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Abstract: The Ministry of Health, Labor, and Welfare of Japan recommends that an occupational 
physician (OP) play an important role in implementing the stress-check program since 2015. This 
study aimed to compare the activities and encountered difficulties of Japanese part-time OPs in 
2008 and 2016, and to investigate the effects of the stress-check program. Questionnaires were sent 
via mail to 946 part-time OPs in Kyoto prefecture in 2016. Completed questionnaires were returned 
by 181 OPs who were private practitioners or physicians in hospitals, and served as OPs on a part-
time basis. In 2016, OPs utilized long hours for activities related to general health examination 
and to stress-check. Hours for specific health examination, health and hygiene education, health 
promotion activity, development of a comfortable workplace, and guidance of workers on sick leave 
reduced from 2008 to 2016. A total of 62% OPs frequently encountered difficulties in the stress-
check-related activities in 2016. Many OPs also reported difficulties in the mental health care and 
the prevention of health hazard due to overwork both in 2008 and 2016. Enforcement of the stress-
check program in 2015 changed the activities of part-time OPs in Japan. OPs should be given op-
portunities to gain more information in this area.

Key words: Difficulties in occupational health service, Enterprise size, Japan, Part-time, Occupational 
physician, Stress-check program

Introduction

Occupational physicians (OPs) in Japan are responsible 
not only for the maintenance of the health of employees 
through regular health examinations, health guidance and 
consultation, but also for the maintenance and manage-
ment of work conditions and the work environments. The 

responsibility of OPs also includes contribution to the 
prevention of overwork and mental health problems1). The 
overwork and mental health are especially important be-
cause cases of mental ill health possibly due to overwork 
are increasing and currently represent a pressing problem 
in Japan2, 3).

The Japan Society for Occupational Health (JSOH) 
provides course to train up specialist occupational physi-
cians (OPs), but the number of JSOH-qualified OPs is still 
limited4). Thus, a majority of OPs in Japan are trained by 
the Japan Medical Association (JMA) through its training 
course5); according to JMA statistics, such certifications 
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were given to 99,170 doctors in 2018 and earlier6).
Of the JMA-certified OPs, 40% were private practitio-

ners and 57% were based in hospitals6), and mostly served 
on a part-time basis (to be called part-time OPs in this 
article). As their large number suggests, the JMA-certified 
part-time OPs are indeed core forces in occupational health 
services (OHS), especially in small- (with <50 employees) 
and medium-scale (with 50 to 999 employees) enterprises. 
The number of currently active JSOH-qualified OPs is es-
timated to be about 6684); these OPs mostly serve in large-
scale (with ≥1,000 employees) enterprises or occupational 
health organizations, or have their own independent of-
fices on a full-time basis (to be called specialist OPs); OPs 
who serve in large-scale enterprises or occupational health 
organizations are not always JSOH-qualified but they are 
very much specialized through practice.

A nation-wide survey conducted by the Ministry of 
Health, Labour and Welfare, Japan7) revealed that 86.0% 
of enterprises with ≥50 employees had OPs (either with 
a full-time or part-time contract). As expected, the per-
centage was higher (99.4%) for enterprises with ≥1,000 
employees and lower (79.9%) for enterprises with 50 to 
99 employees. The percentage for even smaller enterprises 
(so-called micro-enterprises) is not known as there was no 
legal stipulation that the micro-enterprises have OPs.

Reports on the activities and job demand of OPs have 
been published by several research groups8–15) as well as 
by a number of regional occupational health promotion 
centers16–18). Nevertheless, there are no currently available 
reports on the difficulties experienced by private clinic- 
or hospital-based part-time OPs in their daily OHS or that 
evaluate the time spent by OPs in various OHS activities 
except for Moriguchi et al19).

In 2015, the Ministry of Health, Labour and Welfare 
(MHLW), Japan launched the Stress Check Program (SC) 
that makes annual questionnaire survey to screen employ-
ees with high psychosocial stress in all workplaces with 50 
or more employees20). The following two components of 
SC are enforced: (1) decreasing the risk of mental health 
problems through annual survey results to employees, and 
(2) prevention of mental health problems by screening 
high-risk employees and giving them an opportunity to 
consult with a physician. The MHLW recommends that 
this consultation should be conducted by an OP of the 
workplace. The MHLW also recommends that OPs should 
be in charge of planning of SC in enterprises and evalu-
ation of their results. Therefore the load of OPs might be 
increased by enforcement of SC.

