach) provide technical 
assistance to municipalities in specialized areas such 
as maternal health care, services for the older people, 
mental health care, infectious disease control and 
measures against intractable diseases. Municipalities, 
meanwhile, operate health centres that are the first 
point of contact for residents, providing health advice 
and health check-ups. 
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Table 3. Selected health indicators

Indicator Both sexes Male Female Year

Life expectancy (years) 83.4 80.2 86.6 2013

Under-5 mortality rate (per 1000) a 3.0 3.2 2.7 2013

Infant mortality rate (per 1000) a 2.1 2013

Neonatal mortality rate (per 1000) a 1.0 2013

Maternal mortality rate (per 100 000) 3.4 2013

Births attended by skilled health personnel (% of total births) 99.98 2013

a Data from Ministry of Health, Labour and Welfare (3).

Source: Ministry of Health, Labour and Welfare (8).

Source: Reproduced by permission of Ministry of Health, Labour and Welfare (3).

Figure 3. Leading causes of death in Japan
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The Medical Care Act sets out basic principles 
governing the provision of health-care services in 
Japan as well as minimum standards for medical 
facilities and staffing levels, including but not limited 
to doctors and nurses. The law also defines the local 
and prefectural health-care regions and requires each 
region to develop a local health-care services plan to 
regulate health-care service provision systems such 
as a medical, health and welfare services coordination 
system, disaster medical and relief system, and 
emergency care system based on the local situation. 
This approach ensures consistency of service delivery 
standards throughout Japan. The law also gives 
doctors the freedom to open their own practices, 

subject to a set of minimum standards. As a result, 
the vast majority (around 82%) of medical facilities in 
Japan are private sector operations. 

The universal health care insurance system, 
introduced in 1961, is a defining characteristic of 
the health system in Japan (Figures 6 and 7). Every 
citizen has health insurance coverage, which enables 
access to the full range of medical services wherever 
and whenever necessary. The system also gives 
patients the right to choose their preferred hospital 
for treatment of illness and injury (“free choice”).

2001 2002 2003 2004 2005 2006 2007 2008 2009 2010 2011 2012

Total 9 239 9 122 9 122 9 077 9 026 8 943 8 862 8 794 8 739 8 670 8 605 8 565

National 349 336 323 304 294 292 291 276 275 274 274 274

Public medical  
institution

1 375 1 377 1 382 1 377 1 362 1 351 1 325 1 320 1 296 1 278 1 258 1 252

Social insurance group 130 130 129 129 129 125 123 122 122 121 121 118

Non-profit medical 
corporation 5 445 5 533 5 558 5 644 5 695 5 694 5 702 5 728 5 726 5 719 5 712 5 709

Private 1 085 954 838 760 677 604 533 476 448 409 373 348

Others 855 857 862 863 869 877 888 872 872 869 867 864

20~99 beds 3 781 3 726 3 667 3 616 3 558 3 482 3 391 3 339 3 296 3 232 3 182 3 147

100~299 beds 3 851 3 826 3 860 3 855 3 865 3 862 3 875 3 876 3 875 3  882 3 877 3 882

300~499 beds 1 111 1 110 1 110 1 125 1 118 1 120  1 123 1 111 1 106 1 096 1 090 1 087

500 beds ~ 496 489 485 481 485 479 473 468 462 460 456 449

Figure 4. Health-care administration

Figure 5. Hospitals by type and number of beds

Municipal Public Health Centre (125)

Ministry of Health, Labour and Welfare

Prefectural Government (47) 
Health Department

Large Municipality (94) Health Department Prefectural Public Health Centre (365)

Small Municipality (approximately 1700)
Municipal Health Centre (2650)

People in the community

Source: Compiled by the authors.

Source: Reproduced by permission of Ministry of Health, Labour and Welfare (9).
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The national health insurance scheme is essentially a 
social insurance programme, whereby members pay 
regular premiums to the insurer and then pay part of 
the cost as a copayment when using a medical facility. 
The copayment rate varies between 10% and 30% and 
is determined by age and other factors.

The Central Social Insurance Medical Council, part 
of MHLW, sets uniform nationwide prices for each 
diagnostic and treatment service, nursing service 
as well as pharmaceutical product. This means that 
people are guaranteed to receive the same high 
standards of care at any facility in the country, private 

or public, for exactly the same financial outlay. This is 
an important feature of the Japanese health system.  

The success of the health-care system in Japan, in 
particular the national health insurance scheme 
and free choice of hospital, has resulted in life 
expectancies and health standards that are among 
the highest in the world, at a cost that is relatively 
low by global standards. Japan spends 9.6% of GDP 
on health care (Figure 8), similar to the Organisation 
for Economic Co-operation and Development (OECD) 
average of 9.3%, and ranks 16th among the 35 OECD 
Member countries. 

Medical care facility providing 
insured services, etc. 

(hospital, clinic, pharmacy, etc.)

Social insurance Medical Fee Payment Fund
Federation of National Health Insurance Organization

(2) Medical care service
(provision of medical benefit)

(1) Payment 
of premium

(3) Copayment

(4) Medical fee claim

(7) Payment of medical fee (6) Payment of billed amount

(5) Sending  
approved claim

Insured person 
(patient)

Insurer

Examination and
payment 

organization

Insurance
doctor

Figure 6. Insured medical treatment system

Figure 7. Insurance system, payment for services and remuneration for service providers

Source: Reproduced by permission of Ministry of Health, Labour and Welfare (9).

Insurance programmes

"Employment-based"
health insurance 

and
"Residence-based"  
health insurance

Single payment: 
fee for service

Set the price:
same price for the same item 
regardless of type 
(private or public) and
location (rural or urban) of
health facilities

Medical care
service

providers

Dominated by  
private sector

 
(approx. 82%)

Fee schedule

Source: Compiled by the authors.
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Table 4. Selected health expenditure indicators

Indicator Value Year

Total health expenditure (% of GDP) 9.6 2013

Health expenditure per capita (annual) in US$ 3958 2011

Copayment (% of total health expenditure) 20.0 2011

Government expenditure on education (% of GDP) a 0.9 2014

 

a  Education expenditure of ¥ 4.1049 trillion (Ministry of Education, Culture, Sports, Science and Technology, 2014) relative to GDP  

 of ¥ 478.0763 trillion in 2013.

Sources: OECD (10) and Ministry of Internal Affairs and Communications (11).

National medical care expenditure
in percentage of national income

National medical care
expenditure percentage of GDP 

Medical expenditure for the elderly (¥ trillion)
*The figures parentheses indicate the percentage of medical

expenditure for the elderly in the national medical expenditure

70 or older - 75 or older
(~ Sept 2002) (Oct 2007~)

Applicable age for medical treatment fee system for the elderly raised

National medical expenditure (¥ trillion) 

4.1 
(25.4%)

16.0
4.6%

5.4%

27.0

6.0%

30.1
31.1 31.0 31.5

32.1
33.1 33.1 34.1

34.8
36.0

37.4

11.1%

10.6%
10.5%9.8%

9.0%
8.8%8.9%8.7%8.6%8.5%8.5%

8.1%

7.3%

5.9%

5.8%

6.8%

7.6%

7.8%

7.9%

8.0% 8.0% 8.2% 8.2% 8.2%

8.6% 9.5% 9.6%
38.6%

39.2%

6.5%

6.1% 6.2% 6.2% 6.3%
6.4% 6.6% 6.5% 6.7%

7.1%

7.6%
7.8%

8.2%

5.9 
(28.8%)

8.9 
(33.1%)

11.2 
(37.2%)

11.7 
(37.5%)

11.7 
(37.9%)

11.7 11.6 11.6 11.3 11.3 11.4

12.0 12.7 13.3 13.7

(36.9%) (36.9%) (35.1%) (34.0%) (33.0%) (32.8%) (33.4%) (34.0%) (34.5%) (34.8%)

50

40

30

20

10

0

12%

11%

10%

9%

8%

7%

6%

5%

4%

3%

2%

1%

0%
1985 1990 1995 2000 2001 2002 2003 2004 2005 2006 2007 2008 2009 2010 2011 2012 (FY)

(Medical fee revision) 0.2 ▲2.7% ▲1.0% ▲3.16% ▲0.82% 0.19% 0.004%

(Major system revision) • Enforcement of long-term care 
  insurance system 
 • Introduction of 10% copayment 
  by elderly

• Through implementation of  
 10% copayment by the elderly

• 30% copayment by employees, etc. • 30% copayment by elderly with more 
 than a certain level of income

• 20% copayment for 
 pre-school children

(Expected numbers)

Table 4 presents selected statistics on health-care 
expenditure, defined as the final consumption cost of 
health care, medical goods and services in both public 
and private sectors together with investment in base 
infrastructure. Health-care expenditure is equivalent 
to 9.6% of GDP. Approximately 80% is spent by the 
public sector and 20% by the private sector. Health 
expenditure per capita is US$ 3958.

Expenditure on school-based education, through 
the Ministry of Education, Culture, Sports, Science 
and Technology (MEXT), represents 0.9% of GDP. 
Compulsory education–six years of elementary school 
and three years of junior high school, making nine in 
total–is free in the public school system. School fees 
at senior high school level were abolished in 2014. 

Figure 8. Changes in medical care expenditure

Source: Reproduced by permission of Ministry of Health, Labour and Welfare (9).

(reference) Total health and medical care
expenditure percentage of GDP 
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2. Health workforce stocks and trends

2.1  Health workforce supply

This section presents information on Japan’s health 
workforce supply based on the following occupational 
categories: 

 ● 24 categories of health professionals involved 
in health service, medical care or pharmacy 
(nationally licensed);

 ● practical nurse (licensed by the prefecture);

 ● certified nurse, certified nurse specialist and 
certified nurse administrator (qualified by the 
private sector);

 ● health information manager, health information 
technician and medical clerk (certified by the 
private sector);

 ● health-care specialist vocations at hospitals and 
in the government, including dietician, clinical 
psychotherapist, environmental health officer and 
food sanitation officer; and

 ● nurse assistants (uncertified) working at hospitals. 

