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Purpose: This study aimed to explore the perspectives of residency program directors in Japan regarding overtime duty hours and the 
balance between clinical training and self-improvement activities. This study explores the impact of work-hour regulations on resident 
well-being and training quality, contributing to global discourse on medical education reform.
Participants and Methods: A cross-sectional survey was distributed to 701 residency training hospitals across Japan to investigate 
their readiness for new duty-hour limits under the Medical Care Act, which categorizes working hours into Level A (960 hours/year), 
Level B (1440 hours/year), and Level C-1 (1920 hours/year). The survey, conducted from October 18 to December 15, 2023, achieved 
a 36.2% response rate (n=254). Key questions included: “Considering the balance between clinical skills development and mental 
well-being, what do you think is the optimal number of overtime duty hours per month for resident physicians?” Statistical analysis 
included descriptive statistics and Chi-square tests to compare responses across hospital types.
Results: Most directors favored a conservative overtime limit of 40 hours per month (mean ± standard deviation: 40 ± 21 h), with 
24.0% expressing this preference. These findings reveal a significant evidence-practice gap, suggesting that current practices often 
exceed recommended limits, highlighting a need for alignment between policy and implementation.
Conclusion: This study provides insights into the complex interplay between resident training demands and well-being under Japan’s 
new duty-hour reforms. It offers valuable insights for policymakers and educators aiming to optimize training environments and 
enhance resident well-being globally.
Keywords: duty hours, program director, professional development, residency, work style reform, fatigue management

Introduction
In response to growing concerns over physicians’ burnout and the need to improve their work-life balance,1 Japan began 
implementing comprehensive workstyle reforms for physicians in April 2024.2 These reforms are a critical pivot from 
traditional practices, mandating a reduction in physicians’ overtime duty hours. In Japanese residency training, “self- 
improvement time” refers to activities that enhance a resident’s clinical knowledge and skills, such as independent study, 
research activities, and educational seminars. While these are crucial for professional development, such activities often 
occur outside formal duty hours. The Medical Care Act in Japan categorizes working hours into different levels based on 
annual overtime limits. Level A limits overtime to under 960 hours per year, averaging 80 hours per month. Level 

Advances in Medical Education and Practice 2024:15 1185–1194                                        1185
© 2024 Shikino et al. This work is published and licensed by Dove Medical Press Limited. The full terms of this license are available at https://www.dovepress.com/terms. 
php and incorporate the Creative Commons Attribution – Non Commercial (unported, v3.0) License (http://creativecommons.org/licenses/by-nc/3.0/). By accessing the 

work you hereby accept the Terms. Non-commercial uses of the work are permitted without any further permission from Dove Medical Press Limited, provided the work is properly attributed. For 
permission for commercial use of this work, please see paragraphs 4.2 and 5 of our Terms (https://www.dovepress.com/terms.php).

Advances in Medical Education and Practice                                        Dovepress

Open Access Full Text Article

Received: 20 October 2024
Accepted: 6 December 2024
Published: 9 December 2024

A
dv

an
ce

s 
in

 M
ed

ic
al

 E
du

ca
tio

n 
an

d 
P

ra
ct

ic
e 

do
w

nl
oa

de
d 

fr
om

 h
ttp

s:
//w

w
w

.d
ov

ep
re

ss
.c

om
/

F
or

 p
er

so
na

l u
se

 o
nl

y.

http://orcid.org/0000-0002-3721-3443
http://orcid.org/0000-0002-8093-4289
http://orcid.org/0000-0002-3788-487X
http://orcid.org/0000-0002-9325-7934
http://www.dovepress.com/permissions.php
https://www.dovepress.com/terms.php
https://www.dovepress.com/terms.php
http://creativecommons.org/licenses/by-nc/3.0/
https://www.dovepress.com/terms.php
https://www.dovepress.com


B offers a more lenient limit, while Level C-1 extends the cap to under 1920 hours per year, equating to 160 hours per 
month.3 These categorizations help structure and regulate the work-life balance of resident physicians.