The purpose of the present study was to characterize 

the OHS performed by active part-time OPs in Kyoto 
Prefecture, Japan after the enforcement of SC. The survey 
focused on the current and desired length of time spent 
by OPs in major OHS activities. The survey targets were 
further extended to identify difficulties the OPs had en-
countered during their OHS. The results of the survey on 
part-time OPs in 2016 were compared with the findings on 
part-time OPs in 2008 to investigate the effects of SC19).

Materials and Methods

For the questionnaire survey, the List of OPs prepared 
by the Kyoto Medical Association, Kyoto, Japan was em-
ployed. The list was continually up-dated by the Associa-
tion taking advantage of additional available information 
for effectiveness of communication with the OPs. In 2016, 
the list contained the names and postal addresses of 946 
OPs.

The questionnaires (in Japanese; for details, see Ap-
pendix quoted from Moriguchi et al.19)) was sent by mail 
to the 946 OPs in the registry early in October, 2016. The 
completed questionnaires were collected at the end of No-
vember. Responses were received from 363 OPs (response 
rate: 38%); of these, 139 physicians stated that they were 
no longer active as OPs. Thus, the usable answers (exclud-
ing those from 34 cases of industrial health organization-
based specialist OPs and 9 invalid answers) were obtained 
from 181 OPs (50% of the 363 respondents, or 19% 
of the original 946 mail addressees), who were either 
private clinic-based or hospital-based (131 and 50 OPs, 
respectively). The present analyses were conducted based 
on the 181 effective answers. The data of the study were 
compared with the data of similar survey implemented in 
200819), if necessary.

To compare the current and desired hours for each 
service field of OPs, the database of the subjects who 
answered both current and desired hours was conducted 
(n=102). The database was applied to Table 4, as to be 
discussed later.

With regard to the enterprises served, a single enterprise 
may, depending on its scale, have more than one business 
office or production plant, e.g., a head office and several 
production plants. In the present study, both offices and 
plants are referred to as ‘plants’.

A normal distribution of the data was assumed, and the 
arithmetic mean (AM) and arithmetic standard deviation 
(ASD) of the data were calculated. However, because a 
normal distribution of the data was not always confirmed, 
Mann-Whitney test and Wilcoxon test were employed to 
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detect possible difference. The χ2 test was also applied 
when appropriate. For evaluation of statistical significance, 
p<0.05 was employed as the cut-off point.

The research procedures were approved the board meet-
ing of Kyoto Medical Association. As mentioned above, 
the questionnaires were sent by mail to the OPs from the 
Kyoto Medical Association. Participants were informed in 
advance that their participation was voluntary and that all 
information provided would handle confidentially. Only 
those who consented to participate answered the question-
naire. The questionnaire was conducted as an anonymous 
self-administrated style. No respondent could not be iden-
tified based on the presented procedure.

Results

Demographic and other characteristics of the 86 active 
OPs in 2008 and 181 active OPs in 2016

Of the 181 OPs in 2016 who completed the question-

naires, 153 and 23 (87 and 13%) were men and women, 
respectively; genders were not made clear in 5 cases. One 
hundred and thirty one physicians were private practi-
tioners and 50 others were physicians in hospitals. The 
proportion of physicians in their 30’s, 40’s, and 50’s and 
those who were 60 yrs of age and over were 3%, 10%, 
31% and 57%, respectively; a majority being over 50 yrs 
of age. The length of clinical practice experience was 
32.3 ± 10.8 yr (AM ± ASD; median=32 yr), and most of 
the respondents specialized in general practice or internal 
medicine. All of OPs in 2016 were certified OP of JMA, 
and 6 of them had certification of the occupational health 
consultant. There were no OPs with JSOH certification.