The 24 categories of health professionals licensed 
by the Medical Administration Division of MHLW are 
as follows: 1) doctor/medical practitioner; 2) dentist; 
3) pharmacist; 4) public health nurse; 5) midwife;  
6) nurse; 7) physical therapist; 8) occupational 
therapist; 9) orthoptist; 10) speech-language-hearing 
therapist (audiologist/speech therapist); 11) prosthetist 
(orthoptist); 12) medical radiology technician (clinical 
radiologic technologist); 13) clinical laboratory 
technician (laboratory medical technologist);  
14) clinical engineer (clinical engineering technologist); 
15) dental hygienist (dental assistant/therapist);  
16) dental technician (dental prosthetic technician); 
17) massage and finger pressure therapists (masseur/
shiatsu massage therapist); 18) acupuncture therapist 
(acupuncturist); 19) moxacauterization therapist 
(acupuncture and moxibustion practitioner);  

20) judo therapist; 21) emergency life-saving 
technician (paramedic); 22) registered dietician;  
23) psychiatric social worker; and 24) certified social 
worker (social worker).2

In Japan, the supply of doctors, nurses and other key 
health-care professionals is carefully regulated in line 
with supply-and-demand projections.

Supply-and-demand projections for doctors are based 
on a survey of physicians, dentists and pharmacists 
conducted every two years. Student admissions into 
university medical faculties are regulated in line with 
future demand projections for doctors, thus trying to 
maintain an even balance between supply and demand 
in the system overall. At the moment, for instance, 
Japan is facing a critical shortage of doctors, so the 
university intake has been boosted through to 2019 
in a bid to make up the numbers. The Social Security 
Council estimates that 320 000–330 000 doctors will 
be needed by 2025, but it also acknowledges that 
better methods for modelling are required, given the 
increasing demands on hospital-based doctors, the 
pace of technological change in the health industry 
and the steady increase in the proportion of female 
doctors.

Supply-and-demand projections for nurses are 
calculated approximately every five years (this system 
was introduced in 1974). The 1994 Act on Assurance 
of Work Forces of Nurses and Other Medical Experts 
sets out basic principles for training and retaining 
nurses, together with specific strategies in areas 
such as skills development, education and training, 
promoting re-employment and encouraging nurses to 
stay in the system. 

This approach has been successful in steadily lifting 
numbers of health-care professionals in recent 
years. As Table 5 shows, in the two-year period 
from 2010 to 2012, the total number of health-care 
workers increased to 3 362 855 (3 561 198 including  
non-specialists), a rise of 4.3% (4.1% including  
non-specialists).  

2 Post titles in parentheses refer to classifications of the International Standard Classification of Occupations (ISCO 2008). See 
Annex 3 for the complete list of ISCO classifications.
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Table 5. Current supply of health workers at national level

Health workers professional categories 
2010 2012

Number
HW/1000 

population
Number

HW/1000 
population

Doctors/Medical practitioners 295 049 2.30 303 268 2.38

Specialist medical practitioners – – – –

Traditional medicine practitioners 338 176 2.64 367 881 2.89

Certified nurse specialists a 615 0.00 1048 0.01

Nurses b 952 723 7.44 1 015 744 7.97

Practical nurses b 368 148 2.88 357 777 2.81

Nurse assistants/Nurse aides (uncertified) (196 073) (1.53) (198 343) (1.56)

Midwives 29 672 0.23 31 835 0.25

Public health nurses 45 028 0.35 47 279 0.37

Occupational public health nurses c 3532 0.03 4119 0.03

Dentists d 101 576 0.79 102 551 0.80

Dental hygienists b 103 180 0.81 108 123 0.85

Pharmacists d 276 517 2.16 280 052 2.20

Environmental and public health workers b 130 355 1.02 139 428 1.09

Physical therapists 47 541 0.37 56 851 0.45

Orthoptists 3340 0.03 3 633 0.03

Medical radiology technicians 39 155 0.31 40 834 0.32

Speech-language-hearing therapists 9663 0.08 11 531 0.09

Medical and dental technicians 35 472 0.28 34 613 0.27

Health management workers/Skilled  
administrative staff

176 280 1.38 194 006 1.52

Other health support staff (skilled)e 272 794 2.13 267 449 2.10

TOTAL 3 224 669 25.18 3 362 855 26.37

TOTAL (including unskilled/nurse  
assistants/nurse aides)

(3 420 742) (26.72) (3 561 198) (27.94)

a Data from a tracking survey of certified nurse specialists by Japanese Nursing Association.  
b Data from Ministry of Health, Labour and Welfare (13). 
c Public health nurses employed in the private sector 
d Data from Ministry of Health, Labour and Welfare (14, 15).
e Clinical engineers, clinical laboratory technicians, clinical psychotherapists, occupational therapists, certified social workers, 

psychiatric social workers, health information managers, health information technicians, emergency life-saving technicians 
Source: Ministry of Health, Labour and Welfare (8).

Within this increase, the number of doctors rose 
from 295 049 to 303 268, up 8219 (2.8%), while 
the number of nurses (including nurses, practical 
nurses, midwives and public health nurses) rose from  
1 395 571 to 1 452 635, up by 57 064 (4.1%). 

Yet despite the increase of overall numbers, there 
are still shortfalls in the sector. The declining birth 
rate in particular is expected to impact on the future 
population of health care professionals. MHLW has 
already introduced a number of strategies designed to 
encourage female doctors and underutilized nursing 
professionals to return to work; however, it is clear 

that more effort will be needed to attract and retain 
workers in the health-care sector.

In 2012, the number of doctors per 1000 people in 
Japan was 2.38, slightly below the OECD average of 
3.1 (10). Meanwhile, the number of nurses per 1000 
people in 2012 was 11.39, significantly higher than 
the OECD average of 8.8 in 2011 (12). Thus it may be 
concluded that Japan has more nurses per capita than 
most other countries.
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2.2  Health workforce distribution

Gender distribution

As Table 6 shows, almost 75% of people employed 
in the health-care sector in Japan are women. Nurses 
account for the bulk of health-care workers, and more 
than 90% of nurses are women (midwives must be 
female by law). The trend is reversed among doctors 
and dentists, however, where the ratio of males to 
females is around 80:20.

Given that women account for the majority of 
health-care workers, it makes sense that working 
arrangements should be designed to encourage 
women to remain in the workforce by giving greater 
consideration to major life events such as marriage 
and having children. 

Based on surveys by the Japan Medical Association, 
better parenting support and more flexible work 
schedules were promoted as measures to encourage 
female doctors to remain in the profession or to return 
to work soon after childbirth (16). As a result of these 
efforts, the proportion of female doctors has risen; 
currently, almost 30% of all female doctors are in the 
under-30 years age group (Figure 9).

Table 6. Gender distribution by health profession 
(2012)

Health  
professional 
categories 

Total Female
%  

Female

Doctors/Medical 
practitioners

303 268 59 641 19.7

Nurses a 1 015 744 952 423 93.8

Practical nurses a 357 777 334 629 93.5

Midwives 31 835 31 835 100

Public health nurses 47 279 46 549 98.5

Occupational public 
health nurses a

4119 4096 99.4

Dentists b 102 551 22 295 21.7

Pharmacists b 280 052 170 788 61.0

Unclear 1 943 038 - -

TOTAL 1 618 160 1 618 160 73.5

TOTAL  
(incl. unskilled/ 
nurse assistants/
nurse aides)

(3 561 198)
- -

a Data from a tracking survey of certified nurse specialists by 

 Japanese Nursing Association.
b Data from Ministry of Health, Labour and Welfare (14). 

Source: Ministry of Health, Labour and Welfare (8).

Figure 9. Ratio of male to female doctors by age group
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Source: Based on Ministry of Health, Labour and Welfare (14). 

Age distribution

Given that nurses account for a significant proportion 
of health-care workers, the age distribution of nurses 
has a major bearing on the overall age distribution. 
Figure 10 and Table 7 show that the overall numbers 
rise to a peak in the 30–39 age group and decline 
thereafter. When nurses are excluded, however, the 
number of workers remains reasonably constant 
across all age groups. 

Looking at the breakdown of doctors by age group, 
for instance: 8.7% of doctors are younger than 30 
years,  22.1% are aged 30–39 years, 23.3% are aged 
40–49 years, 22.7% are aged 50–59 years and 23.2% 
are aged 60 years or older. Leaving aside doctors aged 
under 30 years, which is naturally a smaller cohort 
given that it is not possible to become a doctor 
before the age of 24, the proportions are relatively 
consistent at around 23%. This can be attributed to the 
aforementioned mechanisms that are regulating the 
number of doctors in line with demand projections. 