Research has shown that excessive overtime hours are linked to increased burnout, decreased mental health, and 
reduced patient safety.4–6 Furthermore, studies have demonstrated that reducing duty hours improves residents’ mental 
health and clinical performance. Evidence-based recommendations suggest that limiting duty hours to 80–100 hours per 
month can optimize educational outcomes, personal well-being, and patient safety.4–6 However, the optimal balance 
between adequate clinical training and resident well-being remains underexplored, particularly within Japan’s unique 
medical training environment. The concept of “self-improvement time”, unique to Japan’s residency programs, is central 
to this study. By exploring how program directors classify and integrate such activities into formal duty hours, this 
research provides insights into optimizing resident training while prioritizing their well-being.

Historically, work-hour regulations for physicians in Japan could be considered to be lax, allowing for extended 
working hours that often led to resident burnout, mental health issues, and potential compromises in patient safety.4–6 

Key milestones in addressing these challenges began in the early 2000s, with increased awareness of the negative 
impacts of excessive work hours.7 Despite these concerns, reforms remained limited in scope until the recent push in 
2024 to implement stricter nationwide regulations. These policy changes reflect a growing recognition of the need for 
a sustainable work environment for resident physicians while balancing the demands of comprehensive clinical training.7

When comparing Japan’s work-hour reforms with those in other countries, notable differences and lessons emerge. 
For instance, the United States implemented duty-hour restrictions for resident physicians in 2003, limiting weekly work 
hours to 80 hours, which has since been refined to balance training and physician well-being.7,8 Similarly, European 
countries adopted the European Working Time Directive in 2009, capping weekly work hours at 48.9 While these 
initiatives share a common goal with Japan’s reforms, differences in healthcare systems, cultural attitudes towards work, 
and training structures present unique challenges. Japan’s reforms must consider these differences while learning from 
the successes and setbacks of international efforts to ensure effective implementation.

Despite the recommendations to limit duty hours, there remains an “evidence-practice gap”, as current practices often 
exceed the suggested limits. This gap highlights the complexity of delineating duty hours and professional development 
activities within the clinical training environment,10 risking overburdening residents or limiting clinical exposure, 
potentially impacting long-term competency and patient care quality.11 Historical benchmarks of optimal working 
hours derived from prior research suggest that 60–65 weekly duty hours or 80–100 monthly overtime hours strike 
a balance that benefits resident physicians’ educational outcomes, personal well-being, and patient safety. However, 
enforcing these benchmarks within Japan’s current medical training framework remains a challenge.

This study aimed to explore the perspectives of residency program directors regarding the impending reforms to 
determine their views on ideal overtime duty hours that balance training efficacy and resident well-being. The hypothesis 
guiding this research is that residency program directors will support a reduction in overtime hours that aligns more 
closely with evidence-based recommendations while maintaining the quality of clinical training. This study examines 
program directors’ perspectives to assess how recent reforms may impact the clinical environment and shape future 
policies on resident work hours in Japan. These findings hold relevance for countries with similar hierarchical medical 
training systems, such as South Korea, China, and Germany, where cultural and systemic factors similarly shape duty- 
hour policies and resident well-being. Furthermore, this study offers a transferable framework for evaluating and 
improving residency training conditions globally, particularly in systems shaped by hierarchical structures and cultural 
expectations.

Materials and Methods
To understand the potential impact of Japan’s work style reforms on the training environment of resident physicians, we 
conducted a descriptive, cross-sectional survey. The study employed purposive sampling, targeting hospitals participating 
in the 2023 General Medicine In-Training Examination (GM-ITE). These hospitals were chosen for their focus on 
structured training and evaluation systems, aligning with the study’s objectives. While this ensured the inclusion of key 
stakeholders in structured residency environments, it may limit generalizability to non-participating hospitals. The 
sample size was not predetermined, as all GM-ITE participating residency training hospitals were included. While no 
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formal sample size calculation was conducted, including all eligible institutions participating in the GM-ITE enabled 
a comprehensive collection of program directors’ perspectives. This approach ensured the breadth of data necessary to 
draw meaningful insights, albeit with the acknowledged limitation of potential selection bias due to voluntary participa
tion in the GM-ITE.