There was essentially no difference between active OPs 
in 2008 and those in 2016 in demographic and other pat-
terns (Table 1).

Services as OPs
The 177 of 181 respondents had experiences as OPs of 

Table 1.   Demographic and other characteristics of occupational physicians in 2008 and 2016

Elements
2008 2016

p-value
N Number %a N Number %a

Sex (men/women) 86 77/9 90/10 176 153/23 87/13 NSb

Main line of  
businness

Private practitioners
86 

64 74.4 
181 

131 72.4 
NSb

Physicians in hospitals 22 25.6 50 27.6 
Age group 30’s

86 

3 3.5 

181 

5 2.8 

NSb40’s 13 15.1 17 9.4 
50’s 22 25.6 56 30.9 
60’s and over 48 55.8 103 56.9 

Length of clinical experience (AM ± ASD) 86  33.4 ± 9.7 181  32.3 ± 10.8 NSc

Experiences as an OP (AM ± ASD) 86  13.4 ± 8.3 177  13.3 ± 8.4 NSc

Monthly service hours as an OP (AM ± ASD) 86 6.2 ± 8.1 179 6.9 ± 12.4 NSc

aPercentage in total number of answers.
bNot significant by χ2 test, cNot significant by Mann-Whitney test. AM: arithmetric mean; ASD: arithmetric standard deviation; 
OP: occupational physician.

Table 2.   Number of plants classified by number of employees

No. of employees
2008 2016 χ2 test

No. of plants served by OPs (%) No. of plants served by OPs (%) p-value

 <50 39 (19.6) 51 (12.1)

NS 
(2 × 6)

50–99 77 (38.7) 180 (42.6)
100–299 58 (29.1) 125 (29.6)
 300–499 15 (7.5) 32 (7.6)
500–999 5 (2.5) 21 (5.0)
≥1,000 5 (2.5) 14 (3.3)
Total 199 (100.0) 423 (100.0)

OP: occupational physician; NS: Not significant.
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13.3 ± 8.4 yr (median=11 yr). They served in plants 6.9 
± 12.4 h/month (median=4 h); the monthly service hours 
showed a remarkable skewness.

In total, the 181 OPs in 2016 served in 423 plants. 
Similar to the OPs in 2006, of these plants, the majority 
(356 plants or 84%) had less than 300 employees (Table 2). 
One OP served in 1 to 18 plants with an average of 2.3 (± 1.9 
as AM ± ASD; median=2 plants).

Considering 3 h as a unit of service, a majority (93%) 
served <1 to 2 units/month; of these, most served less than 
1 unit/month (Fig. 1). When asked the number of employ-
ees treated by an individual OP, 12 of the 181 OPs gave 
no answer. An analysis of the remaining 169 cases showed 
that each OP served between 15 and 10,000 employees (AM 
± ASD, 618 ± 1,396; median, 250). As shown in Fig. 2, 
there was a remarkable skewness in the distribution. The 
skewness was approximately same as the distribution of 
Moriguchi et al19). Classification by type of business of 
enterprises showed that 69 OPs (38%) served in clinical or 
health and welfare-related enterprises, while 59 OPs (33%) 
served in manufacturing industries. Proportion of clinical 
or health and welfare-related enterprises increased from 
26% in 2008 to 38% in 2016 significantly (p-value<0.05).

Time allocation for activities; comparison between the 
current and desired allocations

The leading fields of service in which the OPs in 2016 
spent their times were [7. General health examination] 
(1.9 h/month; Table 3), [19. Stress-Check] (1.9 h/month), 
[8. Follow-up of health examination] (1.8 h/month), [13. 
Prevention of health hazards due to overwork] (1.7 h/
month), [2. Attendance at the meeting of Health and 
safety (HS) committee] (1.5 h/month), and [12. Mental 
health care] (1.5 h/month). Hours for [9. Specific health 
examination], [10. Health and hygiene education, [11. 
Health promotion activity], [14. Development of a com-
fortable workplace], and [15. Guidance of employees on 

sick leave] reduced from 2008 to 2016 significantly (p-
value<0.01 in most cases; Tables 3). The total working 
hours appeared to be increased from 2008 to 2016 (7.4 h/
month to 9.9 h/month), although the difference was not 
statistically significant (p=0.24).