The number of nurses, meanwhile, peaks at 381 996 
in the 30–39 age group before declining sharply 
thereafter. This can be attributed to the fact that the 
vast majority of nurses are women who may leave the 
workforce due to major life events such as marriage 
and parenting, and in many instances do not return to 
the workforce.
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Figure 10. Age distribution of health workers by health profession (2012) 

450 000

400 000

350 000

300 000

250 000

200 000

150 000

100 000

50 000

0

Population

<30 Yrs 30-39 40-49 50-59 60 = >

Medical practitioners

Midwives

Pharmacists

Nurses

Dentists

Public health nurses

Practical nurses

Dental hygienists

Age
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Table 7. Age distribution of health workers by health profession (2012)

Health workers professional 
categories 

Total <30 30–39 40–49 50–59 ≥60

Doctors/ Medical practitioners 303 268 26 466 66 885 70 631 68 778 70 508

Nurses a 1 015 744 224 878 313 243 268 422 163 633 45 568

Practical nurses a 357 777 26 037 68 753 98 829 105 328 58 830

Midwives 31 835 7167 9571 8350 4,848 1899

Public health nurses 47 279 7553 14 584 13 539 9365 2238

Occupational public health nurses a 4119 533 1298 1249 811 228

Dentists b 102 551 7602 20 034 23 650 27 478 23 787

Dental hygienists a 108 123 33 019 31 772 28 142 12 595 2595

Pharmacists b 280 052 41 004 71 782 66 292 57 451 43 523

Medical and dental technicians 34 613 4602 6933 8128 9681 5269

Unclear 1 279 956 - - - - -

TOTAL 2 281 242 378 328 603 557 585 983 459 157 254 217

TOTAL (incl. unskilled/nurse 
assistants/nurse aides)

(3 561 198) - - - - -

a Data from Ministry of Health, Labour and Welfare (13).
b Data from Ministry of Health, Labour and Welfare (14).  

Source: Ministry of Health, Labour and Welfare (8). 
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Region Prefectures

1 Hokkaido Hokkaido

2 Tohoku Aomori, Iwate, Miyagi, Akita, Yamagata and Fukushima

3 Kanto Tokyo, Ibaraki, Tochigi, Gunma, Saitama, Chiba and Kanagawa 

4 Chubu Niigata, Toyama, Ishikawa, Fukui, Yamanashi, Nagano, Gifu, Shizuoka and Aichi 

5 Kinki Kyoto, Osaka, Mie, Shiga, Hyogo, Nara and Wakayama 

6 Chugoku Tottori, Shimane, Okayama, Hiroshima and Yamaguchi

7 Shikoku Tokushima, Kagawa, Ehime and Kochi

8 Kyushu Fukuoka, Saga, Nagasaki, Oita, Kumamoto, Miyazaki, Kagoshima and Okinawa

Geographical distribution

Japan consists of 47 administrative regions or 
prefectures that are further subdivided into 1718 
cities and municipalities. The country is broadly 
grouped into eight geographic regions that span 
multiple prefectures, as shown in the following table 
(see also Figure 1). The Shikoku region has the highest 
per capita ratio of health-care workers 

(23.91 per 1000 people), followed by Kyushu (23.26) 
(Table 8 and Figure 11). The lowest ratios are found 
in Kanto (15.28) and Chubu (17.23). It should be 
noted that the discrepancies are attributable in part 
to differences in population density. While Kanto and 
Chubu appear at first glance to have a shortage of 
health-care workers, their absolute numbers are 
among the highest.  

Table 8. Health workers by health profession and region/district/province (2012)

Health workers 
professional 
categories

Total
Health-care workers per 1000 population

Hokkaido Tohoku Kanto Chubu Kinki Chugoku Shikoku Kyushu

Doctors/Medical 
practitioners

303 268
2.35 2.10 2.25 2.13 2.56 2.70 2.79 2.75

Nurses a 1 015 744 9.99 8.34 6.31 7.87 7.84 9.88 10.60 10.47

Practical nurses a 357 777 3.72 3.31 1.76 2.53 2.48 4.14 4.67 4.93

Midwives 31 835 0.29 0.26 0.22 0.28 0.25 0.26 0.24 0.25

Public health nurses 47 279 0.53 0.46 0.28 0.43 0.31 0.47 0.52 0.45

Occupational public 
health nurses a

4119 0.03 0.02 0.03 0.04 0.02 0.05 0.06 0.04

Dentists b 102 551 0.82 0.69 0.89 0.72 0.75 0.79 0.77 0.84

Dental hygienists a 108 123 0.94 0.70 0.75 0.81 0.82 1.12 1.18 1.07

Pharmacists b 280 052 1.94 1.77 2.45 1.93 2.39 2.10 2.34 1.91

Environmental 
and public health 
workers

29 125 0.32 0.26 0.17 0.25 0.24 0.22 0.35 0.28

Medical and dental 
technicians

34 613
0.36 0.40 0.21 0.28 0.23 0.35 0.46 0.31

Unclear 1 250 831 - - - - - - - -

TOTAL 2 310 367 21.26 18.29 15.28 17.23 17.89 22.04 23.91 23.26

TOTAL (incl. 
unskilled/nurse 
assistants/nurse 
aides)

(3 561 198) - - - - - - - -

a Data from Ministry of Health, Labour and Welfare (13).
b Data from Ministry of Health, Labour and Welfare (14).   

Source: Ministry of Health, Labour and Welfare (8). 
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As Table 8 shows, the Shikoku region has the highest 
ratio of doctors to population, with 2.79 doctors for 
every 1000 people, followed by Kyushu at 2.75. The 
lowest ratios are in Kanto (2.1) and Chubu (2.13). 

Kyushu has the highest ratio of nurses to population 
in Japan, with 10.47 registered nurses and 4.93 
practical nurses for every 1000 people. The lowest 
ratio is found in Kanto, which has just 6.31 registered 
nurses and 1.76 practical nurses per 1000 people. 

The higher ratios of health-care workers in Shikoku 
and Kyushu are partly a reflection of the large number 
of hospital beds in those regions (see Table 9).

Overall, dwindling populations and ageing population 
structures in Japan pose a considerable challenge for 
the health-care system, since this is where demand is 
likely to increase. The Government is attempting to 
reduce regional disparities in the allocation of health-
care workers (Figure 11) through a range of initiatives 
such as increasing quotas for medical faculties at 
regional universities (17).

Table 10 suggests that the ratio of health-care workers 
to population is higher in urban areas than in rural 
areas. For example, urban areas have an average of 
3.02 doctors per 1000 people, while rural areas have 
only 1.93. (Urban is defined by the Statistics Bureau of 

the Ministry of Internal Affairs and Communications as 
3000–5000 people per km2.)

Using the OECD definitions of urban and rural areas, 
however, the ratios are almost identical, at 2.37 
doctors per 1000 people in urban areas and 2.39 
in rural areas.  (The OECD definition is based on a 
threshold of 150 people per km2. See full definition 
in Annex 2.)

Figure 11. Health-care workers by region (2012)
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Source: Based on Ministry of Health, Labour and Welfare (8).  

Table 9. Hospital beds by region (2013)  

Region Hospitals Clinics Subtotal
Health-care workers 

relative to population

Health-care  
workers per 1000 

population

Hokkaido 97 341 7259 104 600 0.90 19.2

Tohoku 118 065 11 032 129 097 0.77 14.1

Kanto 399 445 19 449 418 894 0.64 9.8

Chubu 238 385 15 693 254 078 0.68 11.8

Kinki 274 977 11 717 286 694 0.71 12.6

Chugoku 117 380 9860 127 240 0.77 17.0

Shikoku 71 576 9407 80 983 0.86 20.6

Kyushu 256 603 36 925 293 528 0.87 20.2

Total 1 573 772 121 342 1 695 114 0.73 13.3

Source: 2013 Survey of Medical Institutions, Ministry of Health, Labour and Welfare, 2013.
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Table 10. Urban/rural distribution of health workers by health profession (2012)a

Health professional categories Number Percentage (%)
Health-care  
workers per 

1000 population

Urban Rural Urban Rural

Doctors/Medical practitioners b 303 268 52.6 47.4 3.02 1.93

Dentists b 102 551 51.8 48.2 1.01 0.66

Pharmacists b 280 052 52.2 47.8 2.76 1.79

Unclear 2 875 327 -

TOTAL 685 871 52.3 47.7 6.78 4.38

TOTAL (incl. unskilled/ nurse assistants/ 
nurse aides)

(3 561 198) - - - -

a The figures in this table are based on the urban/rural definition employed by the Statistics Bureau of the Ministry of Internal 

 Affairs and Communications – a population density threshold of either 3000–5000 people per km2. The OECD definition is   

 based on a threshold of 150 people per km2.
b Data from Ministry of Health, Labour and Welfare (14).   

Source: Ministry of Health, Labour and Welfare (8).

Governments sponsor students on the proviso that 
after graduation they will spend time working at a 
specific nominated public hospital or other facility. 
The scheme has proven successful in delivering 
health-care services to residents of remote islands and 
mountainous regions.  

In addition, informal introductions by university 
doctors also play a role in new graduates deciding 
to start their careers in remote regions. Under the 
initial clinical training scheme (discussed below), 
many graduates have chosen to take up work at 

hospitals attached to their former universities, often 
at a department of their choosing. While the influence 
of placement schemes may have waned somewhat in 
recent years, there is no doubt that these schemes 
have played an important role in helping regional 
hospitals, particularly those in remote areas, to 
maintain adequate staffing levels (18) . 

As a result of the combined efforts of these formal 
and informal strategies (Figure 12), there has been a 
steady reduction in the number of regions with no 
doctors and/or dentists.

Figure 12. Improving access to health care in remote areas 

 

 Source: Reproduced by permission of Ministry of Health, Labour and Welfare (9). 
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Sectoral distribution

Referring to Table 5, there were 8540 hospitals in 
Japan in 2013, of which the majority (6295 or 73.7%) 
were privately run and the remaining 2245 (26.3%) 
were public hospitals.  

As stated in Section 1.4 on health-care administration, 
the health-care system in Japan has been designed to 
ensure uniform costs and consistent service standards 
at both public and private institutions. In this sense, 
the public sector part of the health system differs quite 
markedly from those in other countries. For example, 
public institutions will often receive funding from 
the central and prefectural governments to provide 
services in remote and understaffed regions. 

