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ABSTRACT

Objectives We aimed to clarify current teaching on
lesbian, gay, bisexual, transgender (LGBT) content in
Japanese medical schools and compare it with data from
the USA and Canada reported in 2011 and Australia and
New Zealand reported in 2017.

Design Cross-sectional study.

Setting Eighty-two medical schools in Japan.
Participants The deans and/or relevant faculty members
of the medical schools in Japan.

Primary outcome measure Hours dedicated to teaching
LGBT content in each medical school.

Results In total, 60 schools (73.2%) returned a
questionnaire. One was excluded because of missing
values, leaving 59 responses (72.0%) for analysis. In total,
LGBT content was included in preclinical training in 31

of 59 schools and in clinical training in 8 of 53 schools.
The proportion of schools that taught no LGBT content in
Japan was significantly higher than that in the USA and
Canada, both in preclinical and clinical training (p<0.01).
The median time dedicated to LGBT content was 1 hour
(25th—75th percentile 0-2 hours) during preclinical training
and 0 hour during clinical training (25th—75th percentile
0-0hour). Only 13 schools (22%) taught students to ask
about same-sex relations when obtaining a sexual history.
Biomedical topics were more likely to be taught than
social topics. In total, 45 of 57 schools (79%) evaluated
their coverage of LGBT content as poor or very poor, and
23 schools (39%) had some students who had come

out as LGBT. Schools with faculty members interested in
education on LGBT content were more likely to cover it.
Conclusion Education on LGBT content in Japanese
medical schools is less established than in the USA and
Canada.

INTRODUCTION

Lesbian, gay, bisexual, transgender (LGBT)
people are exposed to health inequities.
These health disparities are partly attributable
to social discrimination. In Japan, no nation-
wide survey of the size of the LGBT popula-
tion has been undertaken by the government.
However, several surveys have been conducted
at the municipal level. A survey conducted
in Osaka City, the third largest city in Japan,
revealed that 2.7% of respondents identified
as LGBT. When individuals who identified as
asexual were included, the figure was 3.3%.!

.12 Masato Matsushima,' Fumiko Okazaki®

STRENGTHS AND LIMITATIONS OF THIS STUDY

= This study used a questionnaire that included the
same questions as previous studies to compare
the quality and quantity of leshian, gay, bisexual,
transgender (LGBT) education in Japanese medical
schools with that in the USA/Canada and Australia/
New Zealand.

= In addition to the questions used in the surveys in
the USA/Canada and Australia/New Zealand, our
questionnaire included items investigating whether
the presence of medical students/faculty who had
come out and the presence of faculty interested
in LGBT education were associated with covering
LGBT content.

= Unlike a previous study in Japan, we distributed the
questionnaire regarding LGBT content in education
to all medical schools in the country.

= This survey was conducted approximately 3 years
after the Australia/New Zealand survey and approx-
imately 9 years after the US/Canada survey; there-
fore, our study involved the limitation of not being
able to make contemporaneous comparisons with
these countries.

= Because the questionnaire was sent to the dean of
the medical school, it may not have been given to a
person with an overall understanding of LGBT edu-
cation in medical schools.

Social discrimination and health disparities
against LGBT people have also been reported
in Japan. Fifty-eight per cent of LGBT people
have been bullied in school,2 and 61.4% of
transgender people have reported difficulties
finding a job because of their gender iden-
tity.” As for health disparities, for example,
gay and bisexual men have a higher rate of
attempted suicide than heterosexual men,*
and transgender people have high rates
of suicidal ideation.” Lesbian and bisexual
women have high rates of self-harm.’
Furthermore, in Japan, it has been reported
that there are barriers for LGBT people to
access medical care, and that they are some-
times treated inappropriately in medical
settings. More than 40% of transgender
people reported that they had unpleasant
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experiences during medical visits or hesitated to seek
medical care.” A survey of hospital nurse managers
reported that more than 30% of hospitals allowed visita-
tion and end-oflife care only to relatives, and partners
of the opposite sex, but not to partners of the same sex.”