OPs wished to allocate more time for [13. Prevention 
of overwork] (2.3 h/month, Table 4), [7. General health 
examination] (2.1 h/month), [19. Stress-check] (2.1 h/
month), [8. Follow-up of examination] (1.9 h/month), 
and [3. Round of the work area] (1.8 h/month). From a 
detailed observation of [19. Stress-check], OPs wished to 
allocate more time for both [19-2. Interview with high-
stress employees] (1.2 h/month), and [19-1. Management 
of Stress-check system] (1.4 h/month).

The discrepancy between the current and the desired 
allocation was greatest for [14. Development of comfort-
able workplaces] (332% as the desired/current ratio). The 
discrepancy for [11. Health promotion activity] and [10. 
Health and hygiene education] were great as well (271 and 
267%, respectively). In contrast, time allocation for fields 
related to periodical general health examinations appeared 
to be sufficient (i.e., Fields 7 and 8 in the Difference col-
umn in Table 4).

Difficulties encountered by OPs
In 2016, difficulties were experienced most often in [19. 

Stress-check] (112 OPs; Table 5). The former was fol-
lowed by [12. Mental health care] (66 OPs), [13. Preven-
tion of health hazard due to overwork] (61 OPs) and [16. 

Fig. 1.   Number of units served by occupational physicians in en-
terprises.

Fig. 2.   Number of employees served by one occupational physician.
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Diagnosis of return to work] (38 OPs). From a detailed 
observation of [19. Stress-check], OPs encountered dif-
ficulties more in [19-2. Interview with high-stress employ-
ees] than [19-1. Management of Stress-check system].

There was essentially no difference between difficulties 
encountered by OPs in 2008 and those in 2016. Because 
most OPs major in general practice, the respondents were 
generally self-confident regarding physical health manage-
ment (typically providing general health examinations) 
except for a few specific health examination issues both in 
2006 and 2016.

To solve the problems related to lack of experience with 
mental health issues including Stress-check, proposals 
were made by 39 OPs. Dominant opinions were increase 
of training course for information exchange of experiences 
on these issues with experts such as psychiatrists or highly 
professional OPs (9 OPs) and sharing roles of mental 
health issues with psychiatrists (8 OPs). Of the 181 OPs in 

2016, 45 (25%) answered that training for JMA qualifica-
tion was sufficient.

Reasons for terminating OP activities
As stated above, 139 physicians responded that they 

were no longer active as OPs. When asked (by multiple 
choice) for their reasons for ending such service, the most 
common answer was shortage of time (93 cases, 51%), 
followed by lack of suitable enterprises (44 cases, 24%). 
Insufficiency of knowledge and experiences were men-
tioned in 14 cases (8%).

Discussion

The present study disclosed that major points concern-
ing the involvement of OPs in Kyoto Prefecture, Japan; 1. 
a majority of OPs serve less than 6 h/month, 2. the leading 
service provided by OPs are practice of general health 

Table 5.   Fields of difficulties experienced by occupational physicians in 2008 and 2016

Field of services
2008 2016 χ2 test

Cases (%)a Cases (%)b p-value

1 Plan and advice for OSH policy 3 (3) 11 (6) NA
2 Attendance at the meeting of HS committee 3 (3) 11 (6) NA
3 Rounds of the work area 3 (3) 18 (10) NA
4 Risk assessment 14 (16) 24 (13) NS
5 Maintenance and management of work 11 (13) 16 (9) NS
6 Maintenance and management of work environment 11 (13) 15 (8) NS
7 General health examination 0 (0) 6 (3) NA
8 Follow-up of examination 4 (5) 9 (5) NA
9 Specific health examination 12 (14) 19 (10) NS
10 Health and hygiene education 4 (5) 15 (8) NA
11 Health promotion activity 2 (2) 9 (5) NA
12 Mental health care 36 (42) 66 (36) NS
13 Prevention of health hazards due to overwork 30 (35) 61 (34) NS
14 Development of comfortable workplaces 6 (7) 15 (8) NS
15 Guidance of workers on sick leave 11 (13) 30 (17) NS
16 Diagnosis for return to work and follow-up 15 (17) 38 (21) NS
17 Pre-employment health examination 1 (1) 7 (4) NA
18 Health examination at the start of employment 3 (3) 7 (4) NA
19 Stress-check - (---) 112 (62) -

