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Abstract
Background Gender studies in the medical profession have revealed gender biases associated with being a doctor, 
a profession often regarded as more suitable for men. The path to gender equality inevitably involves deconstructing 
this masculinized assumption. Despite the decades-long expectation that ikumen–men who actively participate in 
childcare in Japan–would contribute to a change toward gender equality, Japanese society is still male dominated, 
and women suffer from a large gender gap. With the aim of exploring implicit gendered assumptions concerning 
being a caregiver and a doctor, the authors focused on the experience of individuals juggling the binary roles of a 
professional and a caregiver.

Methods The authors conducted subjectivist inductive research, recruited ten Japanese physician fathers through 
purposive sampling, and collected data through one-to-one semi-structured interviews between October 2017 and 
December 2018. The authors recorded and transcribed the narrative data, and extracted themes and representative 
narratives.

Results The study identified three themes about the reproduction and potential change of the gender gap: 
maintaining gendered assumptions of the medical profession without experiencing conflict, maintaining gendered 
assumptions of the medical profession while experiencing conflict, and deconstructing gendered assumptions of 
the medical profession through conflict. The authors found that these negotiations interplayed with the gendered 
division of labor between male doctors and their wives as well as the patriarchal family structure.

Conclusions The study revealed how gendered assumptions of the medical profession, as well as gender 
stereotypes and gendered division of household labor, were reproduced in the course of male doctors’ negotiations 
when they became fathers. For male doctors to question their unconscious gender bias, the authors emphasize 
the importance of men gaining knowledge about gender stereotypes, and propose that educators create such 
opportunities. Moreover, the authors assert that increasing doctors’ awareness of how masculinized assumptions 
implicitly interact with ideas of being a doctor—an aspect rarely discussed among medical professionals—is crucial 
for deconstructing the gendered normativity in the medical field.
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Background
Gender equality in the medical profession is of increasing 
concern for female doctors facing gender-related difficul-
ties. Previous research has highlighted their experiences 
of gender inequality and segregation in professional com-
munities. Female doctors: are paid less than male doctors 
[1]; suffer unequal treatment due to gender stereotypes, 
such as “physicians should be men” and “women must 
prioritize family responsibilities” [2]; and report witness-
ing and experiencing sexism at work [3]. While other 
professions can entail gender-based inequalities [4, 5], 
the medical profession is particularly unique in that gen-
der influences the professionals’ processes of forming 
professional identities. Some scholars have pointed out 
that professional identity formation, considered a major 
factor throughout the continuum of medical education 
[6], is influenced by specific gender norms [7–11]. For 
example, female medical students and physicians strug-
gle to reconcile their professional and gender identities 
in a masculinized professional community [8] and in a 
society that, largely, has a patriarchal family structure 
(10). Women have more difficulty finding mentors [7], 
which is crucial for leaners to reflect on experiences and 
develop professional identity [9].

These preceding studies have yielded answers to the 
question of whose standards doctors conform to; men’s 
[7, 12–14]. In contrast, research on how the link between 
masculinity and the medical profession is maintained 
is scarce, and so is insight into how this link can be dis-
mantled. Ozbilgin et al. researched this unexplored area, 
and investigated the connectivity of gender and time in 
norms regarding professional behavior to reveal how a 
certain discourse of professionalism was used to retain 
and reproduce gender order at work [15]. As they sug-
gested in their article [15], the next step in this area 
should be to focus on the discourses of standard work 
ethics in health professions and examine the assumptions 
underpinning them.

In addition to these examinations into gender structure 
within the medical profession, clues to further under-
standing the gender gap among doctors may be found in 
the interactions between their professional and domestic 
roles. In their review, where they presented several theo-
ries and frameworks to explain the division of house-
hold labor [16], Shelton and John argued that individuals 
with more resources (such as education, income, and 
occupational prestige), and those with more time con-
straints owing to work, are more likely to be exempted 
from household chores. Accordingly, physicians, typically 

having such resources [17, 18] and working for long 
hours [19], are more likely to be excused from domestic 
duties.

