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Abstract
The residency program at Teine Keijinkai Hospital in Sapporo has successfully implemented 
a training philosophy that is focused on the development of clinical skills and critical think-
ing in Japanese residents.  Several elements contribute to its success. The first and foremost 
is visionary physician leadership, beginning with the pioneers who implemented the philoso-
phy, and continuing through the current leadership, which has sustained the original vision. 
A close second is the administrative and financial commitment to invest in producing more 
clinically accomplished Japanese physicians, long before that need was officially recognized.  
Third is the program’s explicit aim of adhering to international norms by requiring three 
years of training, promulgating a benevolent, not paternalistic teaching philosophy and en-
couraging an interactive and interrogatory learning ethic.  Fourth is the year-round pres-
ence of a US-trained Physician-in-Residence, to sustain the focus on clinical skills and inter-
national norms. Fifth is a long-term relationship with the Internal Medicine Training Pro-
gram at the University of Pittsburgh, providing a conduit for ongoing academic exchange 
and programmatic advice. Last, but not least, is its avowed intention of being viewed as an 
“American-style program” with a preference for English fluent applicants, which acts as a 
magnet for trainees motivated to acquire clinical skills and competencies, with an eye to fu-
ture training in the US. All these elements contribute to the program’s unique focus on 
teaching clinical skills and critical thinking.  Others who are striving with varying degrees 
of success to implement a similar philosophy in Japan may benefit from studying its exam-
ple.   (Keio J Med 58 (2) : 84－94, June 2009)
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Introduction

Over the past five-plus years, it has been my privilege 
to observe and critique the quality of medical education 
at two of Japan’s premier institutions of medical training, 
Keio University School of Medicine in Tokyo and the 
Muribushi Project for Okinawa Residency Programs. 
The deficiencies in the system and the progress of the 
ongoing reform effort observed over a number of visits 
are detailed in a series of reflective papers on my obser-

vations,  conclusions and recommendations for 
change.1-6  This paper, the seventh in this ongoing series 
detailing my growing experience with Japanese medicine 
in general, and Japanese medical education in particular, 
expands on the earlier ones, and adds new understanding 
to my insights. Readers interested in the body of litera-
ture in this area are directed to the earlier papers in the 
series. This paper will focus on observations made by me 
during two trips, in August 2007 and again in April 2008, 
to the Residency Program at Teine Keijinkai Hospital 
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(TKH) in Sapporo, Japan, as a Guest Professor.  It draws 
extensively from an evaluative report submitted by me to 
the Program Director on the quality of clinical training 
for residents at that institution.

On those twin visits, I had the opportunity to teach and 
to evaluate the residents in the TKH Program, much as I 
have at the Muribushi Project and at Keio University 
Hospital, in my ongoing role as a faculty member in the 
Pittsburgh-Japan Program at the University of Pittsburgh, 
School of Medicine. Also, just as I have at those other 
two institutions, I have waited to publish my findings 
until I have had at least two opportunities to make those 
assessments, so that my opinion is not skewed by a sin-
gle experience, or by one set of residents. This paper de-
tails my observations over both those visits, and com-
prises an attempt to present what I see as the strengths 
and weaknesses of the program. The sum of those is pos-
itive and is the reason that I am more optimistic now 
about the eventual success of reform in Japanese medical 
education than I was before.  

Historical Background

1.  The origins of the residency program at TKH

Even before my first visit, I was aware of the TKH 
residency program’s unusual designation (for Japan) as a 
“US-style” program and of its one-of-a-kind relationship 
with the University of Pittsburgh Medical Center 
(UPMC) and School of Medicine (UPSOM).  However, 
it was not until my second visit that I discovered the real 
history behind those two unique features.  It was during 
that visit that I sought out the opportunity to sit down for 
a one-on-one interview with Dr Keisuke Sakai, the first 
Program Director of the TKH Residency Program, and 
one of its Founding Fathers (along with Drs Hiroshi 
Maekubo, Hironori Murakami and Jun Yoshida).  I left 
that interview with the amazed realization of having in-
teracted with yet another astonishing medical visionary 
in the mold of others I have met in Japan, like Professor 
Amano at Keio, or Dr Miyagi at the Muribushi Project.  
Dr Sakai, a cardiothoracic surgeon who is now retired 
but still enjoys a quasi-emeritus status at TKH, is unusu-
al in other ways, too. He is one of a select group of Japa-
nese physicians of his generation who sought and com-
pleted clinical training as a resident in the US (in the ear-
ly sixties, at Henry Ford Hospital in Detroit, MI).

During my interview with him, Dr Sakai described at 
length the origins and founding of the residency program 
at TKH in 1998.  What was most helpful to me was his 
willingness to elaborate on the motivation underlying the 
establishment of a three-year training program in Japan, 
at a time when there was no requirement in Japan for a 
medical graduate to undergo any residency training, and 
that too well before the mandatory two year residency 

training was introduced in 2004 for all Japanese medical 
graduates.

What I learned from him has placed my own observa-
tions of the residents’ performance over two visits in 
their proper perspective.  It has also helped me formulate 
a framework into which I could place my assessments of 
the program and my recommendations for change.  What 
follows is a summary of my interview with him, based 
on notes taken by me at the time. 

2.  A new vision for clinical training at TKH

TKH opened in 1988 as the flagship hospital of the 
Keijinkai Medical Corporation. According to Dr Sakai, 
from the very beginning, the hospital had little problem 
staffing its Surgery department, thanks to the close coop-
eration Dr Sakai received from his surgical colleagues in 
the two academic institutions based in Sapporo.  Howev-
er, the Medicine department was a different matter alto-
gether, and the lack of cooperation in that area resulted 
in an acute need for physicians to staff the non-surgical 
specialties.  Tired of struggling unsuccessfully to fill that 
need, Dr Sakai, with the support of the TKH President, 
Dr Maekubo, decided that the time had come to stop 
waiting for outside help and to instead start training the 
internists they needed themselves.  Thus was born, in 
1998, the TKH Residency Training Program in General 
Internal Medicine (GIM).