As shown in Table 5, privately run hospitals tend to 
be smaller in size. The majority of small hospitals, 
defined as those with fewer than 100 beds, are 
privately operated (2544, or 81.2% of the total), 
while only 590 public hospitals (18.8%) are classified 
as small. Conversely, the majority of large hospitals 
with 500 or more beds are public institutions (323, or 
71.8%), compared to just 127 large private hospitals 
(28.2%).

Migrant health workforce

The Japanese health-care system accommodates 
foreign health professionals with high-level expertise 
and experience in specialized fields (Table 11). 
Migrant health professionals are required to undertake 
training and pass the relevant license examinations to 
be eligible to work in Japan.

Table 11. Migrant health workforce in the health 
system (2012)

Job type
Total 

workers

Non- 
Japanese 
workers

Percentage 
of total (%)

Doctors/Medical 
practitioners

303 268 2468 0.8

Dentists 102 551 699 0.7

Pharmacists 280 052 965 0.3

Total 685 871 4132 0.6

Source: Ministry of Health, Labour and Welfare (14). 

Under the respective Economic Partnership Agreement 
(EPA) with Indonesia (2008), the Philippines (2009) and  
Viet Nam (2014), registered nurses from those 
countries can be considered as nursing candidates in 
Japan. These represent special arrangements provided 
for in the respective EPAs and are not a response to 
staffing shortages in the health-care sector.

Skills distribution

There are 24 professions requiring national 
certificates. Some professions are certified by 
prefectural registration systems or other certification 
schemes administered by professional associations 
and industry groups.

In Japan, doctors who have been accredited under the 
national certification scheme by MHLW are classified as 
medical practitioners. There is no national certification 
scheme for specialist doctors; instead, accredited 
doctors wanting to specialize in a particular area must 
apply for accreditation from the relevant academic 
society or professional association.

Nurses can obtain national certification in fields 
such as registered nurse, midwife and public health 
nurse. Practical nurses are licensed by prefectures. In 
addition, the Japanese Nursing Association administers 
qualifications such as certified nurse specialist, 
certified nurse and certified nurse administrator.

In 2012, there were 1 373 521 nurses in Japan (both 
registered and practical nurses) and 303 268 doctors, 
resulting in a nurse-to-doctor ratio of 4.53:1.

Technology such as computed tomography (CT) and 
magnetic resonance imaging (MRI) is more common 
in Japan than in other OECD Member countries  
(13, p.87), and this has spawned a number of 
specialized equipment operator classifications such 
as medical radiology technician and orthoptist. Judo 
therapists practise Japanese traditional medicine and 
treat musculoskeletal injuries.

As explained above, certified doctors can become 
specialists by training and obtaining accreditation 
from the relevant professional association. Combined 
with the freedom given to doctors to set up their own 
practices, this can potentially cause imbalances in the 
different departments. The triennial Survey of Medical 
Institutions conducted by MHLW (most recently in 
2013) has found the number of medical facilities 
with surgical and paediatric departments to be on the 
decline, while an independent survey by the Japan 
Medical Association in 2011 identified shortages of 
doctors in emergency departments, obstetrics and 
gynaecology, internal medicine and anaesthesia.3 
MHLW is working on financial assistance packages 
for hospitals along with other strategies to address 
shortages in emergency, gynaecology and paediatrics.

3 Addressing doctor shortages and imbalances in the 
departments by improving the working condition (including 
overwork) for hospital doctors. Japan Medical Association, 
2011
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3. Health professions education

3.1 Health professions education governance

Training for health-care professionals can be broadly 
divided into tertiary education and professional 
development. This section describes tertiary 
education, while professional development is 
covered in Section 3.5 on in-service and continuing 
professional education.

There is a wide range of tertiary courses geared 
towards accreditation and qualification of health 
professionals. The course length and availability 
depends on the type of course. By law, a prerequisite 
for the national examination of doctors (Figure 13), 
dentists or pharmacists is a minimum of six years of 
study at university after graduation from senior high 
school. Since 2004, graduates who have passed the 
National Medical Practitioners Qualifying Examination 
are also required to complete two years of clinical 
training to develop skills in primary care, irrespective 
of any future plans for specialization. Under the 
matching system, graduates can choose to go to a 
university hospital or an MHLW-designated hospital. 
The training programmes are designed by the 
hospitals, but they must contain at least a six-month 
rotation in internal medicine and at least three months 
in the emergency department. 

Nurses can obtain qualifications by completing 
a three-year programme at a senior high school 
(including specialist courses), at an advanced 
vocational school, at a junior college or at a university  
(Figure 14). Nursing universities are becoming 
increasingly common in Japan, and, as a result, around 
30% of employed nurses are university educated.

Public health nurses and midwives can either 
complete the relevant four-year university course or 
take a supplementary course (usually one year) on 
top of standard nursing accreditation (Figure 14). 
Practical nurses must complete two years of study at 
a vocational school or equivalent.

Other specializations such as physical therapy, 
occupational therapy and orthoptics generally require 
at least three years of specialist study. 

The curriculum for medicine, nursing and specialist 
studies such as physical therapy and occupational 
therapy normally consists of a combination of lectures, 
workshops and practical sessions. Timetabling of 
subjects and practical sessions is predicated on either 
the core curriculum (for medicine) or Designated Rule 
for Public Health Nursing, Midwifery and Nursing 
School and Training School (the designated curriculum 
and facility regulations for nursing). 

For jobs that do not require national certification, such 
as administrative positions, there are many courses 
available at institutions such as vocational schools as 
well as certification schemes administered by industry 
associations. 

Some qualifications can be obtained by various study 
options, including senior high school, vocational 
school, junior college, university, night school and 
distance education options. The choice of institution 
will depend on individual circumstances and other 
commitments such as employment or family duties.

Figure 13. Undergraduate studies and postgraduate clinical training for doctors
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Figure 14. Undergraduate studies for nurses
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and junior colleges

Midwifery
course

3
 y

e
a
rs

 +

1
 y

e
a
r +

Public health  
nurse course

Source: Based on statistics supplied by the Nursing Division, Ministry of Health, Labour and Welfare.

3.2 Capacities of health professions education institutions

Japan has 4571 approved educational institutions that are permitted by the Ministry of Education, Culture, 
Sports, Science and Technology (MEXT) and MHLW to offer training courses for health-care professions. Of these, 
1070 (18.6%) are public, 2751 (46.5%) are private and the remaining 32.9% are of unknown status. Private 
training schools tend to be more common across all academic disciplines with the sole exception of medicine. 
This is particularly true in nursing, health sciences (which includes dental hygienists, for instance) and traditional 
therapies, where private schools outnumber public schools by more than two to one (see Table 12).

According to the 2013 School Basic Survey by MEXT (19), the number of students per teacher by university 
department is 1.4 in medicine, 0.8 in dentistry, 3.7 in pharmacy and 8.0 in nursing. These calculations include 
instructors belonging to other departments such as medical, pharmaceutical, health sciences and pharmacology 
as well as instructors employed at affiliated university hospitals.
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Table 12. Training institutions by type

Type of training 
institution

Number and type 
of ownership Total a

Public Private

Medicine 51 29 80

 - Doctoral 51 29 80

Dentistry 12 15 27

- Doctoral 12 15 27

Pharmacy 17 56 73

- Doctoral 17 45 62

Nursing 330 678 1008

- Master b 85 64 149

- Doctoral b 50 24 74

Practical nurses 14 221 235

Public health  
nurses c 5 13 18

Midwives c 17 26 43

Medical radiology 
technicians

15 31 46

Dental hygienists 23 183 206

Physical therapists 25 251 276

Occupational  
therapists

21 169 190

Medical and  
pathology laboratory 
technicians

4 163 167

Orthoptists 0 35 35

Prosthetists 1 10 11

Health information 
managers

- -
75

Nutritionists d - - 135

Dieticians d - - 147

Other health support 
staff e 320 694 1,407

Traditional medicine 
practitioners f 269 544 813

Emergency and  
critical care

13 38 51

Other health  
support g 38 112 543

TOTAL h 1070 2751 4571

a  Subtotals include organizations with unknown status and  

 therefore may be higher than the combined public + private  

 total.
b  Data from Ministry of Education, Culture, Sports, Science  

 and Technology (20).
c  Vo c a t i o n a l  s c h o o l s  a n d  t r a i n i n g  i n s t i t u t i o n s  

 approved by Ministry of Health, Labour and Welfare  

 (Note: Four-year university courses for public health  

 nurses and midwives are included in figures for nurse  

 training institutions).
d  Data from National Association of Nutritionist Training  

 Institutes website (December 2014). 
e Data from websites of regional bureaus of health and  

 welfare and the Foundation of the Japanese Certification  

 Board for Clinical Psychologists (December 2014). 
f  National certification scheme for massage and finger  

 p re s s u re  t h e r a p i s t s ,  a c u p u n c t u re  t h e r a p i s t s ,  

 moxacauterization therapists and judo therapists.
g  Certified social workers, psychiatric social workers and  

 clinical psychotherapists.
h  All courses at all institutions.  

Source: Ministry of Education, Culture, Sports, Science and 

Technology (21).

3.3 Admission and selection of students

In Japan, health-care training institutions regulate their 
own intake numbers except in the case of doctors, 
where MHLW dictates the intake based on supply-and-
demand estimates.

The institutions use a variety of criteria to screen 
prospective students. Although entrance examinations 
are common, testing formats and pass/fail criteria can 
differ between schools and faculties.

As Table 13 shows, annual enrolments in health-care 
training courses have risen from 127 776 in 2009 to 
133 165, an increase of 6.7% over three years. 