Considering this interrelationship between doctors’ 
work and family roles, we examine how this relationship 
evolves when physicians assume an increased amount 
of household labor. Particularly, to explore this more 
comprehensively, we examine male doctors involved in 
childcare in Japan. Since the mid-20th century, Japanese 
families have followed a gendered division of labor, where 
men have been less involved in caregiving and house-
hold chores compared to women. While the number of 
dual-income households was nearly three times higher 
than that of single-income households with stay-at-home 
wives as of the year 2022, the situation remains largely 
unchanged, with men dedicating minimal time to care-
giving or household responsibilities [20, 21]. These dis-
parities in domestic roles between husbands and wives 
have been reported to be similar for physician couples 
[22, 23]. Even in 2023, Japan ranks at among the low-
est levels on the Global Gender Gap Index (125th of 
146 countries) [24]. Nevertheless, amid this social back-
ground, there has been a new trend regarding fathers’ 
participation in childcare since the 2000s. Fathers who 
actively took on the responsibility of caring for their 
children became applauded, accompanied by the new 
term “ikumen” to denote such men. In recent masculin-
ity studies, this form of masculinity, which adopts care-
related characteristics traditionally considered feminine 
(i.e., caregiving, domestication, etc.), is referred to as a 
caring masculinity [25, 26]. With the widespread adop-
tion of this trend across Japan, the Japanese medical com-
munity also saw an increase in the number of physician 
fathers adopting this role, resulting in the emergence of 
a master narrative on childcare by male doctors, often 
described as a positive and welcoming attitude [27, 28]. 
However, as outlined earlier, this new form of masculin-
ity symbolizing hope for gender equality has not substan-
tially influenced the gender structure at the macrosocial 
level. Why, then, has it been challenging to effect societal 
level changes when men have been increasingly making 
new adjustments to their gendered roles? How can this 
challenge be overcome?

Based on these arguments, regarding the professional 
standards that physicians are expected to meet, we pre-
sumed that there would be implicit gendered assump-
tions which may inhibit the fight at the individual level 
toward changing gender norms, thus sustaining the 
gender gap. With the aim of exploring how gendered 
assumptions interplay with individuals’ negotiations, our 
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study specifically examined the experience of Japanese 
physician fathers struggling between the binary roles of 
working, which has been attributed to men, and child-
care, which has been considered feminine. Therefore, we 
designed a qualitative study with the research question, 
“When male doctors become fathers, how do their nego-
tiations about being a caregiver interact with gendered 
assumptions about being a doctor?”

Methods
Study design and theoretical orientation
Since this study aimed to explain a particular phenom-
enon and develop new insights by focusing on individual 
experience, we adopted a subjectivist inductive approach, 
which begins not with a hypothesis but with collect-
ing data about the phenomenon and search for patterns 
across the data to generate an understanding of the phe-
nomenon [29]. However, we allowed, in the course of 
research, the adoption of particular theories or concepts 
to inform the research process, if the researchers found 
that those theories or concepts could shape the research 
better [29].

Based on this position, we employed the following 
concepts, which we acknowledged as appropriate for 
the proposed research question, enhancing the coher-
ence, logic, and relevance of this study vis-à-vis previous 
research in this academic area: Gender is constructed 
through interactions between individuals and society in 
a specific social context [30]. The male gender is not uni-
form, yet there is a plurality of masculinities and a hier-
archy within these masculinities [31]. Patriarchy refers 
to a form of organizing a society with power relations 
between male dominance and female subordination [32, 
33]. The gendered division of labor refers to the alloca-
tion of different types of work or tasks between women 
and men; we used this word in our article as the alloca-
tion of roles between participants and their wives, which 
assumed that men should work outside the home and 
women should do household work [10, 22, 32]. In addi-
tion to these concepts, we also define childcare. Drawing 
on previous research [20, 21, 25, 34, 35], we define child-
care as a concept encompassing three types of activities, 
including caregiving that involves direct physical contact; 
domestic work associated with nurturing children, such 
as cooking and doing laundry; and interacting with chil-
dren in forms, such as playing. Each of these activities 
requires caregivers to assume varying levels of responsi-
bility and perform them at different levels of frequency. 
Some high responsibility tasks must be performed on a 
daily basis, while other tasks are less demanding and can 
be performed at the caregivers’ own pace.