The four objectives that the founders established for 
the program at its outset, as articulated to me by Dr 
Sakai, were: 

a. To establish a good clinical training system for 
medical graduates;

b. To increase the recruitment of good candidates 
who, upon completion of residency, would stay in 
Sapporo and form a nucleus upon which the pro-
gram could build; 

c. To encourage the development of better teachers; 
and  

d. To recruit an American Physician-in-residence 
who would help achieve the first three objectives.

3.  The early years

It is an understatement to say that the Residency Pro-
gram in GIM at TKH went through some very difficult 
times in the first few years.  This is not surprising, if one 
recognizes the obstacles in the way of success at that 
time because of the state of medical education at the un-
dergraduate and post-graduate level in Japan.  In the first 
place, GIM departments either did not exist in medical 
schools or were given no academic status and little re-
spect even where they did.7, 8  Secondly, no residency 
training was required of Japanese medical graduates at 
the time, and they could start practice immediately upon 
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graduation even though they had no patient contact or 
hands-on clinical training in medical school.  Thirdly, the 
only form of post-graduate training available to an ambi-
tious medical graduate who sought an academic future 
was single specialty training, under the iron-fisted con-
trol exerted by departmental chairmen and within the 
firmly entrenched feudal system of patronage that still 
exists within academic medical departments in Japan 
(ikyoku koza).9 (Even with the advent of mandatory ro-
tating residency training, many of the best and brightest 
graduates from medical school still elect to remain in ac-
ademic institutions and train as super-specialists, like 
their mentors,10 although a slim majority of graduates 
now elects to train in community hospitals.)11  

With this as background, it should come as no surprise 
that there was little appreciation for the kind of ideals 
and vision being offered at TKH ten years ago, at a time 
when attitudes towards primary care and GIM were even 
more pernicious than they are now. It would not be too 
much of an exaggeration to say that it was tantamount to 
career suicide for ambitious graduates seeking an aca-
demic career to devote three years training in GIM in an 
obscure hospital in remote Sapporo, instead of staying 
on in their own medical schools.  The only alternative 
career route was to go into practice straight out of medi-
cal school and basically learn patient care “on the job”; 
for these graduates, too, it would be a waste of time to 
devote three years to pursue training that was not re-
quired of them. 

For all the above reasons, recruitment was a real chal-
lenge in those early years.  Dr Sakai freely admitted also 
that the caliber of the applicants was not high enough to 
do justice to the ideals and vision of the founders. It is a 
tribute to their will and determination, though, that they 
were able to even get the program up and running, and to 
keep their dream alive during those difficult early years.  
That determination must be recognized and praised be-
cause it placed the TKH program in a uniquely advanta-
geous position when the decision was taken nationally to 
make residency training mandatory for all Japanese 
medical graduates starting in April 2004.  The unique ad-
vantage for TKH over many other Japanese institutions 
lay in its hard-won experience in organizing and running 
a program with a focus on clinical skills training and 
GIM –even if one acknowledges its fitful success in 
achieving those goals to that point.  So, when it came 
time to implement the mandate, where most other pro-
grams were starting from scratch, TKH was already sev-
eral years ahead of the curve.

4. The next phase: Making the American connection

In 2001, which was around the same time the decision 
was taken nationally to implement compulsory residency 
training for Japanese medical graduates starting from 

2004, TKH made a crucial strategic move to sign a land-
mark collaborative agreement with UPMC/UPSOM.  It 
was a master-stroke, in hindsight, because the collabora-
tion further enhanced the residency program’s ability to 
exploit the opportunity and challenge presented by the 
national mandate for universal residency training. 

According to Dr Sakai, the move to seek this collabo-
ration grew from a realization by the founders that they 
needed outside expertise and experience to turn their 
dreams into reality.  The selection of UPMC/UPSOM 
was the brainchild of Dr Yoshida.  He reached out to a 
classmate of his from medical school, Dr Yoshio Arai, 
who was a member of the faculty in the Department of 
Radiology at UPMC/UPSOM.  Together, they facilitated 
the dialogue between the two organizations which result-
ed in the collaborative agreement.

The official announcement of the collaboration in 2001 
described it as a joint “educational voyage of discovery” 
for both organizations, the purpose of which was “to es-
tablish and operate a US-style residency training pro-
gram in internal medicine” in Sapporo.12  The document 
went on to echo many of the same points in my own cri-
tique of Japanese medical education in the past as it ar-
ticulates the background and motivation behind the col-
laboration.  It stated, as an example, that “historically, 
the Japanese philosophy of educating and training physi-
cians has been based on students learning both from di-
dactic experiences and from closely observing the words 
and actions of a senior mentor and professor. This phi-
losophy has extended into residency training, which 
tends to follow an apprenticeship model through which 
Japanese residents have relatively less direct patient care 
experience than their counterparts in the United States.” 

With this as the background, the objectives of the col-
laborative effort to set up a “US-style residency” at TKH 
can be deduced through five explicit criticisms in the an-
nouncement of the prevailing system of post-graduate 
training in Japan compared to the US.12  It can be rea-
sonably concluded that the implicit purpose of describ-
ing the lacunae in residency training in Japan at the time 
was to highlight the measures that would need to be in-
troduced through the collaboration in order for TKH to 
rightfully lay claim to the designation of a “US-style” 
residency program.  These are excerpted from the an-
nouncement, using the exact phraseology of the criti-
cisms (highlighted in quotation marks), to read as the ex-
plicit goals of setting up a “US-style” residency training 
program at TKH: 

(a) Students would “learn the clinical skills that di-
rectly will be passed on to their patients in the 
form of better care and treatment”

(b) There would be “a greater expectation for direct 
hands-on learning”

(c) The program would encourage “progressive auton-
omy” and “increasing patient-care responsibility, 
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beginning in the first year of residency”.
(d) The program would incorporate “a formal curricu-

lum that identifies specific skills and knowledge 
areas that graduates must master”

(e) It would also institute “a mandatory evaluation 
process” 

5. Establishing a “US-style” residency program at TKH

The contract between the two parties to establish a US-
style residency program at TKH was signed in 2001.  To 
cement the relationship, Asher Tulsky, M.D, Program 
Director of the Internal Medicine Residency Program at 
the UPMC affiliate Shadyside Hospital in Pittsburgh was 
assigned to co-direct the TKH program along with the 
on-site Program Director at TKH at the time, Dr Hirono-
ri Murakami.