To eliminate these health disparities, healthcare
providers should be equipped with better knowledge, skills
and attitudes. A systematic review reported that medical
staff and students’ knowledge and attitude towards LGBT
patients was improved by education.” Education may
therefore be an important tool in improving medical care
for LGBT patients. However, as shown in this review, most
of the reports on medical education about LGBT content
are mainly from the USA, with limited reports from Asia.
Understanding the cultural background is important in
developing medical education about LGBT content in
East Asian countries, which have different cultural back-
grounds from the West.

In Japan, it has been suggested that there are few
people who come out, making LGBT people less visible.
For example, in a survey of 16 countries conducted by
Ipsos, 46% of respondents answered that they had an
LGBT person close to them, compared with only 5% of
respondents in Japan, the second lowest of the 16 coun-
tries."” Tamagawa also commented that ‘a number of Japa-
nese GLBT scholars and activists attest that it is extremely
difficult, if not impossible, to come out of the closet in
Japanese society’ (p 488)."" In Japan, where LGBT people
are thus less visible, the revision of the model core curric-
ulum for medical education for the 2016 academic year
(2017) was the first version to include a learning goal
about being able to ‘explain gender formation, sexual
orientation, and ways of consideration for gender iden-
tification” (p 43)."” However, there are still no guidelines
about what and how to teach LGBT-related content in
medical education in Japan. Epidemiological studies are
necessary to look at the current situation in detail and
compare it with countries where education is already
advanced. However, there is only one report in English
describing the status of training on LGBT content in
medical schools in Japan." It had a low response rate and
did not ask for details about the content of the education
without direct comparison by survey data to other coun-
tries. Our study is the first attempt of which we are aware
to survey the quantity and quality of education on LGBT
content in Japanese medical schools and compare the
result with the data from other countries. We used a ques-
tionnaire developed for a previous study in the USA and
Canada'* and subsequently used in a study in Australia
and New Zealand'"® and compared the results with data
from those previous studies.

METHODS

Participants and study setting

Questionnaires were mailed to the 82 deans of the medical
schools in Japan between July 2018 and January 2019. The
aim and importance of our study were announced in the

journal Medical Education Japan in April 2018."° We asked
each dean to complete the questionnaire, involving the
director of education and/or relevant faculty members
when necessary.

Questionnaire design

The questionnaire consisted of 18 questions, including
13 drawn from Obedin-Maliver ¢t al* and translated
into Japanese with permission from the author and the
American Medical Association through the Copyright
Clearance Center (Copyright 2011 American Medical
Association. All rights reserved).

Five new questions were also included: (1) the type
of school (public or private/others), (2) whether any
medical students had come out as LGBT, (3) whether any
faculty members had come out as LGBT, (4) whether any
faculty members were interested in education on LGBT
content, and (5) who completed the questionnaire.

The primary outcome was hours dedicated to teaching
LGBT content in each medical school. The secondary
outcomes were: teaching methods, the extent to which
LGBT health areas are taught, the evaluation methods
of LGBT-related teaching and strategies to increase time
devoted to education of LGBT content.

Data collection process

Data were collected between July 2018 and January 2019.
If there was no response by the due date, we mailed the
questionnaire twice more and contacted the school by
telephone.

If schools did not wish to participate, we asked them to
return the blank questionnaire. To confirm which univer-
sities had responded, the university name was included
on the response envelope. The divisional clerk, who
was not involved in the research, opened the envelopes
and kept the answer sheets separately. The name of the
university therefore could not be linked to the answers,
and the completed questionnaires were treated as anon-
ymous. The questionnaires included details of these
processes. The questionnaire included information about
the purpose of the study and how the answers would be
used. Questionnaire completion was considered to show
consent to participate in the study.

Data analysis

Each question was analysed excluding missing values.
We compared the proportions of medical schools that
taught each LGBT topic between Japan and the USA and
Canada'! using Fisher’s test. This was also used to identify
the statistical significance of the relationships between
factors and teaching on LGBT contentin Japan. Wilcoxon
rank-sum test was used to test the significance of differ-
ence in hours spent teaching LGBT content between
public and private/other schools. Testing excluded any
answers indicating ‘declined to answer’. All statistical
analyses used Stata V.16.0.