19-1 Management of Stress-check system - (---) 37 (20) -
19-2  Interview with high-stress employees - (---) 75 (41) -
20 Risk assessment of chemicals - (---) 34 (19) -
21 Others 4 (5) 4 (4) NA

Total 173 527

OSH: Occupational safety and health; HS: Health and safety; NS: Not significant; NA: Not assessable due to 
insufficient number of data.
aPercentage for 86 occupational physicians.
bPercentage for 181 occupational physicians.
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examinations and stress-check related issues in 2016, and 
3. the stress-check related activities and the mental health 
issues create the major difficulties in OPs’ daily OHS 
activities in 2016.

The analyses reported in the present survey were pri-
marily based on responses from 181 currently active OPs 
in 2016. The fact that 139 physicians (38% of 363 respon-
dents) were inactive at the time of the present survey sug-
gests that many physicians are not active as OPs despite 
the fact that they possess JMA certification. Terada et al.10) 
observed that only 94 (23%) physicians were active out of 
405 private clinic- or hospital-based physicians who had 
registered as OPs in a labour standard inspection office in 
central Tokyo. The number of OPs registered by the Kyoto 
Medical Association as certified OPs represent 946 mem-
bers of the Association. It is quite conceivable that the 
OHS participation rate of the 946 certified OPs may not be 
high.

Among the 181 respondents, the proportion of men 
(87%) was approximately equal to the proportion of men 
among all physicians, i.e., 78.9% for men vs. 21.1% for 
women21). In the report of Japan Medical Association in 
2018, 82.0% of OPs, were reported to be men22). These 
results suggest that OHS is provided by the two genders 
with no specific bias in this study. Many OPs (36.8%) 
serve in only one enterprise in the report of Japan Medical 
Association as well.

With regard to age distributions, a large fraction of the 
present survey participants was >60 yrs of ages. The OPs 
participating in the present survey are older than those in 
the report of Japan Medical Association, where the modes 
in age distribution fell within the 50’s22). Similar studies 
implemented by other prefectures did not collect data on 
age16–18).

The results of classification by type of business of en-
terprises where OPs served showed that proportion of the 
clinical or health and welfare-related enterprises increased 
significantly. In 2019, the Japan Medical Association22) re-
ported that many of OPs of hospitals belonged to the same 
hospital where they were serving as an OP, and have their 
main job as a clinician in the hospital. Since 2015, owner/
employer physicians of hospitals had been prohibited to 
be an OP of their own hospital (Ordinance on Industrial 
Safety and Health)23). After the amendment of the Ordi-
nance, OPs in hospitals are supposed to be shifting from 
owner/employer physicians to employee physicians gradu-
ally. Moreover, the subjects of our survey did not involve 
owner/employer physicians in hospitals in 2008 and 2016. 
These situations might have affected the increase of the 

proportion of clinical or health and welfare-related enter-
prises in the present study.

OPs reported spending many hours for [12. Mental 
health care], [13. Prevention of health hazards due to 
overwork], [19. Stress-check] as well as [7.+8. General ex-
aminations and follow-up]. Except for [19. Stress-check], 
time allocation for these major services did not differ from 
2008 to 2016. It is interesting to note that while OPs in 
other studies in Japan, like the OPs in the present survey, 
reported spending many hours for health examination and 
follow-up24), or health counseling22), OPs in other studies 
reported spending less time on management of mental 
health issues and over-work cases than OPs in the present 
analysis. Management of mental health and health hazards 
due to overwork, however, has been among the important 
issues of OH3, 25, 26). The report of Japan Medical Associa-
tion22) stated that 67.5% of OPs take up interview with 
high-stress employee. Reduction of [9. specific health ex-
amination], [10. health and hygiene education], [11. health 
promotion activity], and [14. development of a comfort-
able workplace] from 2008 to 2016 might be affected by 
that most of OPs need to spend substantial hours for SC 
since enforcement of the stress-check program in 2015. 
Despite the reduction of these fields, the total working 
hours appeared to be increased from 2008 to 2016 (7.4 h/
month to 9.9 h/month, statistically not significant). This 
could be important considering that the introduction of SC 
occurred during this period. All OPs in the present study 
were private practitioners or based in hospitals, and served 
in a part-time basis as an OP. Therefore the increase of to-
tal working hours as a part-time OP would arise difficulty 
in time management of their whole working hours.