There are no data on the number of students who 
fail to complete their courses, but a comparison of 
enrollees and graduates (Table 14) would suggest that 
around 20% of students fail to graduate. Broken down 
by category, around 10% of medical students, less than 
20% of nursing and midwifery students, and 20–30% 
of students in other professions fail to graduate.
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Table 13. Number of enrolments in health professions education by year (2009–2012)

Health professional categories
Number of enrolments

 2009 2010  2011  2012

Doctors/Medical practitioners 8223 8532 8520 8606

Nurses a 69 016 72 215 71 853 72 426

Public health nurses 1252 1302 1240 1062 b

Midwives 1278 1462 1520 1505 b

Dentists 2383 2172 2115 2260

Pharmacists 12 843 12 631 12 621 12 969

Dental hygienists 6736 7112 7314 7430

Clinical laboratory technicians 1364 1544 1352 1424

Nutritionists 2297 2721 2849 2939

Medical radiology technicians 769 859 927 905

Physical therapist/Occupational therapists 9701 10 515 11 118 11 088

Other health support staff (skilled) 11 914 12 418 12 477 13 118

- Traditional medicine practitioners 9880 9816 10 197 10 462

- Social workers 2034 2602 2280 2656

TOTAL 127 776 133 483 133 906 133 165

a Data from Ministry of Health, Labour and Welfare (22). 
b University applicants not included in “midwives” and “public health nurses” categories. 

Source: Ministry of Education, Culture, Sports, Science and Technology (19). 

Table 14. Graduates from health-care training courses (2009–2012)

Health professional categories
Number of graduates

 2009 2010  2011  2012

Doctors/Medical practitioners 7561 7619 7631 7501

Nurses a 57 529 59 014 59 629 60 508

Public health nurses b 975 784 825 908

Midwives c 1055 1194 1427 1422

Dentists 2539 2359 2423 2328

Pharmacists 11 896 3846 1365 9912

Dental hygienists 5928 5971 3896 6063

Clinical laboratory technicians 1290 995 979 1089

Nutritionists 2232 2060 2520 2358

Medical radiology technicians 629 604 541 675

Physical therapist / Occupational therapists 9163 9123 8284 8229

Other health support staff (skilled) 11 318 10 863 10 720 10 739

- Traditional medicine practitioners 8893 8776 8284 8458

- Social workers 2425 2087 2436 2281

TOTAL 112 115 104 432 100 240 109 397

a Data from Ministry of Health, Labour and Welfare (22). 
b Number of public health nurse graduates granted accreditation: 11 357 in 2009, 12 717 in 2010, 13 748 in 2011, 14 528 in  

 2012 (from national public health nurse examination results).
c Number of midwife graduates granted accreditation: 1709 in 2009, 1896 in 2010, 2097 in 2011, 2064 in 2012 (from national  

 midwifery examination results). 
Source: Ministry of Education, Culture, Sports, Science and Technology (19).
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3.4 Regulation and accreditation of health 
professions education institutions

Undergraduate training of health-care professionals 
has two aspects: to educate students in the school 
and to equip students with the necessary knowledge 
and expertise to be health professionals. In most 
cases, training institutions offer courses in MHLW-
licensed health-care vocations. Medical schools, 
however, are subject to the provisions of the relevant 
licensing laws and the associated restrictions placed 
on training institutions, in addition to the provisions of 
the School Education Law that apply to all educational 
institutions.

The School Education Law and accompanying 
establishment standards for schools, which come 
under the jurisdiction of MEXT, prescribe aspects 
such as the purpose of the institution, entrance 
requirements, course length, staff and student 
numbers, required expertise of teaching staff, course 
fees and conditions for establishers. Meanwhile, 
legislation governing vocational qualifications and 
regulations applicable to training institutes, which 
come under the jurisdiction of MHLW, list courses 
required for national accreditation.

Curriculum development for medical and dental 
faculties is based on a core curriculum designed by 
a committee of academics mainly from universities. 
The core curriculum is presented as a set of teaching 
and learning guidelines that set out minimum 
requirements for licensing qualifications. Universities 
can then modify the core curriculum to fit their 
particular needs. MEXT and MHLW also have their own 
committees that examine the core curriculum in light 
of evolving health-care needs and other changes in 
society. Input from these committees is incorporated 
into periodical reviews of the core curriculum. 
Universities that offer training courses for health-
care professionals are, like all universities, required 
by law to submit to an external assessment by MEXT-
approved evaluation agency at least once every seven 
years, as well as evaluation by the Japan University 
Accreditation Association to determine whether 
accreditation will be extended.

3.5 In-service and continuing professional 
education

Health-care professionals in employment, particularly 
those who are just starting out, can benefit from 
in-service training programmes and tailored curricula 
offered by a range of institutions.

As mentioned above, new graduates who have 
successfully passed the national license examination 
are required to undergo a period of initial clinical 
training (no less than one year for dentists or two 
years for doctors) at either a university hospital or an 
MHLW-designated training hospital. Costs are covered 
by MHLW through grants and subsidies. Hospitals are 
permitted to design their own training programmes 
(including pass/fail criteria), but ultimately the 
programmes must be approved by MHLW. The 
hospitals are given responsibility for the final decision 
about pass standards, and successful trainees are 
granted certificates of completion.4

In terms of in-service professional development for 
doctors and dentists, medium to large hospitals often 
provide further opportunities for practical training for 
up to three years after the mandatory clinical training 
in a specialized department. Industry associations and 
groups also provide specialist certification schemes 
that effectively function as professional development.

For nurses, legislative amendments introduced in 2010 
require newly employed nurses to actively seek out 
training opportunities. MHLW has released guidelines 
on training for new nurses, and it offers subsidies 
to hospitals that provide training programmes that 
meet the criteria. Nurses with at least five years of 
work experience can enhance their skills through 
administrator training programmes and advanced 
courses in cancer and diabetes management. And as 
mentioned above, the Japanese Nursing Association 
operates a certification scheme with training in 
specialized fields.  

For many years now, the Institute of Public Health 
(established in 1938) and the National Institute of 
Health Services Management (1949) have provided a 
range of development programmes for public health 
professionals at medical facilities in regional areas, in 
conjunction with local governments and regional core 
hospitals. In 2002, these two bodies merged to form 
the National Institute of Public Health (NIPH), which now 
provides a wide variety of free training programmes 
in health care, medical services, environmental health 
and social welfare, primarily for the benefit of local 
government workers. Approximately 2500 health 
workers participate in these training programmes 
annually. The national Government augments the 
work of the prefectures by providing leadership 
training programmes at the NIPH with a strong 
focus on general planning and coordination skills. 

4 Notification of enforcement of ordinance by MHLW on clinical 
resident training system provided in Article 16-2, Section 1 
of the Medical Practitioners Law (http://www.mhlw.go.jp/
topics/bukyoku/isei/rinsyo/keii/030818/030818a.html).
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Table 15. Rates of hospitals with adequate staff by occupation category

Regional conforming ratesa

Region Nationwide
Hokkaido 
Tohoku

Kanto
Hokuriku 

Koshinetsu
Tokai Kinki Chugoku Shikoku Kyushu

Doctors 92.5 83.3 96.4 87.7 94.7 96.8 92.4 90.1 93.3

Nurses 99.4 99.4 98.8 99.2 99.9 99.3 99.7 99.6 99.9

Nationwide achievement statusb

Number of hospitals with 
sufficient number of doctors

Number of hospitals with 
sufficient number of doctors

Total

Number of hospitals with sufficient 
number of nurses 7 466 (91.5) 597 (7.3) 8 053 (98.8)

Number of hospitals with 
insufficient number of nurses 80  (1.0) 15 (0.2) 95   (1.2)

Total 7 546 (92.5%) 612 (7.5) 8 158 (100.0)

a  The conforming rate or success rate is the proportion of surveyed hospitals that achieved the standard number of staff.  

 The standard number is the mandatory hospital staffing levels of doctors and nurses as per the Medical Practitioners Law.
b  Parentheses denote proportion (%) relative to total.  

Source: Reproduced by permission of Ministry of Health, Labour and Welfare (9).

4. Human resources for health utilization

4.1 Recruitment

Information on the job market is readily available 
for health-care professionals. Both agencies and 
individuals have access to a variety of Internet-
based employment services and tools such as 
hospital websites, industry groups and recruitment 
consultants, in addition to employment services 
offered by municipal governments and nurses centres 
operated by prefectural governments.  

Local governments and non-profit foundations often 
play an active role in recruitment and placement of 
health-care professionals at public hospitals and in 
regions affected by staffing shortages, as a means of 
reducing regional disparities in access to health-care 
services (23).

4.2 Deployment and distribution policies 
and mechanisms

As described in the preceding section, the recruitment 
process generally involves individuals, institutions and 
regional governments. Meanwhile, MHLW periodically 
conducts staffing surveys to identify shortages and 
regional disparities and also reviews strategies and 
mechanisms designed to improve staff retention rates. 
In this way, the national Government is also working 

to ensure that the health-care sector as a whole is best 
configured to maintain the highest possible standards 
of service delivery. Table 15 takes a closer look at the 
success of hospitals (not including dental hospitals) in 
achieving the standard number of doctors and nurses 
as per the Medical Practitioners Law. 

4.3 Unemployment

Japan has a labour force participation rate of around 
50% (see Table 2), as well as a significant potential 
workforce of qualified health-care professionals 
who are not currently in employment. According to 
estimates released by the Medical Subcommittee of  
the Social Security Council in 2013, approximately 
710 000 licensed nurses and other health professionals 
were not employed at hospitals or other medical 
facilities in 2010. The prefectural nurses centres 
launched a new service on 1 October 2015 whereby 
nurses who have temporarily left employment with 
a view to returning at some point in the future can 
post their contact details in a central databank to be 
contacted when opportunities arise.
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4.4 Employment of health workers in the 
private sector

As stated in Section 1.4 on health-care administration, 
the provisions of the Medical Practitioners Law 
(including staffing standards for doctors and nurses) 
together with remuneration structures for health-care 
professionals help minimize disparities in service 
delivery standards between public and private sector 
institutions.