According to Dr Tulsky (personal communication), 
there were several “expectations” in this collaborative 
agreement.  UPMC and the Department of Medicine at 
UPSOM undertook to support the TKH program directly 
and indirectly by providing program facilitators at Teine 
Keijinkai Hospital, and offering advice regarding pro-
gram goals, staffing and teaching materials, and the eval-
uation and development of residents, as well as guidance 
and support to TKH residents who were US-bound. The 
UPMC Shadyside Internal Medicine Residency Program 
agreed further to annually reserve two positions for qual-
ified TKH graduates to obtain a further 3 years of train-
ing in internal medicine, with the hope was that some 
would return to TKH with the skills to function as teach-
ing faculty in GIM. The UPMC program also contracted 
to help TKH recruit an American faculty member who 
would stay in Sapporo as Physician-in-residence for a 
minimum of one year for on-site teaching advice and 
mentoring of residents.  Finally, it undertook to ensure 
that faculty members of the Department of Medicine 
from the University of Pittsburgh would visit Sapporo on 
a regular basis to teach residents and help train the teach-
ers.

On the other side of the equation, the TKH program 
undertook to:

a) develop a structured, three year curriculum of 
training, evaluation and support for residents, fol-
lowing the US residency program paradigm of 
progressively increasing autonomy

b) require that all applicants to the TKH program be 
fluent in spoken English

c) make English the language of instruction at all 
teaching conferences and teaching rounds

d) encourage TKH residents to visit UPMC Shady-
side to observe the system of medical education 
and clinical training in the US, so they might better 
appreciate what the program at TKH was trying to 
achieve 

6. Expanding the vision

In recent times, the TKH residency program has ex-
panded beyond both the intent of its original founders as 
well as its agreement with UPMC/UPSOM, to include 
several specialties other than GIM, such as surgery, an-
esthesiology, pathology, pediatrics, radiology etc. The 
unique nature and attraction of these specialized residen-
cies in the Japanese context has led to a welcome in-
crease in the strength of the applicant pool.  Unfortu-
nately, this has also led to an unwelcome dilution in the 
focus on developing a cadre of physicians with interest 
and skills in GIM (one of the original objectives of the 
founders).  It remains to be seen whether this dilution 
will lead to a decrease in the clinical commitment and 
focus that constituted the foundation of the program 
from its very outset.

Evaluating the Residency Training Program at TKH

I was able to assess the content and quality of the train-
ing given to residents at TKH over the course of two vis-
its to Sapporo separated by 8 months, each lasting for a 
week.  During both visits, I was provided unrestricted 
access to the residents in a manner that was different 
from the previous venues I have visited (Keio University 
Hospital and the Muribushi Project) in two surprising 
and unique ways.  The first unique difference was that 
my access to the residents was truly unfettered, with no 
faculty member from the program present at the bedside 
teaching sessions.  This was in contrast to my previous 
experience at the other two locations, where a local fac-
ulty member was invariably present as observer/
moderator at all teaching sessions.

The other unique difference was that “bedside teach-
ing” was truly direct and hands-on at the bedside, in both 
the wards and in the outpatient setting, rather than in 
conference room settings as at the Muribushi Project.  
Thus, I had the unique opportunity to observe, evaluate 
and critique the performance of the residents (a) in a 
clinical setting, (b) without any prior preparation, and (c) 
without any outside pressure on the residents.  

My initial reaction to the unfettered access was sur-
prise because it appeared to denote a degree of confi-
dence on the part of the current Program Director, Dr 
Akihiro Kishida, in the performance of the residents, that 
they would be able to hold their own without the watch-
ful scrutiny of their own teachers.  However, upon re-
flection, I realized that the confidence at TKH and the 
reluctance to do the same at the other venues may, in all 
fairness, be a product of the undeniably greater English 
fluency of the residents at TKH. Nonetheless, the will-
ingness to let them “sink or swim” without supervision 
was quite admirable, in my opinion.

In the same vein, the bedside teaching sessions in 



88 Rao RH: Clinical Skills Training for Residents at TKH, Sapporo

which I engaged were not carefully choreographed, as 
they were at the Muribushi Project, with prepared pre-
sentations. They were off-the-cuff, unrehearsed presenta-
tions of patients encountered by me at random on walk 
rounds with whichever team was available to accommo-
date me, or in the outpatient department on any patient 
who happened to walk in while I was there.  Thus, I was 
able to evaluate the TKH residents’ clinical and critical 
thinking skills in the most realistic, natural and spontane-
ous manner possible. 

My evaluations of the residents and the residency pro-
gram itself are based on these interactions, and on multi-
ple free and frank discussions with Drs Tulsky and 
Kishida.  I will place my observations at TKH in the 
context of the terms of the collaborative agreement and 
the intent and philosophy enunciated in the announce-
ment, much as I have done previously with the Muribus-
hi Program, which I evaluated using its own “Charter of 
Aims”.6, 13  In so doing, I will not dwell on the UPMC/
UPSOM end of the collaboration.  Suffice it to say that 
UPMC has lived up to the contracted offer of support, 
with (a) Dr Tulsky’s active involvement in the TKH pro-
gram through repeated visits over the years, (b) the suc-
cessful recruitment of highly qualified American faculty 
to fill terms of 1 to 3 years as Physicians-in-residence, 
(c) multiple visits of other ad hoc faculty, such as myself, 
and (d) recurrent opportunities provided to TKH resi-
dents to complete electives as observers at UPMC Sha-
dyside Hospital, and the recruitment of several TKH res-
idents to the UPMC Shadyside Residency Program in 
Internal Medicine.