The target population for our survey comprised program directors at 701 residency training hospitals, all of whom had 
applied to participate in the 2023 General Medicine In-Training Examination (GM-ITE), a benchmark assessment in which 
approximately half of all Japanese resident physicians participate annually.4–6 Inclusion criteria included all residency 
training hospitals participating in the 2023 GM-ITE, ensuring the sample represented institutions prioritizing structured 
training and assessment frameworks. Hospitals not participating in the GM-ITE were excluded. The GM-ITE assesses the 
clinical competencies of residents and is a key evaluation tool for training programs. Participation is voluntary, which may 
introduce selection bias, as hospitals participating in the exam may emphasize structured training and evaluation more than 
non-participating hospitals. Prior to conducting the survey, we obtained approval from the Ethics Review Board of the 
Japan Institute for Advancement of Medical Education Program to ensure the research’s ethical integrity.

Our survey was conducted from October 18 to December 15, 2023. It was designed to extract nuanced insights into 
these facilities’ operational plans and preparedness in anticipation of new duty-hour regulations.

Survey Instrument
The survey, developed by a team of medical education experts, was distributed via Email to program directors, allowing self- 
completion at their convenience. Designed and administered in Japanese, the native language of all participants, no translation 
was necessary as all respondents were program directors at Japanese hospitals. Each Email included a detailed explanation of 
the study’s purpose and self-completion instructions. Respondents were assured of voluntary participation and anonymity to 
foster candid feedback. Follow-up emails were sent to non-responding institutions to maximize participation. The ques
tionnaire was reviewed for content validity by the expert team, though quantitative validation processes, such as reliability 
testing, were not conducted. Future studies should consider psychometric evaluations to improve reliability. The survey 
included both multiple-choice and open-ended questions. One of the primary questions was, “Considering the balance 
between the development of clinical skills and mental well-being, what do you think is the optimal number of overtime 
duty hours per month for resident physicians?” The response options for this question ranged from 0 to over 100 hours per 
month, which were categorized into eight distinct categories: C1 (0 hours) to C8 (≥100 hours) (Figure 1).3,4 This categoriza
tion facilitated a granular analysis of the current spectrum of duty hours and the anticipated changes post-reform.3,4

Figure 1 Categories of physicians’ duty hours.
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Categorization of Activities
To explore program directors’ perspectives on what constitutes “working hours” versus “self-improvement” activities, the 
survey included a question that listed various activities (eg, patient procedures, mandatory study groups, conferences, and 
independent research) with multiple selection options. Program directors were asked, “Which activities do you consider as 
working hours rather than self-study (multiple selections allowed)?” The responses helped us understand how directors 
classify different duties. We categorized activities as “working hours” based on their frequency and perceived necessity for 
clinical practice, while activities for personal academic enrichment were classified as “self-improvement”. However, the 
subjective nature of these classifications was acknowledged, and this potential bias was considered in the analysis. 
Participants were assured of anonymity to encourage honest responses and alleviate concerns about identification.

Statistical Analysis
Data analysis used descriptive statistics, including frequency and percentages for categorical variables. We performed 
Chi-square tests to explore relationships between variables and compare program directors’ preferences across different 
hospital types (community vs university hospitals). A p-value of <0.05 was considered statistically significant. All 
statistical analyses were performed using SPSS software (version 26, IBM Corp., Armonk, NY). Survey responses were 
anonymized before analysis to maintain participant confidentiality and ensure unbiased data handling.

Results
Responses were received from 254 (233 community hospitals, 21 university hospitals) of the 701 surveyed facilities 
(response rate: 36.2%). Following the implementation of new regulations for resident physicians’ overtime duty hours, 
most surveyed medical institutions (83.5%) considered adopting Level A (under 960 hours per year). Most directors 
preferred a conservative overtime limit of 40 hours per month (mean ± standard deviation: 40 ± 21 h), with 24.0% 
expressing this preference. There was a notable preference for 40 hours per month, with 22.3% of community hospital 
directors and 42.8% of university hospital directors expressing this as the ideal limit (Table 1). Results indicated 
a statistically significant preference for shorter overtime limits among university hospitals (p < 0.05).

A more detailed breakdown of the institutions revealed that 32.7% fell into Category C2 (20 to <40 hours of overtime 
per month) and 31.5% into Category C3 (40 to <60 hours per month), indicating a divergence between current practices 
and policy recommendations. These findings underscore a discrepancy between the preferred overtime hours among 
program directors and previous evidence-based recommendations.