Patient and public involvement
No patients were involved.
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double answers; max no. of missing
values = 6 (n=15)

Figure 1 The flow chart of respondent selection.

RESULTS

In total, 60 of the 82 schools (73.2%) responded, and 42
answered all the questions. Four schools provided double
answers to one question. We removed one respondent
who did not answer 11 of 18 questions, leaving responses
from 59 schools (72.0% of Japanese medical schools) for
analysis. The remaining respondents had no more than
six missing answers and were included in the analysis
(figure 1). Two researchers checked the double answers
and agreed how to combine them.

Only 15 of the 59 deans completed the questionnaire
themselves. In 36 schools, the respondents were the direc-
tors of education, 11 were completed by obstetrician-
gynaecologists, 8 by psychiatrists, 8 by urologists and 24
by others (eg, other specialties or office workers). Of the
59 schools, 28 were public, 27 were private or others and
4 schools did not answer this question.

Education on LGBT content

In total, 31 of the 59 schools (52.5% of respondents)
included LGBT content in preclinical training, 18
(30.5%) did notand 10 (16.9%) did not know how many
hours were spent. For the 49 schools that provided this
information for preclinical training, the median (25th—
75th percentiles) and mean (+SD) hours were 1 hour
(0-2 hours) and 1.6 (+2.4) hours (figure 2).

Only 8 of 53 schools (15.1% of respondents) included
LGBT content during clinical training, 25 schools
(47.2%) did not cover it and 20 (37.7%) did not know.
The median (25th-75th percentiles) and mean (+SD)
hours of the 33 schools were 0 (0-0) hour and 0.3 (+0.6)
hour (figure 2).

In total, 33 schools (55.9% of respondents) provided
information about hours spent on teaching LGBT content
across the whole curriculum. The median (25th-75th
percentiles) and mean (+SD) were 0 (0-2) hours and 1.4
(+2.4) hours. Six schools provided no information about
clinical training time, resulting in fewer schools for anal-
ysis of total time. The median and mean total time were
therefore shorter than the preclinical time.

There was no statistically significant relationship
between type of school (public or private/other) and
teaching about LGBT content (Fisher’s exact test, preclin-
ical p=0.38, clinical p=0.65, total p=0.24). The time spent
in preclinical and clinical training was also not signifi-
cantly different between public and private/other schools
(Wilcoxon rank-sum test, p=0.19, p=0.76).

In total, 51 schools provided information about whether
their curricula covered 16 LGBT-related topics. Of these,
15 (29.4%) covered at least half the topics. For each topic,
the number of schools that responded that it was taught
in the required or elective curriculum and that it did not
need to be taught is summarised in table 1.

In total, 37 of 57 respondents (64.9%) did not eval-
uate teaching about LGBT content. The most frequent
form of evaluation was a written examination (16 of 57,
28.1%). No schools used faculty-observed patient inter-
actions or evaluation by patients, and only one used
peer-to-peer evaluations and evaluation by standardised

Number of schools
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Hours dedicated to teaching LGBT content*

Figure 2 Hours dedicated to teaching lesbian, gay,
bisexual, transgender (LGBT) content in Japanese medical
schools. *The numbers after the decimal point were rounded

up.
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Table 1 Proportion of schools teaching particular LGBT
topics in the required or elective curriculum and answering
‘coverage not needed’ about each topic

Available in required  Coverage not
or elective curriculum needed

(n=51) (n=53)
Disorders of sex 23 (45%) 2 (4%)
development (DSD)/
intersex
HIV in LGBT people 20 (39%) 2 (4%)
Gender identity 19 (37%) 3 (6%)
Sexual orientation 17 (33%) 6 (11%)
Coming out 16 (31%) 6 (11%)
Transitioning 16 (31%) 3 (6%)
Sex reassignment 16 (31%) 2 (4%)
surgery (SRS)
Sexually transmitted 15 (29%) 2 (4%)
infections (not HIV) in
LGBT people
Barriers to accessing 14 (27%) 5 (9%)
medical care for LGBT
people
Mental health in LGBT 14 (27%) 5 (9%)
people
LGBT adolescent health 7 (14%) 5 (9%)
Body image in LGBT 7 (14%) 6 (11%)
people
Alcohol, tobacco or 5 (10%) 7 (13%)
other drug use among
LGBT people
Chronic disease risk for 5 (10%) 4 (8%)
LGBT populations
Safer sex for LGBT 4 (8%) 6 (11%)
people
Unhealthy relationships 0 (0%) 5 (9%)