With regard to the current versus desired time alloca-
tion, the results obtained in the present survey of part-
time OPs generally agree with previous findings on part-
time OPs in 200819). In 2008, OPs expressed the desire to 
have more time for 1. Plan and advice for Occupational 
safety and health (OSH) policy, 2. Attendance at the meet-
ing of HS committee, 3. Rounds of the work area, 4. Risk 
assessment, 5. Maintenance and management of work, 6. 
Maintenance and management of work environment, and 
12. Mental health care. There are great increases in 10. 
Health and hygiene education, 11. Health promotion activ-
ity, and 14. Development of comfortable workplace from 
2008 to 2016. However, increases of these fields might 
have been affected by the decreases of the current hours 
for these fields in 2016 compared to 2008. Therefore these 
differences suggested that OPs in 2016 wished to regain 
the hours for preventive services reduced by enforcement 
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of SC since 2015. OPs in 2008 wished to increase time al-
location for mental health care including 12. Mental health 
care and 13. Prevention of health hazards due to overwork 
(Desired/Current=132%, p<0.01; Wilcoxon test), OPs 
in 2016 also wished to increase time allocation for those 
fields and 19. Stress-check (Desired/Current=123% 
p<0.01; Wilcoxon test). These results suggested that OP 
regarded hours for mental health care were still insuf-
ficient after enforcement of SC since 2015.

In 2016, majority of OP felt difficulty in SC-related 
issues, especially in interview with high-stress employees 
(Table 5). In many countries, mental health-related issues 
are one of the main targets of OH activities14, 27). In Japan, 
a questionnaire survey for OPs belonging to an enterprise 
or OH service organization (that may mean full-time OP) 
showed that 86% of OPs felt employers’ high expectation 
for mental health related activities as well28). However 
most of part-time OPs in Japan have primary job in their 
own clinic or hospital, and working as an OP is sometimes 
regarded as their side job. Because most of respondents 
in the present study were specialized in general practice 
or internal medicine, they might have thought SC-related 
issues were out of their realm of expertise. In the report of 
Japan Medical Association, 16% of OPs described the rea-
son of not dealing with the SC-related issues that they are 
not specialized in mental health22). Similar reason might 
have affected the feeling of difficulty of OPs in the present 
study.

The SC program has been newly introduced in OH 
in Japan. It is a unique approach for employees’ mental 
health. The WHO and ILO proposed risk assessment 
and management of psychosocial risk at work as a major 
strategy for improving employees’ mental health29, 30). The 
Psychosocial Risk Management Excellence Framework 
(PRIMA-EF) also proposed a European risk assessment 
and management at work31). These approaches focus on 
the psychosocial factors in workplaces. However, the 
SC in Japan focuses on psychosocial stress of individual 
employees. Although physician’s interview with high-
stress employee is mandatory for employers, improvement 
of work environment is not obligated to the employers. 
It is attributable to the context that health examinations 
are provided by employers to the individual employees in 
Japan, which is unique in the world as well.

Many OPs wished to increase the training course for 
information exchange of experiences on mental health is-
sue with psychiatrists or highly professional OPs. Nagata 
et al.32) has made a proposal of 15 minimum practical 
requirements of non-specialist OPs like OPs in the present 

study. Three items of 15 requirements were related to men-
tal health. Therefore it would be reasonable to increase 
the training course for mental health. The minimum legal 
requirement of OPs is the completion of 50 h training to 
obtain the JMA certification, and a 20 h training to renew 
the certification in Japan. Although there is variation in 
postgraduate training for OPs among countries, OPs are 
obliged to have several years of training and pass the exit 
examination in many countries33). In France and the Neth-
erlands, physicians have to finish 4 years of postgraduate 
training to work as an OP34, 35). When compared to other 
countries, it is relatively easy to obtain the certification in 
Japan. To reduce the difficulties of OPs, increase of train-
ing hours should be considered.