Research participants
We adopted a purposive sampling method to recruit 
the participants. We contacted the candidates via email 
through referrals from the researchers’ friends, acquain-
tances, and colleagues. All the candidates worked full- 
or part-time at clinics or hospitals in Japan. Those who 
agreed to participate in this study and met all three 
of the following criteria were included: Japanese male 
physicians who were (1) in a heterosexual marriage, (2) 
engaged in childcare for at least one hour daily, and (3) 
residing with their child under the age of seven. The 
first criterion was set because we deemed it necessary 
to distinguish between the childcare experiences of men 
in male-female couples and those of single parents or 
same-sex couples; our study focused on the former. It is 
important to note that Japan has a relatively low rate of 
births occurring outside of marriage (2–3%), in contrast 
to the average of OECD countries (42%) [36]. Addition-
ally, Japanese law does not recognize same-sex marriage, 
limiting adoption options for same-sex couples [37]. The 
second criterion was set based on the median domestic 
work hours (including childcare, family care, and chores) 
of male doctors in Japan, which is three hours per week 
[22], to select those who were more engaged in childcare 
than average men. The third criterion was informed by 
the observation that in Japan, the amount of time spent 
on childcare tends to decrease significantly after the age 
of six [20]. We did not include the wives’ employment 
status as a selection/exclusion criterion, as our intention 
was to explore the general experiences of male physi-
cians in Japan. Hence, most participants had wives who 
were either full-time housewives or part-time workers. 
It is important to acknowledge that this group of par-
ticipants may not represent the reality of male physicians 
whose wives are full-time employees or those who are 
single parents raising children on their own. Neverthe-
less, given the statistical trend that most Japanese male 
physicians’ spouses are housewives [23], this participant 
group served to capture the general experiences of male 
physicians in Japan.

Data collection
Semi-structured interviews were conducted in Japanese, 
either face-to-face or online between October 2017 and 
December 2018. Each interviewee participated in a single 
interview session. The duration of each interview ranged 
from 39 to 68  min. All interviews were conducted one-
on-one by NK, except for that of Akira (a pseudonym), 
who was interviewed by two researchers (NK and TM). 
The interviewer explored the experiences of the par-
ticipants using an interview guide prepared in advance 
(Table 1), and asked additional questions when relevant 
or when important narratives emerged. All interviews 
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were recorded on a digital audio recorder. Verbatim tran-
scripts were created from the audio-recorded data.

Data analysis
We considered that the data collected through the inter-
views in this study would contain narratives reflecting 
how the narrators were positioned within existing norms 
and discourses in a particular society [38]. Using this lens, 
we analyzed the data in the following four steps: First, 
after data immersion and familiarization, NK extracted 
the raw narrative fragments of the research question and 
assigned each a theme (a form of language that was more 
abstract than the original data). Second, NK constructed 
individual storylines based on the identified themes. 
Third, four other researchers reviewed the themes and 
storylines presented by NK against the original data to 
examine their appropriateness. Finally, the researchers 
cross-read all participants’ storylines and themes and 
extracted core themes and representative narratives.

Reflexivity
Of the five members of the research team, FT is an edu-
cational sociologist specializing in gender studies (par-
ticularly men and masculinity studies), and the rest are 
doctors specializing in general internal medicine or fam-
ily medicine. HN is a medical education researcher. TM 
is a woman, and the other four are men. We recognized 
that the data obtained from the interviews would be con-
structed through the interaction between the interviewee 
and the interviewer. Therefore, when analyzing the inter-
viewees’ words, we also considered the interviewers’ 
reactions. In particular, when analyzing the polysemic 
and ambiguous words uttered by the interviewees, we 
not only interpreted them based on the content of the 
conversation before and after but also paid attention to 
how they understood the questions posed by the inter-
viewer and what discourse they presented.

All the five team members had experience in childcare. 
The first author (NK), a male family physician who led 
the data collection and analysis, experienced single par-
enting, which is rare for male doctors in Japan, and strug-
gled greatly with work-life balance. As it was anticipated 
that his personal experiences would be projected onto 
data collection and analysis, NK shared his reflections 
at regular research team meetings and other members 
commented.

Ethics
The Research Ethics Committee of the Japanese Primary 
Care Association approved this study (approval number 
2017-003). Participants were provided with a written 
overview of the study, which was explained to them by 
the researcher via email or orally. Participants’ consent 
was obtained in a written form. The researcher informed 
the participants that the interview might cause unex-
pected emotions or make them feel uncomfortable, and 
that they could refuse to answer any questions they did 
not want to answer or cancel in the middle of the inter-
view. They were also informed that they could withdraw 
from the study at any time up to three months after the 
end of the interview.

Results
Participants’ characteristics are shown in Table 2.