among LGBT people

These items were taken from questions 8 and 9 from the questionnaire
by Obedin-Maliver et al.™*
LGBT, lesbian, gay, bisexual, transgender.

patients. The free text responses included answers such
as reaction papers, reports, presentations and oral
examinations.

The strategies that could be used to increase training on
LGBT content are shown in table 2. The most common
was ‘Faculty willing and able to teach LGBT-related curric-
ular content’.

Original questions

The results of our new questions are shown in table 3.
There were no relationships between whether any
students or faculty members had come out and teaching
about LGBT content (Fisher’s exact test, p=0.31, p=0.29).
The schools that clearly indicated that they had faculty
members interested in education on LGBT content were
more likely to cover it (Fisher’s exact test, p<0.01).

Table 2 Possible strategies to increase LGBT-specific
content* (n=50)

Respondents
n (%)
Faculty willing and able to teach LGBT- 29 (58.0)
related curricular content
Curricular material coverage required by 24 (48.0)
accreditation bodies
Questions based on LGBT health/health 20 (40.0)
disparities on national examinations
More time in the curriculum to be able to 20 (40.0)
teach LGBT-related content
Curricular material focusing on LGBT- 16 (32.0)
related health/health disparities
Increased financial resources 10 (20.0)
More evidence-based research regarding 8 (16.0
LGBT health/health disparities
Logistical support for teaching LGBT- 6 (12.0)
related curricular content
Methods to evaluate LGBT curricular 6 (12.0)
content
Don’t know 9(18.0)
Other 3 (6.0)

These items were taken from question 13 from the questionnaire
by Obedin-Maliver et al.'

*To focus on what would help in future, we specifically asked about
future strategies rather than current success strategies.

LGBT, lesbian, gay, bisexual, transgender.

Comparison between Japan, the USA/Canada and Australia/
New Zealand

Only 9 of 132 schools (6.8%) in the USA and Canada
did not include LGBT content in preclinical training."*
The proportion of schools not teaching it in Japan (18
of 59 schools, 30.5%) was therefore much higher (Fish-
er’s exact test, p<0.01) (figure 3). Even if all the schools
that responded ‘not known’ had provided education on
LGBT content during preclinical training in Japan, the
proportion of schools not teaching about LGBT content
would still be significantly higher in Japan than the USA
and Canada (Fisher’s exact test, p<0.01). In the USA and
Canada, 44 of 132 schools (33.3%) did not include LGBT
content during clinical training,'* which was significantly
less than in Japan (25 of 53 schools, 47.2%) (Fisher’s
exact test, p<0.01) (figure 3). There were also signifi-
cant differences in both preclinical and clinical training
when schools that answered ‘don’t know’ were excluded
(Fisher’s exact test, p<0.01). We were unable to statisti-
cally compare our data with Australia and New Zealand
because there was no information about how many
schools there did not teach about LGBT content.'”

In the USA and Canada, the median time (25th-75th
percentiles) spent on LGBT content during preclinical
and clinical training was 4 (2-6) and 2 (0-3) hours,"*
longer than the 1 (0-2) and 0 (0-0) hours in Japan. The
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Table 3 Responses to our original question (n=59)

Were/are there

Any students who had come out as LGBT?
Any faculty members who had come out as LGBT?

Faculty members interested in education on LGBT content? 27 (45.8)

LGBT, lesbian, gay, bisexual, transgender.

study in Australia and New Zealand did not provide the
median hours.'”

The detailed comparison between Japan, the USA/
Canada'? and Australia/New Zealand™ is shown in
table 4. There were too few data from Australia and New
Zealand for detailed statistical comparisons.