4.5  Health workforce performance

Minimum staffing levels are designed to ensure 
consistency of service delivery standards across the 
health-care sectors. The Medical Practitioners Law sets 
out standard staffing levels for hospitals and other 
institutions. These form the basis for remuneration 
structures that are designed to accommodate 
fluctuations in staffing levels, therefore ensuring 
adequate levels of financial compensation while 
maintaining service standards across the sectors. 

In addition to the various government-imposed 
requirements, the Japan Council for Quality Health 
Care (JCQHC) provides neutral and unbiased 
evaluations of medical institutions from an academic 
perspective as a means of promoting and enhancing 
service delivery standards in the health-care sectors. 
The JCQHC evaluation rates the hospital in four key 
areas:

 1) hospital philosophy and promotion of patient- 
  centred health care;

 2) safety assurance in medical care;

 3) team approach implementing safe medical care; 
  and

 4) hospital administration.

A hospital that meets the criteria is awarded 
accreditation by JCQHC, and this is used to drive 
performance improvements (24).

5. Financing human resources for health

5.1  Human resources for health expenditure

Wages, salaries and other personnel costs associated 
with health-care professionals account for around half 
of the total expenses incurred by medical institutions, 
and this ratio has changed little over the years 

(Figure 15). However, there is some variation among 
hospitals, clinics, dental clinics and health insurance 
pharmacies. Personnel costs comprise wages and 
transport costs.

Figure 15. Medical fee structure of medical institutions 
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Medical service professionals (doctors, 
dentist, pharmacists, nurses, etc.) 48.1

Drugs 21.9

Medical materials (treatment, food, service, etc.) 6.2

Consignment 5.1

Other expenses (lighting, heating, rent, etc.) 18.7

Total medical expenditure
37 420 billion yen

Medical expenditure per person
292 200 yen

• Estimate based on the results of  
 Estimate of National Medical Care
 Expenditure FY2011 and Survey on  
 Economic Conditions in Health Care
 (June 2011), etc.

Source: Reproduced by permission of Ministry of Health, Labour and Welfare (2).
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5.2  Remuneration to health workers

Table 16 lists average income levels of health-care 
professionals in Japan. Notwithstanding that these 
figures are averaged across all industries, it can be 
seen that there are quite significant variations among 
occupations. Note that these figures represent fixed 
salaries and bonuses and do not include components 
such as overtime. Regular and full-time employees 
commonly earn allowances such as loadings for 
public holidays and evening shifts, housing expenses, 
dependent allowances, transport expenses and 
overtime allowances. 

In 2014, the average income across all industries was 
US$ 5276, while the average income in the health-
care sector was US$ 4067. However, it is important 
to note that doctors earned more than twice as much 
as other health-care workers; the average income for 
health-care workers when doctors were excluded was 
just US$ 2839, which is less than the industry-wide 
average.

Table 16. Average income levels by health profession

Professional category Level
Average monthly salary 

(US$)a

Health professionals 41 4255

Health professionals (incl. unskilled) 42 (3878)

Doctors/Medical practitioners 41 8396

Medical radiology technicians 38 3799

Physical therapists /Occupational therapist 30 2830

Nursing professionals 43 3126

Nursing professionals (incl. uncertified) 43 2748

Nurses 39 3332

Practical Nurses 47 2920

Nurse assistants/nurse aides (uncertified) 44 (1991)

Pharmacists 37 3812

Dentists 33 4084

Dental hygienist 35 2505

Dental technicians 39 3245

Other professionals from other sectors 41 7694

Teachers 44 5151

Lawyers 39 10 236

a Average for all companies of all sizes. 

Source: Ministry of Health, Labour and Welfare (25). 

Wage differentials for doctors between urban and rural 
areas cannot be judged from the averages, given the 
huge discrepancies among prefectures in the actual 
number of doctors available and the number of 
doctors per capita. Given that doctors are employed 
directly by hospitals in Japan and their wages are set 
by the hospitals, the averages do not always represent 
a true average for the region. Local governments and 
hospitals in remote regions are often obliged to offer 
higher wages to recruit doctors, particularly in times 
of acute shortage, which is why doctors in regional 
areas tend to earn more. 

Wages for health-care professionals other than doctors, 
such as nurses (see Figure 16) and occupational 
therapists, tend to be higher in urban areas compared 
to rural areas.



Japan 23

Figure 16. Average monthly wages for nurses and practical nurses by prefecture (facilities with 10 or more employees)
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5.3 Financing health professions education

In 2013, expenditure on education by MEXT, including 
spending on education, culture and science promotion, 
was 1.1% of GDP. MEXT provides subsidies to private 
universities including health professions education 
institutions in order to support their education and 
research activity, including running costs, equipment 
and facility arrangement and tuition for students 
affected by disaster and so on. MHLW also contributes 
to the cost of providing training for health-care 
professionals.

The costs associated with studying to become a 
health-care professional are normally borne by the 
individual. Most universities offer limited scholarship 
schemes, while a government agency known as the 
Japan Student Services Organization (JASSO) offers 
low-interest or interest-free study loans. 

Universities such as Jichi Medical University 
(described earlier), the University of Occupational 
and Environmental Health and the National Defense 
Medical College take a different approach: in exchange 
for scholarship funding, new graduates are required 
to work for a fixed period at an assigned hospital or 
institutions. Thus the scholarship scheme is used as 
a means of guaranteeing staffing levels at hospitals 
without adequate number of doctors. Some hospitals 
also provide non-refundable scholarships for nursing 
courses on the proviso that graduates agree to 
work for a certain number of years at a designated 
institution. Prefectures also provide loans towards 
the cost of nursing courses as a means of improving 
access to education and encouraging nurses to find 
work within the prefecture. 

The cost of health-care training courses varies 
between the public and private sectors, as shown 
in Table 17. The average course cost is ¥ 3 068 160  
(US$ 26 134) at a public institution and ¥ 6 257 733 
(US$ 53 303) at a private institution. In other words, 
private training institutions are twice as expensive. 

The discrepancy is even more pronounced 
in medical courses, which cost on average  
¥ 3 496 800 (US$ 29 785) at a public institution and 

¥ 34 288 305 (US$ 292 064) at a private institution 
nearly 10 times more. The situation is similar 
for dentistry, where average cost is ¥ 3 496 800  
(US$ 29 785) in the public sector compared to ¥ 
28 468 096 (US$ 242 488) in the private sector.

Table 17. Overall tuition of training/education per 
graduate by health profession

Type of training 
institution

Average cost of 
training in  

Japanese yen (¥) Remarks 

Public Private

Medicine 3 496 800 34 288 305 6 years

Dentistry 3 496 800 28 468 096 6 years

Pharmacy 3 496 800 11 188 112 6 years

Nursing 2 425 200 8 057 942 4 years

Midwifery - -

Clinical laboratory/
Medical radiology/
Clinical engineeringa

- 1 406 000
Annual 
average 

Dental hygiene and 
technique a 

- 1 225 000
Annual 
average

Physical therapy/
Occupational 
therapy a 

- 1 720 000
Annual 
average

Traditional  
medicine a,b 

- 1 628 500
Annual 
average

Certified social 
workers a 

- 1 153 000
Annual 
average

Health management 
workers/Skilled 
administrative staff a 

- 1 103 000
Annual 
average

Total average 588 675 2 257 407
Annual 
average

a Data from the Metropolitan Tokyo Professional Institution  

 Association (26).
b National certification scheme for massage and finger pressure  

 therapists, acupuncture therapists, moxacauterization  

 therapists and judo therapists.

Sources: Public training institutions: Ministry of Education, 

Culture, Sports, Science and Technology (27); Private training 

institutions: Ministry of Education, Culture, Sports, Science and 

Technology (28). 
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6.  Governance for human resources for health

6.1  Policies and plans

While Japan does not have an overarching strategy 
or programme for health-care workers, as such, 
most specialist occupations licensed by MHLW are 
governed by dedicated laws covering aspects such as 
qualifications, examinations, delineation of duties and 
penalties. And, as mentioned earlier, there are various 
laws and programmes that provide a solid foundation, 
including laws on staffing levels, mechanisms for 
monitoring supply and demand levels and calculating 
projected estimates, and strategies for addressing 
specific issues in the sector, such as service delivery 
in remote regions.

6.2 Policy development, planning and 
management 

The MHLW Health Policy Bureau develops policy 
proposals on training and education programmes 
in the health-care sector. Policy development and 
monitoring involves regular surveys and advisory 
council meetings coordinated by MHLW.

The Health Policy Bureau is configured in accordance 
with occupational classifications and health-care 
service operational functions. Training programmes 
are overseen by the Medical Administration Division, 
the Dental Health Division and the Nursing Division, 
as well as the Regional Health Care Planning Division, 
which develop regional liaison structures designed 
to improve coordination between health-care 
organizations.

Figure 17. Structure of the Health Policy Bureau, Ministry 
of Health, Labour and Welfare
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6.3  Professional registration

MHLW administers the registration of health-care 
professionals, in conjunction with prefectural 
governments and public health centres, and also 
issues formal certificates to those who have 
successfully passed the national accreditation 
examinations. The certificates are used to register 
and apply for the relevant licenses at prefectural 
governments and public health centres, as per MHLW 
directives (30). Accreditation examinations for nursing 
and certain other vocations are administered by the 
prefectures, which also issue the certificates used for 
license applications. 

Certain vocations (such as medical insurance 
administrator) rely on certification schemes 
administered by industry associations rather than the 
national accreditation examinations (31).
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6.4 Human resources for health information

MHLW conducts surveys and studies to provide a 
statistical basis for policy on education and training 
for health-care workers and service delivery standards 
in the health-care sector, in accordance with the 
relevant laws and regulations.