The answers of reasons for ending OP activities showed 
that the dominant reasons were shortage of time and lack 
of suitable enterprises. In this context, lack of suitability 
may imply inconvenience of commuting to the base clini-
cal facilities or poor economic efficiency.

The present analysis has several limitations. First, only 
12.1% of the enterprises served by the present 181 OPs 
had less than 50 employees (Table 2), whereas the enter-
prises with less than 50 employees accounted for 97.0% 
in Kyoto Prefecture36) and 96.8 in Kyoto City37). Thus, 
although a majority of the enterprises studied were of 
small- and medium-scale, the enterprise size of the present 
survey (Table 2) was skewed toward to larger ones. There 
is no legal stipulation that the enterprises with less than 50 
employees have OPs in Japan38). Therefore although most 
of enterprises in Kyoto were small-size, situation of SC-
related activities in those enterprises without OPs could 
not be investigated sufficiently in the present study.

With regard to the types of enterprises, health-related 
and manufacturing enterprises were two leading types of 
enterprises that employed the OPs surveyed in the present 
study. Both in Kyoto Prefecture39) and in Kyoto City40), 
the health-related and manufacturing enterprises took the 
5th and the 3rd positions in the number of enterprises, in-
dicating that the present study is biased in the distribution 
of types of industries studied.

A third limitation of the present study is that, while both 
musculoskeletal disorder and mental ill health were some 
of main symptoms reported by employees in Europe41), 
musculoskeletal disorder issues were not specifically 
addressed in the present analyses. In addition, Horppu 
et al.42) stressed the positive role of OPs in enabling the 
early return of employees to workplaces after episodes of 
musculoskeletal pain or depressive symptoms. Although 
the return of employees to workplaces was discussed in 
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general, specific needs such as post-stroke care43) were not 
addressed.
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Appendix. The questionnaires.

1. Please answer your gender and age.
A) Gender 1 Male 2 Female
B) Age 1 29 yrs-old or below 2 30–39 yrs-old
 3 40–49 yrs-old 4 50–59 yrs-old
 5 60 yrs-old or above

2. How long are you active as a clinical doctor?                                Years

3. What is your specialty? (e.g. general practice, surgery etc.)                      

4. Are you active as an occupational physician (OP) at this moment?    Yes        No 
*If yes, please answer Q. 6.  
*If no, please kindly answer Q. 5 and send back the questionnaire with the enclosed return envelope. Thank you very 

much for your co-operation. 

5. May we ask why you do not serve as OP?
(1) No plants (or offices) to serve.
(2) Poor matching in work conditions (other than fee issue)
(3) Time shortage
(4) Poor fee
(5) Insufficient knowledge or experience in occupational health 
(6) Others
 If yes to (5), please give the suggestion of lecture subject.

6. What is your routine work?  Please select.
(1) Doctor in a hospital
(2) Private practitioner
(3) OP in occupational health organization  
(4) Doctor in research institution
(5) Practitioner as OP or occupational health consultant 
(6) Others; please specify in the box

7. How long have you worked as an occupational physician?
              Years

8. How many hours do you work as an occupational physician a month?
              Hours/month
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9. How many companies do you work for as an occupational physician regularly?

1 Agriculture, forestry and fishery 10 Real estate agent
2 Mining 11 Eating and drinking facilities, Hotels and other lodging facilities
3 Construction 12 Medical, health and wellfare services
4 Manufacturing 13 Education and learning support
5 Electricity, gas and water supply 14 Services
6 Informatnion and communication 15 Public business
7 Transportation 16 Others (please specify)
8 Wholesale or retail trade
9 Finance and insurance

	 	

10. On the assumption that 1 unit equals 3 hours, how many companies do you work for as an occupational physician in 
each unit category in a month? 