DISCUSSION

This survey was the first attempt to compare education
about LGBT content in medical schools in Japan with
other countries. A much higher proportion of schools
did not teach about LGBT content in Japan than in the
USA and Canada. The coverage of LGBT topics was
also much lower in Japan than in the USA/Canada and
Australia/New Zealand. Faculty members interested in
teaching LGBT content could be important in increasing
its coverage in medical education.

In total, 31 of 59 schools said they taught about LGBT
content. In contrast, a previous study by Yamazaki et al
reported that only 22 of 37 schools provided lectures or
workshops on sexual and gender minorities (SGM) in
Japan.'® This is because the methodology in selecting
target schools was different from ours, which resulted
in the longer lecture time (median 130min) than ours.
In Yamazaki et als study, one faculty member was first
selected from each of 80 medical schools based on a
list of a medical education organisation. Next, double
postcards were sent to each of the 80 selected faculty
members asking them to refer a key person who could
provide accurate information about lectures on SGM in
their medical schools. Among 47 schools for which post-
cards were returned, 43 were considered eligible for the
survey. Finally, the second questionnaire about lectures

B Japan ©US and Canada

50% =25 (47.2%)

40% o=18 (30.5%) n=44 (33.3%)
30% T

20%

10%

n=9 (6.8%)

0%
preclinical training
Figure 3 Proportion of schools that did not teach about
lesbian, gay, bisexual, transgender (LGBT) content at all.
The data of the USA and Canada were quoted from Obedin-
Maliver et al.™

clinical training

Yes (%) No (%) Don’t know (%) Declined to answer (%)
23 (39.0) 10(17.0) 20 (33.9) 6(10.2)
7(11.9) 11 (18.6) 37 (62.7) 4 (6.8)

1(1.7) 30 (50.9) 1(1.7)

on SGM was sent, and 37 schools responded. Thus, the
final response rate was 46.3% (37/80)."> Accordingly, the
current study has the strength of having a better response
rate than that of Yamazaki et al. Both our study and that
of Yamazaki et al'® suggested that the time spent teaching
about LGBT content is significantly lower in Japan than
in the USA and Canada. Our study also showed that a
much higher proportion of schools in Japan do not
include LGBT content during either preclinical or clin-
ical training than in the USA and Canada.'* Nine years
have passed since the survey in the USA and Canada,'*
but the curricula in Japan are still less established.

The quality of education on LGBT content was also
lower in Japan than in the USA/Canada and Australia/
New Zealand. Some topics were not considered to be
necessary by some Japanese respondents. Biomedical
topics such as HIV and disorders of sex development
(DSDs) were more likely to be taught than social topics
such as unhealthy relationships, safer sex and substance
abuse. Although teaching about DSDs is important, it is
not a substitute for teaching LGBT content. The term
LGBTTI is sometimes used to include intersex in LGBT in
]apan,” whereas DSDs refer to a wide range of congenital
conditions, not sexual orientation or gender identity. We
believe that the lack of educational guidelines on LGBT
content means that there has been little discussion about
what should be taught, resulting in lack of acknowledge-
ment of the importance of social problems among LGBT
people. In contrast, in the USA, the guideline for medical
education from the Association of American Medical
Colleges (AAMC) summarised the health disparities of
individuals who are LGBT, gender non-conforming or
born with DSD, including social issues, and provided
professional competency objectives to improve health-
care for those people.'

Additional questions in our survey were designed
to explore the factors that promote LGBT education.
A study in the USA and Canada found that East Asian
medical students were less likely to come out about their
sexual identity than white students,'” so we assumed that
sexuality would also tend to be hidden in medical schools
in Japan as well. We hypothesised that openly LGBT
students or staff might stimulate interest. Of respondent
schools, 39% had students who had come out as LGBT,
which was more than we expected. However, we found
no relationship between teaching time and whether there
were LGBT staff or students who came out. It is possible
that staff or students coming out may be considered a
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Table 4 Comparison of education on LGBT content between Japan, the USA and Canada, and Australia and New Zealand

Japan

USA and Canada'