The role of UPMC/UPSOM and any contributions they 
might have made to the success of the TKH program are 
not the focus of this paper.  Nor was it the purpose of my 
visit. The issue here is the progress that the TKH pro-
gram has made towards achieving not just the items list-
ed in the collaborative agreement, but also towards ful-
filling the philosophy of “US-style” clinical residency 
training, described in the announcement.  To this end, it 
is my intention to provide a quantifiable estimate of the 
degree of success that the TKH program has achieved by 
using two yardsticks for success that are immediately 
available for this purpose:

A. The first yardstick is the degree to which the Pro-
gram has implemented a Training Philosophy 
based on Teaching Clinical skills as described in 
the official announcement of the UPMC-TKH col-
laboration

B. The second measure is the degree to which the 
TKH Program has fulfilled the Programmatic De-
tails of a “US-style residency”, as required in the 
collaborative agreement with UPMC/UPSOM

A.  Is the Training Philosophy at TKH Focused on 
Teaching Clinical Skills?

The announcement of the collaboration between 
UPMC/UPSOM and TKH provides the necessary tools 
for measuring what has been achieved by the program in 
the context of implementing a philosophy of clinical 
training at TKH.  The individual components of that phi-
losophy (which, as noted above, appear in the document 
as criticisms of the prevailing system of Japanese resi-
dency training) also provide a framework into which I 
can place my own experiences over two visits to TKH. 
As enumerated earlier, the five components described in 
that announcement that can be modified into objectives 
were:

1) To inculcate clinical skills that promote better pa-
tient care

2) To promote direct hands-on learning for residents
3) To encourage progressive autonomy and increas-

ing patient-care responsibility
4) To develop a formal curriculum
5) To implement a mandatory evaluation process

1. Does the TKH program inculcate clinical skills that 
promote better patient care?

This is, of course, the centerpiece of the collaborative 
effort, just as it is of the entire effort to reform and up-
grade Japanese medical education as a whole and Japa-
nese residency training specifically, ever since the Min-
istry of Health made a two year period of internship/
residency mandatory for all Japanese medical graduates.

As I have observed before at some length in previous 
publications, the single greatest problem in Japanese 
medical education (and, by extension, the Japanese 
health care system itself) is its failure to develop even 
the most fundamental clinical skills in its physicians-to-
be, like the ability to take a comprehensive history and to 
perform a complete, systematic physical examination.3,4  
The extent of this failure in clinical skills instruction in 
Japan is glaringly evident even in a place with an 
avowed interest in clinical training like the Muribushi 
Project.6  Moreover, the failure is widespread, not just 
restricted to the two institutions I had visited previously 
nor isolated to a minority of trainees, as I have described 
elsewhere.6  

Correcting this failing represents the single biggest 
challenge facing would-be reformers, because a culture 
of interactive learning and inspirational teaching is non-
existent in Japan, where didactic instruction and a long-
standing feudal tradition of prolonged apprenticeship 
used to be the norm. Moreover, a single-minded focus on 
specialty skills training, coupled with a lack of GIM de-
partments in most medical schools further exacerbates 
the problem,3 since these are the traditional bastions of 
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clinical skills training in most other systems and coun-
tries.

Only by understanding this crucial fact can one appre-
ciate what is being achieved at TKH.  This is not to deni-
grate the achievements being made elsewhere, like the 
Muribushi Project, which is ahead of the curve in recog-
nizing a need for clinical training. It is to extol the prog-
ress that has been made at TKH in translating the recog-
nition into action and action into success.  The residents’ 
performance and the dedication of their teachers are a 
testament to the success of the TKH program in inculcat-
ing clinical skills that promote better patient care.

Assessing the residents’ clinical skills:  
My experience on the very first day of my first visit is 

an excellent example of the clinical skills that TKH resi-
dents possess. The case was one of severe hyponatremia 
and the presentation was of exceptional quality, reminis-
cent of the best case presentations I heard in Okinawa.6  
I was mindful, however, that those very presentations in 
Okinawa, as excellent as they were on the surface, actu-
ally hid a very shallow understanding of clinical medi-
cine and did not stand up to careful scrutiny.  So, I 
probed the presenter and the audience to see if they truly 
understood the significance of the different elements in 
the history and physical. To my amazement, all present 
seemed to recognize the purpose of the various elements. 
For instance, they knew the reason for asking questions 
regarding thirst and fluid intake (SIADH vs primary 
polydipsia) and postural symptomatology (volume status 
and adrenal insufficiency), as they were aware of the im-
portance of recording orthostatic blood pressures (eu-
volemic vs hypovolemic hyponatremia) and performing 
a neurological examination, including a mini-mental 
exam for subtle neuropsychiatric changes associated 
with hyponatremia. The discussion that followed was 
lively and purposeful, and even though there were some 
members of the audience who were afflicted by the Japa-
nese student’s ever-present bug of passivity, for the most 
part they displayed a self-confidence that was quite re-
markable and highly unusual, in my experience. 

The foregoing was typical of the case discussions that 
occurred at the Morning Report conference every day 
that I was there. On each occasion, the case was present-
ed with appropriate attention to clinical detail, the devel-
opment of a line of reasoning leading to a focused differ-
ential diagnosis, and a coherent resolution of the major 
clinical issues in the case.