The statistics are posted on the websites of MHLW (32) 
and the Statistics Bureau of the Ministry of Internal 
Affairs and Communications, and are also published 
in various government publications.

Doctors are required to notify the national Government 
(via their local prefectural government) every two 
years about where they are working and what type 
of work they are doing. This information is used to 
monitor the supply-and-demand balance of doctors 
across the country.

6.5  Health workforce demands

Projected health-care workforce demands in the future, 
according to projections by MHLW (see Table18) 
suggest that a 50–100% increase in the number of 
health-care workers will be needed by 2025 in order 
to maintain the health-care system at 2012 levels.

Table 18. Projections for health workforce demands for 
the coming years

Health 
professional 
categories

2011 2015 2025

Doctors/Medical 
practitioners

290 000
300 000–
310 000

320 000–
340 000

Nurses a

1 410 000
(approx.  

1 500 000)

1 550 000– 
1 630 000

1 950 000– 
2 050 000

Other health-
care workers b 850 000

910 000– 
950 000

1 020 000– 
1 260 000

 
a Figure in parentheses is based on 2011 statistics from the  

 Nursing Division, Health Policy Bureau, Ministry of Health,  

 Labour and Welfare.
b Health-care workers such as pharmacists, occupational  

 therapists, physical therapists, medical social workers,  

 nursing assistants (uncertified) and skilled administrative staff.  

Source: Ministry of Health, Labour and Welfare (35). 

7. Concluding remarks

The national health system in Japan provides universal 
health coverage that allows every citizen to access 
high-quality health care anywhere in the country for 
a minimal contribution. With an integrated health-
care administration encompassing the national, 
prefectural and municipal levels, the system ensures 
that local health-care services are tailored to steadily 
evolving demands on health-care services. The well-
designed health-care system has produced excellent 
health standards in Japan, as evidenced by maternal 
mortality and infant mortality rates and average life 
expectancy figures that are among the best in the 
world. An important factor in this success is Japan’s 
human resources development system, which is 
geared towards ensuring a steady supply of highly 
trained health-care professionals capable of delivering 
services to the expected standards.  

First, in order to ensure that the system is supplied 
with the right numbers of doctors, nurses and other 
workers, the supply-and-demand balance is monitored 
constantly based on the rate of registrations and 
other key statistics. In light of the declining labour 

force in Japan, there are a number of challenges 
to be addressed, particularly the need to prevent 
imbalances between different hospital departments 
and to encourage more women (who constitute the 
majority of health-care professionals) to remain in the 
workforce.  

Second, in terms of retention, it is important to provide 
existing health-care workers with incentives such as 
ongoing professional development opportunities 
as well as initiatives to improve working conditions 
(other than pay levels) in order to boost retention 
levels in the sector. The overall aim is to create a 
system that accommodates health-care professionals 
at all stages of their careers and allows flexibility to 
change positions and employers. In remote areas in 
particular, government initiatives are augmented with 
a range of formal and informal strategies designed 
to ensure the stability and constancy of staffing 
levels, such as university scholarships and graduate 
placement schemes. 
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Third, in order to ensure the quality of health-care 
professionals, professional standards in the health-
care industry are mandated by a collection of laws 
covering different fields of specialization. Collectively 
known as the Mibunho, these laws set out minimum 
requirements for 24 different vocations in areas 
such as job description, qualifications, tests and 
examinations, university education and ongoing 
professional development. In addition, laws such as 
the Medical Practitioners Law operate in conjunction 
with the Mibunho in prescribing professional standards 
for health-care workers and minimum standards for 
the delivery of health-care services across the system 
as a whole. 

Japan today boasts a sophisticated health-care system 
designed to produce highly trained professionals and 
maintain high standards of service delivery, but this 
has resulted in the Japanese population ageing at 
an unprecedented rate in global terms. Meanwhile, 
societal changes in household structures, lifestyles 
and aspirations, coupled with increasingly exacting 
expectations of the health system among consumers, 
are creating new challenges for the health-care sector 
in both qualitative and quantitative terms.



Human Resources for Health Country Profiles28

Annex 1. Human resources for long-term care

With a declining birth rate and an ageing population, 
as well as a rapid increase in social security expenses, 
Japan must continually review its system for long-term 
care services provision. This includes review of the 
health workforce and their roles in the provision of 
long-term care through multidisciplinary coordinated 
approaches. Under these circumstances, Japan has 
superseded other countries in the development of 
systems for long-term care workers and their training 
and education. 

This annex introduces the structures of the human 
resources development system with reference to long-
term care in Japan, where population ageing has been 
accelerated.

1. Long-term care insurance system

In 2000, Japan introduced the long-term care 
insurance system to address the environmental 
changes surrounding families who have been 
traditionally supporting older people in need of long-
term care. Further, the growing need for long-term 
care was evidenced by an increase in the number of 
older people requiring long-term care, expansion of 
nuclear families, and growing number of ageing family 

caregivers. The long-term care insurance system was 
established to build a mechanism of support for the 
provision of care to older people, by the society as a 
whole. 

The main features of the long-term care insurance 
system are: 1) support for older people to lead a 
self-reliant life by overcoming the need for nursing,  
and 2) offering of user-centric, diverse services from 
which users can select, and adoption of a social 
insurance scheme where the municipality is an insurer  
(see Figure A1).

Among the population aged 65 years and older, and 
those aged between 40 and 64 years who are suffering 
from diseases caused by ageing, the beneficiaries 
of long-term care insurance are only those who are 
determined to require long-term care or support. The 
municipality investigates and certifies if a person is in 
need of care or support, which is later approved by 
the Committee for Certification of Need. The levels 
of need for support or care are described in terms 
of two or five categories, depending on the mental 
and physical conditions, respectively. Finally, for each 
level, services and the upper limit of benefits are 
specified.
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Figure A1. Mechanisms of the long-term care insurance system 

Municipalities, etc. (Insurers)

Finance Stabilizing  
Funds

Taxes  
50%

Premiums 
50%

Subscribers
(Insured persons)

Certified as requiring
long-term care

Primary insured persons
• Aged 65 or older

Secondary insured persons
• Aged 40-64

12.5%

12.5%(*)

21% 29%

25%(*)

Municipalities Prefectures

* The State and Prefectures bear 20% and 
17.5% respectively of cost to pay the  

benefits for facilities, etc.

Premiums

In principle, deducted 
from pensions

National Health Insurance/
Health Insurance Society, etc.

(30.94 million people)

(FY2012~FY2014)

(Note) The number of primary insured persons (aged 65 or older) is based on the “Report on Situation of Long-term Care Insurance Services in “FY2012”, and is current 
as of the end of fiscal 2012. The number of secondary insured persons (aged 40-64) is based on the reports of health care insurers used by the Health Insurance Claims 
Review and Reimbursement Services to determine the amount of long-term care benefits to be paid to the insurers, and is the monthly average of FY2012.

(42.75 million people)

10% copayment

Housing & meal expenses
Services

* These rates are determined based on the 
percentages of respective categories of insured

persons in the total population

Long-term
care fees

(90%)

Claim benefits

Service Providers
• In-home services
	 ▸	Home-visit	long-term	care
	 ▸	Outpatient	day	long-term	care,	etc.
 
• Community-based services
	 ▸	Regular/as	needed	home-visit	 
	 	 long-term	care
	 ▸	Communal	daily	long-term	care	for	 
	 	 dementia	patients,	etc.

• Facility services
	 ▸	Regular/as	needed	home-visit	 
	 	 long-term	care
	 ▸	Communal	daily	long-term	care	for	 
	 	 dementia	patients,	etc.

State

Municipalities and
others collect premiums

from individuals

Nationally pooled
(lump-sum payment)

Source: Ministry of Health, Labor and Welfare website.

2. Human resources for long-term care

In Japan, care workers, post-induction trainers 
and long-term care support specialists (or “care 
managers”) are the key human resources in the long-
term care system. Out of these, the care worker, which 
is a national qualification, uses his/her expertise 
and technical skills to provide care to persons who 
have difficulty in daily life, according to their mental 
and physical conditions. Additionally, they provide 
guidance to the person receiving the care and their 
caregivers. The care manager coordinates with the 
service provider to ensure that the person in need 
of long-term care or support receives the services 
required according to their mental and physical 
conditions. Further, the care worker is certified as a 
long-term care support specialist equipped with the 
expertise and technical skills required to assist people 
to lead a self-reliant life. The specific duties of care 
workers and post-induction trainers include provision 
of support for bathing, excretion and consumption 
of meals, general daily life care, cleaning, laundry, 
and cooking. The care manager provides care 
management for individual elderly persons, which 
includes assessment, development and monitoring 
of service planning, as well as coordination with the 
service providers and medical institutions. The quality 
and content of services provided to an older person 
are determined by a care plan developed by the care 

manager based on the physical and mental conditions 
and patient requests. 

3. Human resources development in  
long-term care

To become a Certified Care Worker, persons who 
have completed the care worker course in schools 
designated by the Ministry of Health, Labour and 
Welfare (MHLW) or training facilities designated by the 
prefectural governors, and health-care workers with 
over three years of experience in long-term care, must 
pass the national examination for the Certified Care 
Worker and register (see Figure A2).

In addition, although not a national qualification, the 
beginners’ training is provided for persons who intend 
to engage in long-term care, to help them acquire 
the knowledge and skills required for the provision 
of long-term care. While the beginners’ training 
curriculum and other systems are guided by MHLW, the 
training itself is implemented for a total of 130 hours 
(lectures and exercises) by the training institutions 
designated by each prefectural government.