Australia and New Zealand™

Number of responders/total number of
schools (proportion)

Methods of teaching LGBT content
LGBT-specific content in Interspersed

the required preclinical
curriculumt

59/82 (72%)

19 (32.8%)

Discrete modules 11 (19.0%)

Lectures or small-group sessions in the required
clinical curriculumz

12 (20.3%)

Clinical clerkship site Required clerkship 0 (0.0%)
that is specifically Elective clerkship 0 (0.0%)
designed to

facilitate LGBT patient

care§

Faculty development for teaching about LGBT 5 (8.5%)
health9]

Coverage of LGBT content

Asking about same-sex relations when obtaining
sexual history™*

13 (22.0%)

Teaching difference between behaviour and
identitytt

At least half of 16 LGBT-related topics covered in 15 (29.4%)
elective or required curriculumii

Evaluation of coverage of LGBT content (very
poor/poor)§§

17 (28.8%)

45 (79.0%)

132/176 (75%)

n (proportion)
88 (66.7%)"
32 (24.2%)

79 (59.8%)*

7 (5.3%)
12 (9.1%)™

27 (20.5%)

n (proportion)
128 (97.0%)*

95 (72.0%)*

34 (25.8%)"

15/21 (71%)

9 (60.0%)
5 (33.3%)

2/199 (13.3%/6.7%)

5 (33.3%)
7 (46.7%)

0 (0.0%)

12 (80.0%)

10 (66.7%)

99 (75.0%)* -

3 (20.0%)

Iltems on methods of teaching LGBT content and coverage of LGBT content were cited from or corresponding to questions 2-5, and 6, 7, 8

and 10 of the questionnaire by Obedin-Maliver et a/.™

*P<0.01; **p<0.05 for comparison of the proportions of schools that answered yes between Japan and USA/Canada.
TNumber of respondents answering ‘Do not know’/missing value among Japanese responses: 3/1

$11/0
§0/0
114/0
*17/0
+110/0
110/8
§§3/2

1191Two schools had lectures and one had small-group sessions. Sanchez et al asked separately about lectures and small-group sessions.®
“*Two schools had clinical rotation site as a required clinical rotation, four as an elective and three as both."®

LGBT, lesbian, gay, bisexual, transgender.

single case, not a common issue, and therefore not result
in changes in educational policy in the school.

The reasons why LGBT-related education in Japan is so
much worse in both quantity and quality may be both socio-
cultural and medical-educational. Socioculturally, there
are no antidiscrimination laws regarding sexual orienta-
tion or gender identity, and same-sex marriages have not
been approved in Japan. Cultures and social systems that
protect the rights of LGBT people may therefore be less
mature in Japan. This could make it difficult for LGBT
people to come out. In medical settings, 58% of LGBT
people who accessed medical services for mental health
issues did not disclose their sexual orientation or gender
identity to staff.”” It may therefore be hard for healthcare
professionals to identify LGBT patients as such. However,
the movement for the rights of LGBT people in Japan is

slowly making progress. For example, there is a growing
movement at the local government level to issue certifi-
cates for same-sex partnerships. Medical institutions are
also beginning to provide support for LGBT people. For
example, Juntendo University Hospital in Tokyo estab-
lished a working group in 2021 to consider and respond
to patients, families and staff regarding sexual orienta-
tion and gender identity, and has started activities such
as providing learning opportunities for medical staff and
a sexual orientation and gender identity consultation
service.”'

From a medical education perspective, Yamazaki et al
reported that the most common reason for not teaching
LGBT content in Japanese medical schools was unavail-
ability of suitable instructors.”” In our study, the most
popular future strategy for increasing the time on LGBT