Nor was this pattern isolated to the formal, prepared 
case presentations. On multiple occasions, during ward 
rounds, and in the outpatient department, when the dis-
cussion took an unexpected turn, a number of the resi-
dents displayed the necessary critical thinking skills to 
pivot and follow a different line of thought.  For in-
stance, in the outpatient department, in a case of a patient 

with a long-standing, but suddenly expanding goiter, the 
resident was able with minimal help to make the connec-
tion between Hashimoto’s thyroiditis and thyroid lym-
phoma. In another case, the finding of a large ulcer on 
the anterior shin of a patient with diarrhea opened the 
door to a discussion of the relationship between pyoder-
ma gangrenosum and inflammatory bowel disease. These 
are examples of the more exhilarating aspects of my in-
teractions with these residents.  

In fairness, it must be noted that the presentations I 
have recounted above were by the more senior (second 
and third year) residents.  My interactions with the in-
terns were less encouraging.  In particular, my second 
visit, in April of 2008, when the new set of interns had 
just arrived, revealed that the new entrants were as un-
skilled and unfamiliar with clinical practice as any others 
I have encountered in Japan.  In fact, at a mock “OSCE”
-type session conducted while I was there, all four in-
terns failed to fulfill even the most basic requirement of 
even a limited history and physical examination.  By 
contrast, several of the “freshly-minted” second year res-
idents (just 2 weeks removed from their first year) dis-
played a considerably greater clinical maturity in fulfill-
ing their roles as senior members of the ward team, com-
pared to their own performance as first year residents 
during my first visit just 8 months earlier.  

This actually proves an important point: that the sec-
ond year residents could only have achieved this degree 
of clinical maturity from a progressive increase in clini-
cal skills through the training in the first year, and that 
the same could be expected of the incoming first year 
residents.  And much of the credit for this must go to the 
quality of the clinical instruction they receive at TKH.  

Assessing the teachers at TKH:
Obviously, none of this would be possible without 

dedicated teachers, and the TKH program has been 
blessed in this area to this point. Dr Kishida remains one 
of that rare breed of visionaries in Japan with whom I 
have had the privilege to interact, who fight against all 
odds to implement a vision of clinical excellence as a fo-
cus of training for Japanese medical graduates. He is the 
face of the Program in much the same way as Dr Miyagi 
is at Muribushi.  I find his commitment to teaching and 
clinical training particularly noteworthy, because he is a 
surgeon!  Notwithstanding his busy schedule, he attends 
all Morning Report conferences, and it is his presence 
that ensures a consistently impressive turnout for that 
conference. 

The strong GIM department that I encountered at TKH 
during my first visit was one of the most pleasant of all 
the surprises I have received during my five year in-
volvement in Japanese medical education. It gave con-
siderable hope that teachers and teaching would become 
highly valued components of the program.  However, the 



90 Rao RH: Clinical Skills Training for Residents at TKH, Sapporo

recent exodus of several of these faculty members has 
left the GIM department bereft of a sufficient quorum of 
teachers in the past year (which was painfully obvious 
on my second visit). If this loss of faculty were to con-
tinue, the success that TKH has achieved so far will be 
unsustainable.

Finally, TKH, with the help of UPMC/UPSOM, has 
been able to fill the position of American Physician-in-
residence over the years, without a break, with a series 
of highly motivated teachers.  The constant presence of a 
highly committed teacher with few service responsibili-
ties is a major reason for TKH’s success in maintaining a 
clinical focus in training. This may be placed in jeopardy 
if this individual is required to shoulder the entire burden 
of teaching with the recent decimation of the GIM de-
partment.

On balance, then, my assessment is that the TKH pro-
gram has established a clear clinical focus for its training 
philosophy up to this point. Unfortunately, my enthusi-
asm is tempered by the recent loss of GIM faculty, which 
calls into question the continued maintenance of this oth-
erwise admirable focus.

2. Does the TKH program promote direct, hands-on 
learning for its residents?

The two venues that make for the most direct, hands-
on learning experience for residents are the outpatient 
(ambulatory care) clinic and the inpatient wards. During 
my twin visits to TKH over this past year, I had the op-
portunity to interact with residents at all levels of the 
program one-on-one at the bedside in both the inpatient 
and outpatient settings, as well in groups in conference 
discussions. In all these interactions, I was impressed by 
the knowledge and understanding that many of them 
possessed, particularly in the areas of critical thinking 
and analysis.  While there were a few residents who were 
clearly the clinical equals of any of the best I have en-
countered in my experience in the US, the majority were 
certainly functioning at a more-than-acceptable level, 
particularly in the context of the level I have seen at the 
other venues I have visited in Japan. 

Specifically, I was able to ascertain that the second and 
third year residents were able to construct a valid differ-
ential diagnosis based on clinical findings, establish a 
reasonably acceptable sequential priority of investigative 
procedures and tests, and even present a plan of treat-
ment based on the available information. All of these 
were done, in several instances, unrehearsed and without 
any preparation, showing me that these were skills that 
had been acquired through a hands-on approach.  Obvi-
ously, this was not universal, because there were also 
some residents who performed at a marginal level at best 
in these areas. In the majority of instances, however, the 
clinical skills of the more senior residents were fair-to-

excellent in my estimation, and certainly well ahead of 
those I had encountered earlier in Japan.  Moreover, the 
fact that the clinical skills of the more senior residents 
stood out in such clear contrast to those of the first year 
residents was clear proof of the success of a hands-on 
approach to clinical training during the residency at 
TKH.

In one important regard, however, the residents at TKH 
were no different from all the other residents and stu-
dents I have had the privilege of teaching in Japan: their 
enthusiasm and fascination for anything and everything 
having to do with clinical medicine.  This is so universal 
in my multiple experiences in Japan that I am convinced 
even more than I ever was that the passivity of the stu-
dents can be overcome, if medical education is made 
more interesting, interactive and clinically relevant, and 
provided teaching attitudes can be changed and clinically 
adept teachers can be found.