In terms of activity classification, most program directors identified patient procedures, mandatory study groups, and 
conferences as part of “working hours” rather than “professional development” activities (Figure 2). Specifically, 95.4% 
of respondents classified patient procedures as working hours, while 87.7% classified compulsory study groups and 
conferences similarly. Additionally, 69.7% allocated time for preparing conference presentations as directed by super
vising physicians, contrasting with the minimal emphasis on independent studies (2.7%). This distinction indicates the 
complex nature of delineating between activities that are considered part of formal duty hours versus those for self- 
improvement.

Moreover, 65.4% of the institutions reported frequently or occasionally encouraging resident physicians to return 
home early to reduce overtime duties. This suggests an institutional awareness of the importance of managing residents’ 
work hours to promote their well-being, though it also raises questions about the potential underreporting of actual work 
hours and its impact on training quality.

Discussion
Contribution to the Field
This study provides novel insights into the perspectives of residency program directors in Japan on impending work-hour 
reforms. Unlike prior research on optimal duty hours, it examines the attitudes and anticipated challenges of those tasked 
with implementation. The discrepancy between directors’ preferred overtime hours and existing recommendations 
underscores the potential impact of the reforms and highlights the need for further policy adjustment.
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Table 1 Optimal Monthly Overtime Duty Hours for Resident Physicians by Resident Program Directors

Overtime Duty Hours per Month None 10 20 30 40 50 60 70 80 90 ≥100

Category C1 C2 C3 C4 C5

Total (n, %) 9 (3.5) 15 (5.9) 43 (16.9) 40 (15.8) 61 (24.0) 19 (7.5) 36 (14.2) 12 (4.7) 15 (5.9) 2 (0.8) 2 (0.8)

Community hospital (n, %) 6 (2.6) 13 (5.6) 42 (18.0) 38 (16.3) 52 (22.3) 19 (8.1) 35 (15.0) 11 (4.7) 13 (5.6) 2 (0.9) 2 (0.9)

University hospital (n, %) 3 (14.3) 2 (9.5) 1 (4.8) 2 (9.5) 9 (42.8) 0 (0) 1 (4.8) 1 (4.8) 2 (9.5) 0 (0) 0 (0)
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General Discussion
Previous studies have recommended 80 h to 100 h overtime duty per month (C5) for resident physicians.4–6 Our survey 
found that residency program directors preferred an overtime limit of 40 h per month (C3), highlighting an evidence- 
practice gap. This conservative shift is influenced by anticipated reforms and stricter enforcement. The preference for 
a lower overtime limit may also reflect a growing awareness of the adverse effects of excessive working hours on 
resident well-being.6,7,11–13 Burnout, mental health issues, and physical exhaustion are well-documented consequences of 
long working hours, which not only affect the personal health of residents but also compromise patient safety and the 
overall quality of care.5,7,12,13 Moreover, program directors may increasingly recognize the importance of work-life 
balance in fostering a more sustainable and productive workforce.14,15 Therefore, the preference for shorter working 
hours could signal a shift towards a more resident-centered approach to medical training.

Moreover, recognizing patient procedures and mandatory educational activities as duty hours instead of professional 
development time underscores the complexity of delineating educational activity limits.14–16 This distinction is critical 
because it affects how resident physicians allocate their time between direct patient care, essential for their clinical 
training, and academic activities integral to their professional development.17,18 The fact that many directors classified 
study groups, patient care conferences, and preparation for presentations as duty hours rather than personal study time 
indicates that these activities are increasingly being viewed as part of the formal educational curriculum rather than as 
extracurricular endeavors.19,20 This shift suggests redefining the boundaries between working hours and professional 
development in residency training, which may lead to a more structured and supportive learning environment.21,22

The study had a 36.4% response rate and did not cover all 1037 Japanese clinical training hospitals, which may limit 
its generalizability. Furthermore, as a limitation, this study’s results might have been affected by selection bias, as 
hospitals participating in the GM-ITE may differ from non-participants. For example, hospitals emphasizing structured 
training and evaluation might be more inclined to participate in the GM-ITE, potentially skewing the survey results 

Figure 2 Program directors’ perspectives on what constitutes “working hours” versus “self-improvement” activities.
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toward a certain perspective of on-duty hours. The focus on GM-ITE-participating institutions introduces selection bias, 
limiting the generalizability of our findings. These institutions may prioritize structured training environments more than 
non-participating facilities, potentially skewing results toward a reform-ready perspective. Nonetheless, the insights 
provide valuable guidance for structured training environments. Future studies should encompass a broader range of 
training hospitals to enhance representativeness. In addition, the self-reported nature of the survey responses introduces 
the possibility of response bias.23 Program directors may have provided answers that reflect more idealized or aspira
tional views of their institutions’ compliance with duty-hour reforms rather than actual practice. This could result in an 
overestimation of readiness to comply with the new regulations or an underreporting of current overtime practices. Future 
studies could triangulate self-reported data with objective measures, such as actual duty-hour logs or resident self-reports, 
to better understand working conditions.