6
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content was ‘Faculty willing and able to teach LGBT-
related curricular content’. We found that schools with
faculty members interested in education on LGBT content
were more likely to cover this topic. We therefore believe
it is essential to provide more opportunities for faculty
members to acquire the skills to teach about LGBT issues.
Yamazaki et al recommended the following six steps to
promote medical education on SGM: engaging appro-
priate stakeholders, developing a textbook or educational
guide for SGM education and developing a diverse curric-
ulum team for each medical school, as well as conducting
faculty development, curriculum development and
curriculum evaluation."”” We believe that all of these steps
are necessary in Japan. Our study highlighted the impor-
tance of the third step ‘diverse curriculum team for each
medical school’ and the fourth step ‘conducting faculty
development’. In Japan, although workshops have been
held to devise and implement education about LGBT
content in medical education courses, such meetings are
not conducted on a continuous basis. Accessible online
courses could potentially provide valuable opportuni-
ties for more educators in Japan to learn about teaching
LGBT content, such as those offered by Stanford Medi-
cine.” The current results also revealed that one school in
Japan had made outstanding progress, spending 12 hours
on LGBT education. It would be useful to share infor-
mation about how this school started and evolved their
teaching, so that schools who are not currently teaching
LGBT content at all can start teaching it. There is also an
urgent need in Japan to develop guidelines for medical
education on LGBT content. In addition to education
provided by each medical school, internet resources such
as AAMC material can be used to provide opportunities
for all medical students in Japan to learn LGBT content.”’

To the best of our knowledge, no previous survey has
examined the current status of postgraduate education
for physicians on LGBT issues in Japan. Although a small
number of lectures and workshops have recently been
held in the level of academic society,”* * the opportu-
nities for physicians to learn about LGBT content after
graduation are still limited. Therefore, it is important to
provide opportunities for education on LGBT content in
undergraduate education.

The inadequacy of medical education probably reflects
the current state of medical practice in Japan. To reduce
health disparities among LGBT people, it is necessary
to examine whether LGBT people are being properly
cared for in medical settings in countries where LGBT
is invisible, such as Japan, as well as improving medical
education.

Limitations

This study had some limitations. First, a high response
rate was considered essential to enable comparisons with
previous studies, so we actively followed up question-
naires, which increased the response rate from 47.6%
after the first mail. However, the final response rate was
just 73.2% (60 of 82 schools) which was lower than the

85.2% (150 of 176 schools) in the USA and Canada.'
The results should therefore be interpreted with caution.

Second, we calculated the proportion of schools for
each question excluding missing values. The studies in the
USA and Canada'* and in Australia and New Zealand'
both used listwise case deletion. Using this method, the
proportion of schools including LGBT content in preclin-
ical and clinical training decreased from 52.5% (31 of 59
schools) and 15.1% (8 of 53 schools) to 35.7% (15 of 42
schools) and 11.9% (5 of 42 schools), an even bigger differ-
ence with the USA and Canada. The median (25th-75th
percentiles) and mean (+SD) time were 1 (0-1.2) hour
and 1.4 (+¥2.5) hours during preclinical training, and 0
(0-0) hour and 0.25 (+0.6) hour during clinical training,
which were very similar to our previous figures.

Third, there were some double answers for one ques-
tion. This may be because the questionnaire had been
given to individual departments rather than a key faculty
member aware of the overall education curriculum. It
is therefore not clear whether the responses accurately
reflected the current situation. However, this confusion
probably reflects a lack of coordinated training on LGBT
content.

Fourth, the survey in the USA and Canada used as a
comparison was conducted in 2009-2010,'"* approxi-
mately 9years before the current study. In 2014, after
this study was conducted, the AAMC published prac-
tical, detailed and evidence-based recommendation for
educational curricula on LGBT content.'® Furthermore,
in 2015, same-sex marriage was legalised across the USA.
Over the past 10 years, various attempts and advances in
medical education on LGBT content have been reported
from the USA and Canada.”?” Considering these devel-
opments, the gap between Japan and the USA and Canada
may currently be expanding.

CONCLUSIONS

The median time given to LGBT content during preclin-
ical training was 1hour, and 30.5% of respondents did
not include any time. During clinical training, the
median time was 0 hour, only 15.1% of respondents
included dedicated time and 47.2% did not cover it at
all. The coverage of LGBT topics in medical education
was much lower in Japan than in the USA/Canada and
Australia/New Zealand. To promote education about
LGBT content, it is necessary to train faculty members to
be able to teach these topics.
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