3. Does the TKH program encourage progressive au-
tonomy and increasing patient-care responsibility 
for its residents? 

TKH has attempted to institute a system of progres-
sively increasing patient-care responsibility, with second 
year residents given greater authority than the interns.  
This was evident in the team approach on the wards, 
with interns doing much of the basic work, and the sec-
ond year residents providing the supervision and teach-
ing.  On several occasions, I got the very distinct sense 
that the senior members of the team took their responsi-
bility for teaching the first year residents very seriously.  
The extent to which that attribute was manifest  depend-
ed on the individual resident, but in some instances it 
was very well developed, suggesting a high degree of in-
terest in imparting clinical instruction to the juniors.  
Moreover, the progressive increase in clinical skills from 
the first year to the next that I witnessed, as noted above, 
confirms that increasing responsibility from the first to 
the second year at TKH is a verifiable fact.  However, 
cause and effect are hard to determine from cross-sec-
tional observations, such as mine.  In the final analysis, 
though, it matters little whether the progressive increase 
in patient-care responsibility is a consequence or the 
cause of the increasing clinical skill.  After all, the fact 
that both should occur synchronously is a highly desir-
able goal in any good residency training program.

These observations are a clear example of the success 
that TKH is having in encouraging progressively increas-
ing patient-care responsibilities for its residents. Unfor-
tunately, this goes only so far as I have described.  Where 
TKH has failed is in taking the next step, which is to 
give third year residents a clinical teaching role in the 
residency program that allows them true autonomy under 
supervision. Instead, TKH chooses to use the third year 
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resident to fulfill service needs in the Emergency Room.  
While there may be nothing inherently wrong with so 
using these residents, it defeats the purpose of having a 
third year of “training” if the senior-most residents, with 
the greatest experience, are simply shifted to a service 
role.  This means, in effect, that their training is aborted 
at a stage that is no different from any other program, so 
that the value of that additional year of training is lost to 
the residents. Just as disappointing is the loss to the pro-
gram itself of their clinical experience and teaching 
skills. This is, in my opinion, a critical failing that needs 
to be corrected if the true spirit of residency training in a 
tiered three-year system is to be achieved at TKH.   

  
4.  Has TKH developed a formal curriculum for its 

residency training program?

The second major failing in the residency program is 
the lack of a formal curriculum. This is, of course, no 
different from most other residency programs in Japan, 
which consist of a series of subspecialty rotations strung 
together to make up the two year mandatory training pe-
riod, as described earlier by me, and also noted by Teo.11 
However, it is surprising that the TKH program has 
failed to develop a written curriculum, despite its seven 
year-old commitment to do so in its agreement with 
UPMC/UPSOM, and its avowed intention of being 
viewed as “American-style”.  The fact that a formal cur-
riculum is not required for Japanese residency training 
may be responsible for this inertia, but it does not excuse 
it.  This is a failing that must be corrected if the program 
is to take the next step to achieving its avowed objective. 

The failure to develop a curriculum to date takes an 
even more concerning turn with the recent expansion of 
the program, as noted earlier, to applicants for several 
other specialties.  With the increased demand to satisfy 
multiple curricular needs, the ability to develop and im-
plement an effective curriculum in even one of them is 
further compromised.  A related problem is that the en-
tire program continues to be directed by a single individ-
ual, the Program Director, Dr Akihiro Kishida (I will re-
turn to this later).

5. Has TKH implemented a formal evaluation process 
for residents and teachers?

This is the third area of major concern.  Suffice it to 
say that TKH has not developed, let alone implemented, 
any form of evaluation, either by the program of its resi-
dents or of the program by its residents.  

I have described in an earlier paper the vital role that 
feedback (in both directions) plays in helping to improve 
a teaching program.2  It seems redundant to reiterate yet 
again the benefits of such evaluation, but what seems so 
obvious to the eyes of this outsider may not be to those 

used to a system that neither requires nor appreciates it.  
Clearly, there are cultural impediments to honest feed-
back in Japanese society as a whole, which translate into 
an unwillingness to say or write anything negative about 
a teacher in Japan.2  While these barriers may explain the 
reluctance of other programs to institute feedback evalu-
ation, they must be overcome if a program seeks to justi-
fy its claim to being “American-style”. 

Accurate feedback forms the very backbone of an ef-
fective training regimen in any field of learning, which is 
why it is difficult to overstate the value of an effective 
two-way evaluative process.  From the standpoint of the 
residents, the most obvious benefit is that they get to 
know where they need to focus their efforts to improve. 
Its benefit to the Program Director is equally valuable:  
honest and constructive two-way evaluations can identi-
fy areas of strength or weakness in the program, as well 
as recognize those residents who might need remedial 
training or extra help to improve performance.  One ma-
jor related issue, in this regard, is that the TKH program 
has no mechanism to identify residents who are in dis-
tress from a personal standpoint or are having trouble 
coping with the stresses of a busy residency. At present, 
a distressed resident has to be recognized and reported 
by a fellow resident to the administrative staff, and then 
to the Program Director.  This is both completely unreli-
able and highly unlikely, particularly in the Japanese 
context.  Moreover, even in the remote likelihood that a 
distressed resident were to be recognized, there is no for-
mal mechanism, as would exist in an American residency 
program, for anonymous remedial intervention.  At TKH, 
such help, if it were needed, would be provided on an ad 
hoc basis, there being no clearly established way for the 
resident to receive the necessary professional help to re-
solve either professional or personal distress.

The program’s failure to evaluate is inextricably linked 
to its failure to develop a formal curriculum.  After all, if 
there is no formally outlined curriculum with clearly 
identified goals and objectives in developing competen-
cies, there can be no way of assessing either the trainees’ 
achievement of those competencies, or the program’s 
ability to develop or deliver the requisite competencies.  
In other words, evaluation can only be relevant if there is 
a formal curriculum to establish the parameters and do-
mains of the evaluative process.