No. of companies
1 Company with less than 1 unit/month
2 Company with from 1 to 2 unit/month
3 Company with from 3 to 4 unit/month
4 Company with from 5 to 8 unit/month
5 Company with from 9 to 15 unit/month
6 Company with more than 16 unit/month

11. Please answer total number of employees in the companies which you work as occupational physician.           
                  employees in total

12. Please answer the types of industries for which you work as an occupational physician (please circle all cases). 

1 Agriculture, forestry and fishery 10 Real estate agent
2 Mining 11 Eating and drinking facilities, Hotels and other lodging facilities
3 Construction 12 Medical, health and wellfare services
4 Manufacturing 13 Education and learning support
5 Electricity, gas and water supply 14 Services
6 Informatnion and communication 15 Public business
7 Transportation 16 Others (please specify)
8 Wholesale or retail trade
9 Finance and insurance
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13. Please answer the current and ideal working hours for different types of activities as a whole in the companies as an 
occupational physician.

Activity
Current

(Hours/month)
Ideal

(Hours/month)
1 Plan and advice for occupational safety and health policy
2 Attendance at the meeting of health and safety committee
3 Rounds of the work area
4 Occupational safety and health management system
5 Maintenance and management of work
6 Maintenance and management of work environment
7 General health examination
8 Following of health examination
9 Specific health examination
10 Health and hygiene edution
11 Health promotion activity
12 Mental health care
13 Prevention of health hazards due to overwork
14 Development of comfortable workplaces
15 Guidance of workers on sick leave
16 Diagnosis for return to work and follow-up
17 Pre-employment health examination
18 Health examination at the start of employment 
19 Stress-check

19-1     Management of Stress-check system
19-2     Interview with high-stress employees
20 Risk assessment of chemicals
21 Others (please specify)

	

14. Please answer your qualifications for occupational medicine.
(1) Certified Occupational Physician of Japan Medical Association
(2) Completion of Basic Training Course of Occupational Health (1 week course in summer or winter)
(3) Graduation from University of Occupational and Environmental Health
(4) Diploma of Occupational Medicine: Completion of Basic Training Course of Occupational Health (2 months 

course)
(5) Trainee Occupational Physician of Japan Society for Occupational Health
(6) Certified Occupational Physician of Japan Society for Occupational Health
(7) Certified Occupational Health mentor of Japan Society for Occupational Health
(8) Certified Occupational Health Consultant 
(9) Others (                                                               )



COMPARATIVE STUDY OF PART-TIME OCCUPATIONAL PHYSICIANS 301

15. Please answer Q15 and 16 subject of type of your OP certification. Do you think the training for qualification is suf-
ficient for the task as an OP?

(1) Sufficient 
(2) Mostly sufficient 
(3) Partly sufficient
(4) Insufficient
Please give any lecture subject for improvement

16. Do you think the training for certification renewal is sufficient for the task as an OP?
(1) Sufficient
(2) Mostly sufficient
(3) Partly sufficient 
(4) Insufficient Please give any lecture subject for improvement

17. Please identify field you encounter any difficulty in your occupational health service (circle the number)
Please give any suggestion to solve the problem.

18. Please give any comments to training for OPs by Kyoto Medical Association.

19. The Ministry of Health, Labour and Welfare recommends that the interview with high-stress employee should be as-
sumed by an OP of the workplace. The MHLW also recommends that OPs should be in charge of planning of SC in 
enterprises and evaluation of their results. Therefore, the load of OPs might be increased by enforcement of Stress-
check. Please identify whether it is possible for you to undertake these roles (circle the number). 

(1) Possible
(2) Improvement of the OH systems in enterprises 
(3) Training courses and manuals for OPs      
(4) Impossible because of out of my expertise   
(5) I don’t know
(6) Others (                            )

20. Please identify what you need to undertake these roles, (circle the number). 
(1) Nothing (status quo)  
(2) Increase in OH staffs and improvement of OH organization in the enterprise  
(3) Lectures and guidelines     
(4) Review of the contract (raise of salary:      yen/month)   
(5) Others (                            )

Thank you for your cooperation.