To become a long-term care specialist (care manager), 
people who either 1) have more than five years of 
work experience as a health-care professional (doctor, 
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dentist, pharmacist, nurse, care worker or other 
national qualification) or 2) have more than 10 years 
of work experience in long-term care must attend 
the practice externship and pass the examination 
to complete the practical training course for care 
managers, organized by the prefectural governor. 

The candidates are then eligible for registration by the 
respective prefectural government and may request 
the issuance of the certificate for long-term care 
specialists. It should be noted that the certification 
needs to be renewed every five years.

Figure A2. Educational pathway for a care worker 

Register as a Certified Care Worker

National Examination for Certified Care Workers

Training facilities 
for care workers 
(over two years)

High school with 
human services 

curricular, or other such 
programmes

Nine months' 
practical experience

Three years' 
practical experience

(As of 31 March, 2015)

High school with 
special curricular or 

other such programmes

* For one-year courses, 
enrol after completing 

courses at social welfare 
colleges, vocational facili-
ties for social workers and 

nursery teachers, etc.

Table AI. Number of care workers and breakdown

Total number of care 
workers

Qualified by the national 
examination

Graduated from training 
facilities 

2014 1 279 792 965 846 313 946

Source: Annual Health, Labour and Welfar Report, 2014.
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Annex 2. OECD definition of rural areas

The Organisation for Economic Co-operation and 
Development (OECD) has recently developed a simple 
definition of rural areas for the purpose of making 
international comparisons of rural conditions and 
trends, which has proved useful despite the great 
differences in rural problems, perspectives and policies 
at the national level. The definition distinguishes 
two hierarchical levels of territorial unit: local and 
regional. At the local community level, OECD identifies 
rural areas as communities with a population density 
below 150 inhabitants per square kilometre. At the 
regional level, OECD distinguishes larger functional 
or administrative units by their degree of rurality, 
depending on what share of the region’s population 
lives in rural communities. 

To facilitate analysis, regions are then grouped into 
three types:

1) Predominantly rural regions: over 50% of the  
 population living in rural communities

2)  Significantly rural regions: 15–50% of the 
population living in rural communities

3)  Predominantly urban regions: less than 15% of the 
population living in rural communities.

The Western Pacific Country Health Information 
Profiles (CHIPS), published by the World Health 
Organization Regional Office for the Western Pacific 
in 2011 used the following definitions of rural and 
urban health-care workers:

 ● Urban health-care workers: Those working in urban 
areas or in planned metropolitan communities in 
developed areas designed to be self-sufficient, 
with their own housing, education, commerce and 
recreation.

 ● Rural health-care workers: Those working in rural 
areas or in areas outside cities and metropolitan 
areas generally regarded as underdeveloped in 
terms of infrastructure and specialized services.
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Annex 3. International Standard Classification 
of Occupations (ISCO 2008)

Japan’s Ministry of Health, Labour and Welfare uses the International Standard Classification of Occupations (ISCO 
2008) to establish post titles for its health professionals.

Health professional 
group/cadre

Post title Skilled Unskilled

Generalist medical 
practitioners

Doctor √

General Practitioner √

Medical Intern √

Medical Officer √

Senior Physician √

Specialist medical 
practitioners

Anaesthetist Registrar √

Doctor Specialist √

Gynaecologist/Obstetrician √

Internal Medicine √

Junior Registrar √

Pathology Officer √

Registrar √

Resident Obstetrician/Gynaecologist √

Resident Paediatrician/Senior Obstetrician & Gynaecologist √

Surgeon √

Advanced practice nurses
Nurse Anaesthetist √

Nurse Practitioner √

Graduate/registered/ 
professional nurses

General Nurse √

Mother and Child Health Mobile Team Nurse √

Nurse √

Nurse in Charge √

Senior Nurse √

Midwives

General Midwife √

Midwife √

Senior Midwife √

Nurse aides/nurse 
assistants

Nurse Aide √

Senior Nurse Aide √

Dentists
Dentist √

Senior Dentist √
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Health professional 
group/cadre

Post title Skilled Unskilled

Dental technicians and 
assistants

Dental Assistant √

Dental Clerk √

Dental Nurse √

Dental Nurse Aide √

Dental Therapist √

Senior Dental Therapist √

Pharmacists

Assistant Health Pharmacist √

Health Pharmacist √

Pharmacist √

Principal Pharmacist √

Vila Central Hospital (Vanuatu) Pharmacist/Manager √

Pharmaceutical 
technicians and assistants

Dispenser √

Health Dept P Scale √

Pharmacy Dispenser √

Stock Officer √

Storekeeper/Dispenser √

Medical imaging and 
therapeutic equipment 
technicians

Assistant Radiographer √

Principal Radiographer √

Radiographer √

X-Ray Technician √

Medical and pathology 
laboratory technicians

Assistant Laboratory Officer √

Assistant Medical Laboratory Technician √

Lab Officer √

Lab Technician √

Lab Trainee √

Microscopist √

Senior Laboratory Officer √

Physiotherapists
Junior Physiotherapist √

Manager Rehabilitation/Physiotherapist √

Nutritionists and 
dieticians

Food Demonstrator √

Village Health Worker Educator/Dietician √

Biomedical engineers Biomedical Engineer √

Medical and dental 
prosthetic technicians

Orthotist √
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Health professional 
group/cadre

Post title Skilled Unskilled

Environmental and 
occupational health and 
hygiene professionals

Assistant Environmental Health Officer √

Assistant Malaria & VBD Officer √

Elimination Officer √

Entomologist √

Environmental Health Officer √

Field Officer √

Health and Inspection Programme Officer √

Health Standards, Environmental Health & Inspections 
Officer 

√

Sanitation Officer √

Senior Environmental Health Officer √

Surveillance Officer √

TB Assistant √

TB/LEP Programme Assistant Coordinator √

TB/LEP Programme Coordinator √

Tuberculosis/Leprosy Officer √

Health associate 
professionals not 
elsewhere specified

Health Promotion Assistant √

Health Promotion Officer √

Health Promotion Volunteer √

HIV & AIDS Volunteer √

Physiotherapy Aide √
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Health professional 
group/cadre

Post title Skilled Unskilled

Non-health professionals 
not elsewhere classified

Accountant √

Assets Officer √

Assistant Accounts Clerk √

Assistant Finance Officer √

Assistant Planning Analyst √

Basic Nursing Educator √

Budget Control Development Manager and Accountant √

Case Management Nursing Officer √

Case Management Officer √

Community Mobilization Officer √

Contracts Officer √

Finance and Accounting Manager √

Finance and Administration Support Manager √

Finance Officer √

Graphic Artist/IEC Development officer √

HIV Officer √

Human Resources Officer √

Information Officer √

Infrastructure Manager √

Internal Auditor √

IT Assistant √

Logistics Officer √

Nurse Tutor √

PCF – Finance Officer √

Principle VHTI √

Senior Accounts Clerk √

Senior Basic Nursing Educator √

Senior Clinical Nursing Educator √

Senior HRO √

Senior Midwife Educator √

Statistician √

Village Health Worker Educator √

Volunteer JICA (VCH) √
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Health professional 
group/cadre

Post title Skilled Unskilled

Non-health technicians 
and associate 
professionals not 
elsewhere classified

Computer Technician √

HIS Officer √

IT Support Manager/Computer technician √

Librarian √

Health service managers

Deputy Manager √

Director √

Director, SHC √

Expanded Programme on Immunization Coordinator √

Executive Officer √

Family Planning/Midwifery Coordinator √

Hospital Manager Vila Central Hospital √

Manager, Health Promotion √

Health management 
personnel not elsewhere 
classified

ARI/CDD Coordinator √

Assist Human Resource Development Manager √

Assistant Manager CMS √

Assistant Provincial Malaria Supervisor √

CMS Manager √

Cold Chain Manager √

Community Health Manager √

Coordinator √

Health Information System Manager √

In service Coordinator √

Malaria and Other Vector Borne Diseases Supervisor √

Manager, Health Standards and Environment √

Manager, Malaria and Vector Borne Diseases √

Medical Services Manager √

Nursing Manager √

Nursing Services Manager √

Nursing Services Manager – Northern District Hospital √

OIC Out-Patient Department √

Rehabilitation Manager √

Senior Health Projects and Donor Coordination Officer √

Tuberculosis/Leprosy Supervisor √

Community health 
workers

Village Health Worker √

Traditional and 
complementary medicine 
associate professionals

Acupunctulist √

Personal care workers 
in health services not 
elsewhere classified

Porter √
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Health professional 
group/cadre

Post title Skilled Unskilled

Service and sales workers

Offset Printer √

PCF – Cashier √

Store Assistant √

Supply Chain Manager √

Supply Officer (Pharmacy) √

Clerical support worker

Administration Officer √

Assistant HR and Administrative Officer √

Assistant Secretary √

Clerk/Typist √

Data Entry Clerk √

Executive Secretary √

Filing Clerk √

Office Secretary √

Out-Patient Department Filing Clerk √

Outpatient Department Clerk √

Receptionist  √

Secretary √

Secretary Typist √

Senior Clerk – Out-Patient Department √

Senior Secretary Typist √

Statistics Officer/Filing Clerk √

Domestic and ancillary 
support workers

Assistant Cook √

Carpenter √

Chef √

Cleaner  √

Cleaning and Laundry Supervisor √

Cook √

Driver √

Electrician √

Gardener √

Groundsman √

Handyman √

Kitchen Supervisor √

Laundress  √

Maintenance Manager/Supervisor √

Maintenance Officer √

Plumber  √

Senior Cook √

Senior Laundress √

Sewage Plant Officer √

Switchboard Operator √

Tailor √

Vila Central Hospital (Vanuatu) Cashier √

Source: International Labour Organization, 2008.
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