In summary, therefore, the TKH program certainly has 
achieved considerable success in implementing and 
maintaining a training philosophy that is focused on the 
acquisition of clinical skills.  However, it has failed to 
follow through in several areas of clinical training that 
are crucial to enhancing the quality of the training it offers. 



92 Rao RH: Clinical Skills Training for Residents at TKH, Sapporo

B.  Has TKH Implemented the Programmatic Details 
of a “US-style Residency”?

The collaborative agreement with UPMC/UPSOM, as 
described to me by Dr Tulsky, provides the framework to 
answer this question in a comprehensive manner. The in-
dividual elements can being viewed as “successes” and 
“failures” in the context of implementing the program-
matic details of a US-style residency that TKH contract-
ed to fulfill in the agreement.  

i. My observations verify that the TKH program has 
been very successful in inculcating clinical skills in its 
residents. In fact several of them possessed clinical skills 
that were superior to those of residents at comparable 
levels at the Muribushi Project, the other venue in Japan 
where I have had the opportunity to observe and critique 
residency training in Japan.6 Using a different yardstick, 
several of the second and third year residents displayed a 
clinical maturity and understanding that would allow 
them to function successfully in a US residency program.

ii. Much of this success has come from the fact that 
faculty members from the US have been successfully re-
cruited as Physicians-in-residence for terms ranging 
from one to three years, with the specific intent that they 
would be full-time teachers, helping to guide and coordi-
nate the teaching program.  Their continuous presence 
over the years, in my opinion, has been largely responsi-
ble for developing the American-style clinical focus of 
the program.  

iii. Another reason for the success is the fact that, until 
recently, the TKH program remained true to the original 
intent of its founders in focusing exclusively on GIM.  
As a result, the GIM department was able to develop a 
distinct identity and stature with the hiring of several 
Japanese-trained internists and even a US-trained couple 
with both general medicine and subspecialty certification 
(in Pulmonary Medicine and Rheumatology). These in-
dividuals formed the backbone of the GIM teaching fac-
ulty and were responsible for maintaining much of the 
clinical focus in the program to this point.

iv. Several graduates of the TKH program have suc-
cessfully applied for and been accepted in not only the 
UPMC Shadyside Internal Medicine Residency Program 
over the years, but also in other programs around the 
country.  This success reflects my own assessment that 
the TKH program inculcates the appropriate skills in its 
graduates to make them competitive in US residency 
program. In point of fact, the very first graduate of the 
program excelled to such a degree in the UPMC Shady-
side program that she was sponsored and selected for the 
highly competitive fellowship in GIM at the University 
of Pittsburgh.  

v. Several of the residents were comfortable convers-
ing and engaging in impromptu case discussions in Eng-
lish (the language of communication at most conferenc-

es, and the language of instruction at all morning report 
and afternoon case discussions that I attended).  This was 
also true of teaching rounds at the bedside.  The comfort 
that many residents displayed in the use of English in 
these situations demonstrates the program’s success in 
promoting the use of English in its trainees.  The require-
ment for fluency in English in applicants is a unique as-
pect of the training being given to residents and repre-
sents a courageous attempt to prepare residents and make 
them competitive to apply for training outside Japan.  

Counterbalancing these successes are three major fail-
ures by TKH to implement critical elements that define a 
US-style program that have been covered in the previous 
section.  

i. One is the failure to develop a formal curriculum. 
ii. The second is the failure to provide or obtain feed-

back through evaluation.  
iii. The third is the failure to ensure true autonomy at 

the senior resident level.
iv. A fourth concern is very specific to the TKH pro-

gram, and thus belongs in a separate category, in addition 
to the foregoing: the program has clearly failed to con-
sistently apply the requirement for English fluency as a 
qualification in its applicants.   While this is not a criti-
cism in the more general sense of the quality of residen-
cy training, it is can be classified as a failure in this spe-
cific circumstance, because of the contracted commit-
ment to require fluency in English in applicants. The 
English-speaking skills of the residents I encountered 
were highly variable.  While several were fluent English 
speakers, there was a minority that was unable to partici-
pate in the interrogatory learning atmosphere because of 
a lack of even rudimentary English-speaking skills.  

The failure by TKH to consistently abide by its com-
mitment to hire only English-fluent applicants is trou-
bling in the context of the emphasis that is placed on 
presentation skills requiring English.  I greatly suspect 
that this might lead to a sense of exclusion or of inade-
quacy, or even of “second-class status”, in those resi-
dents who are not English-fluent, contributing signifi-
cantly to performance stress in these individuals.  With-
out a true evaluative process in place, it is difficult to de-
termine whether or not this stress is undermining or af-
fecting their performance in any way, but there is an un-
deniable potential for serious problems.  For this reason, 
I believe that the program should either apply the policy 
uniformly and consistently or else abandon it altogether.

Recommendations for Improvement

TKH has been very successful over the years in attract-
ing strong applicants from several of the best medical 
schools from all over the country to their residency pro-
gram.  All criticisms apart, the program has attained a 
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degree of prestige among prospective candidates, partic-
ularly among those with intentions of applying to a US 
residency program for further training, as a program that 
is an excellent preparation for such a future. TKH has, 
indeed, established a good clinical training system for its 
graduates, particularly with regard to developing good 
clinical skills.  My assessment is that several of their 
trainees display a degree of competence that would be 
commensurate with that of most US medical graduates –
which is very commendable, indeed. As commendable as 
this achievement is, there are several areas that cry out 
for attention, if the program is to be strengthened and its 
quality improved even further.