Another important point to consider is the impact of these reforms on the quality of residency training.24 While 
reducing overtime hours may mitigate the risk of burnout and improve work-life balance, there is concern that such 
limitations could compromise the depth of clinical exposure and hands-on experience that residents need to develop 
competency in their specialties. Studies from other countries, such as the United States and Europe, have shown mixed 
results regarding the impact of duty-hour limitations on clinical competency.25,26 Some evidence suggests that reduced 
hours do not necessarily translate into poorer outcomes, as more focused and efficient learning can compensate for 
reduced time.5 However, Japan’s unique healthcare system and medical training culture may present different 
challenges, and further research is needed to assess these reforms’ long-term effects on resident competency and 
patient care quality.

Implications
This study provides actionable insights for policymakers, educators, and training institutions to enhance residency 
training programs under the new duty-hour regulations. Implementing these evidence-based recommendations can help 
balance resident well-being with the need for robust clinical training.

For Policymakers
To effectively implement duty-hour reforms, clear guidelines must be established to distinguish between working hours and 
self-improvement activities.27 This clarification would standardize institutional practices and ensure compliance. Policies 
should promote structured training models that optimize educational outcomes within restricted duty hours. Engaging 
residency program directors and residents in policy development can help align regulations with practical needs.28

For Training Institutions
Residency programs should align with reforms while maintaining training quality.29 Structured schedules incorporating 
self-improvement activities into formal training hours could help residents balance clinical and academic responsibilities. 
Time management and prioritization training would further enable effective use of limited duty hours without hindering 
professional development.30 Institutions must foster a supportive culture that emphasizes resident well-being, open 
communication about work-life balance, and addressing burnout concerns.31 Regular assessments of duty-hour practices, 
with resident input, can ensure compliance and identify areas for improvement.

Broader Research and Policy Directions
Future research should evaluate the long-term effects of duty-hour reforms on resident competencies and patient care 
quality. Incorporating diverse hospital types, including non-GM-ITE participants, would enhance representativeness. 
Triangulating self-reported data with objective metrics, such as work logs or resident feedback, could strengthen 
reliability. Moreover, this study’s insights could guide duty-hour policy reforms in other nations with hierarchical 
medical training systems. These recommendations offer a transferable framework for improving residency conditions 
globally, addressing cultural and systemic nuances.
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Conclusion
Many residency training hospitals have implemented Level A limits for duty hours; however, our study reveals that 
residency program directors generally favor even shorter limits, such as 40 hours per month, to enhance the support for 
resident well-being. This preference underscores the need to bridge the gap between policy, practice, and evidence-based 
recommendations to create a more resident-centered training environment.

Developing strategies that maintain high-quality clinical training while safeguarding resident physicians’ health is 
essential to implement these reforms successfully. This may include providing clearer guidelines on classifying working 
hours versus self-improvement activities, offering structured educational programs that effectively use limited duty 
hours, and promoting flexible training models that adapt to various clinical settings. Additionally, fostering collaboration 
between policymakers, training institutions, and residents is crucial to ensure the reforms achieve their goals without 
compromising educational outcomes or patient care quality.

Ongoing research and evaluation are needed to monitor the long-term effects of these duty-hour regulations on 
resident well-being, competency development, and healthcare delivery. By taking a holistic and evidence-based 
approach, Japan’s medical education system can move towards creating a sustainable and supportive environment for 
its future physicians, enhancing the quality of patient care. Although the findings provide valuable insights, they should 
be interpreted cautiously due to the study’s focus on GM-ITE-participating institutions. Policymakers and educators 
should consider these results as a framework for future studies and implementation research, which will help them 
validate and expand upon these findings in the context of diverse training environments.
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Data from the GM-ITE can be made available to researchers with ethical permission to access that data for specified 
purposes.
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