I would make the following recommendations for im-
proving both the quality of clinical training, and the 
quality of the teachers in the residency training program 
at TKH.  

i. It is critical, with the rapid expansion and diversi-
fication of the program, to hire a full-time Associate Pro-
gram Director responsible for GIM training, in order to 
re-emphasize the pre-eminent role of GIM training at 
TKH as originally envisioned by the founders of the 
TKH program.  If the program is to return to its roots 
and fulfill the vision of clinically focused training, this 
move is a must. The role of this individual would be to 
complement Dr Kishida’s role as overall Program Direc-
tor, as the one with day-to-day oversight over the GIM 
residents, while Dr Kishida  would retain day-to-day re-
sponsibility for Surgery training.

ii. It is very important to delineate and assign specific 
roles and functions to interns (PGY-1) and residents 
(PGY-2) on the wards, so that each member of the resi-
dent team understands their patient care responsibilities; 
at the present time, the roles are blurred, with interns and 
residents having to interpret, understand and work out 
their responsibilities for themselves and between them-
selves, in an ad hoc fashion.

iii. It is equally essential that TKH establish a true 
three-tiered system of progressively increasing autonomy 
over three years within the residency program, in which 
PGY-3 residents are assigned as teachers and mentors to 
their juniors, instead of service providers, as they are now.

iv. The Program must develop a written curriculum 
that specifically describes the training objectives for the 
residents, the core content they are expected to master, 
and the manner in which they are to acquire specific 
skills at various stages of their training. The concerns de-
scribed under (ii) and (iii) above would be addressed to a 
great extent though this.

v. The position of Chief Resident must be made su-
pernumerary, i.e. the Chief must not be one among the 
many PGY-3 residents, but a fourth year resident whose 
sole responsibility is to teach and to organize the day-to-
day functioning of the program.  This gives the position 
authority and meaning.

vi. Another vital area for improvement is the lack of a 
meaningful two-way evaluation process (of the program 
and preceptors by trainees, and of the trainees by the 
program).  To succeed in its goals, TKH must develop a 
mechanism that is truly anonymous and capable of being 
used for honest and constructive feedback.  This may be 
the hardest of all, given the cultural constraints that I 
have discussed at length in an earlier paper.2  For this 
reason, I hesitate to recommend the use of any tools de-
veloped in other countries.  The constraints being 
uniquely Japanese, the evaluation tools need to be devel-
oped indigenously to address the deeply ingrained cul-
tural barriers to evaluation among both students and 
teachers.  TKH could claim the mantle of a pioneer in 
this area if it were to develop such a tool and prove its 
efficacy and applicability in the Japanese context.

vii. GIM faculty must be supported and given status by 
the hospital, if the goal is to retain them as teachers in 
the Program. In particular, there must be a concerted ef-
fort to change the prevailing view that GIM is a “waste-
basket” in which only those cases belong where a spe-
cialist has no role.

viii. The loss of GIM faculty places the success that 
TKH has achieved so far in jeopardy.  To counter this, 
TKH must develop an incentive package that attracts 
graduates of the program to stay on as members of the 
faculty after they complete their residency.  TKH has re-
cruited excellent candidates to the residency, including 
some with strong regional ties to Hokkaido.  So far, 
however, TKH has not been able to build on that 
achievement by offering them any incentive to remain in 
Sapporo –one of the original goals of the program.  This 
remains a major disappointment, because developing and 
retaining graduates of their own program as faculty, in 
my opinion, should be a major source of highly qualified 
members of the GIM faculty at TKH.

ix. In particular, the creation of a 4th year Chief Resi-
dent position can become an incubator of teaching talent 
in the program, and a stepping-stone to a future career in 
GIM at TKH.

x. Finally, the program should make a decision one 
way or another to either abide by its commitment to hire 
only English-fluent applicants or abandon English as the 
medium of instruction altogether.

Conclusions

In summary, there is much to cheer and to commend, 
because the program at TKH seems far ahead of others 
of which I have direct or indirect (through other mem-
bers of the Pitt-Japan Program) knowledge.  A long-
standing and visionary commitment to clinical training 
(years before it became “fashionable” to do so in Japan), 
the collaborative agreement with UPMC/UPSOM, and 
the steadfast support of hospital and corporate leadership 
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are all vital components of the success of the program in 
attempting to incorporate US-style residency training 
practices at TKH.  These elements, each vital in its own 
way to the overall success, constitute a model that others 
may wish to emulate. 

Despite these accolades for what has been achieved, 
there is much to be cautious about. The success that 
TKH has achieved in implementing a training philoso-
phy that is focused on clinical skills training may be 
placed in perspective if one reviews the original intent of 
the founders of the residency program at TKH, as de-
scribed to me by Dr Sakai.  The four objectives were:

i. To establish a good clinical training system for 
medical graduates. 

My Assessment:  It has (with caveats, as described)
ii. To increase the recruitment of good candidates 

who, upon completion of residency, would stay in 
Sapporo and form a nucleus to build on. 

My Assessment:  It has not given graduates of its pro-
gram an incentive to stay on as teachers and mentors.
iii. To encourage the development of better teachers. 
My Assessment:  It has been successful in attracting 
good teachers of GIM until recently, but has failed to 
retain them.
iv. To recruit an American Physician in Residence 

who would help achieve the first three objectives.
My Assessment: It has maintained an unbroken record 
of keeping an American faculty member on site over 
the past several years.
Based on these four points, the TKH program can be 

said to have fulfilled some but not all of its founders’ 
goals.  The incomplete success in fulfilling both the 
dream of its founders as well as its own contractual obli-
gations in its agreement with UPMC/UPSOM should not 
detract from what it has succeeded in achieving. TKH 
has achieved more and gone further than I ever expected.  
That proves to me how much can be achieved in the Jap-
anese context with the will, commitment and support of 

leadership.  Obviously, much remains to be done.  It will 
take even greater will, commitment and support of lead-
ership for the dreams of its founders to be fulfilled.  Nev-
ertheless, TKH’s successes to date do point the way for 
others who are attempting to make residency training 
and, ultimately, medical care itself more clinically fo-
cused within the Japanese medical system.  
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