The magnitude of workload at the workplace varied for 
each participant, and whether they were in positions to 
control their working conditions also differed. Daisuke, 
Kenta, and Ryusuke were busy with clinical, teaching, 
and management work but were in a higher position in 
the workplace and able to control their working hours 
with the help of colleagues, including nurses or doctors. 
Makoto, Naoki, and Takeshi, who were PhD postgradu-
ates and part-time doctors, had less demanding work-
load and were better able to devote time to their families. 

Table 1 The interview guide used during the semi-structured 
interviews
1. Family members
‘Can you tell me about your family members?’
2. Roles and contributions in the family
‘Can you tell me how you spend your time with your family?’
‘As a father, what do you do with your family?’
3. Working style
‘Can you tell me about your current working style?’
‘What is your role as a doctor, in the workplace or outside the work-
place, such as academic societies and medical associations?’
4. Work-Family balance/conflicts/facilitation
‘How do you manage to balance work and family life?’
‘Do you encounter any difficulties or conflicts in balancing your family 
role with your professional role?’
‘Have you experienced a positive impact at work because of your family 
role, or a positive impact on your family role because of your profes-
sional role?’
5. Becoming a father
‘Before the birth of your child, how much did you foresee yourself being 
involved in childcare?’
‘How would you describe your experience of childcare?’
‘Has the experience of parenthood changed the image of the father 
you want to be?’
6. Childcare and work
‘How did your working style change after you became involved in 
childcare?’
‘Have your views and values about work changed since you became 
involved in childcare?’
‘Has the experience of being involved in childcare influenced your 
identity as a doctor?’
7. Message to colleagues
‘Do you have any message for colleagues who are struggling to bal-
ance work and family life?’
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Akira had to spend a lot of time practicing and learning 
as a resident in a busy workplace, whereas Kazuki often 
worked long hours in an environment with significant 
medical needs but limited human resources. Takuya 
needed to adjust his time at home according to his day- 
or night-shift work in the emergency department. Toru 
moved from a busy hospital to a new workplace with less 
overtime, and could spend more time at home.

Based on the purpose of our study and the research 
question, we identified three distinctive core themes 
from the data of nine participants around the father–
physician negotiation processes of being a caregiver and 
a physician. However, in the case of Takeshi, we did not 
obtain any findings directly relevant to the research ques-
tion due to a lack of narratives regarding his experiences 
in negotiating his caregiving role or his thoughts on being 
a physician. The three core themes are demonstrated in 
detail below using representative narratives.

Maintaining gendered assumptions of the medical 
profession without experiencing conflict
We identified the first theme in the narratives of Naoki, 
Takuya, and Makoto. They did not experience significant 
conflicts between caregiving and work. However, their 
negotiations over caregiving tasks were distinctive in that 
they relied on gender stereotypes to avoid assuming the 
caregiving role or limiting the extent to which they would 
participate in caregiving tasks. Instead, they emphasized 
assuming the role of a breadwinner as their primary role. 
Consequently, their negotiations not only reproduced 
gendered division of labor at home, but also contributed 
to maintaining the gendered assumptions in the medi-
cal profession; that is, physicians were mostly men and 
exempted from domestic responsibilities, which we com-
prehensively discuss in the second and third themes. The 
representative narratives below also reveal the reality of 
physician fathers having difficulty in becoming aware of 

and correcting their own gender stereotypes, let alone 
alter gendered assumptions in the medical professions.

Naoki was among the participants whose negotiations 
included this process. He recognized that his role as a 
parent was to earn money for the family. Regarding his 
caregiving role, he stated his thoughts on why he would 
not assume that as the primary role.

NK: How do you feel about your own way of inter-
acting with your child as a father? Are you satisfied 
with it?
Naoki: I read a lot of books on childcare, and I 
believe the father’s role is not yet necessary for my 
kids.
NK: not yet?
Naoki: There are like “Mom, Mom, Mom”…No mat-
ter what you do now, they call “Mom!”….so I consider 
that it’s just fine to play with them only when they 
turn to me… I would play a rough game, like wres-
tling.

To interpret “it’s just fine to play with them only when 
they turn to me” according to the definition of childcare 
in this study, we can assume that Naoki was involved in 
less demanding activities with his children, while leaving 
the more responsible caregiving tasks to his wife. More-
over, this division of household labor between men and 
women was justified by gender stereotypes.

This type of gender stereotyping was also evident in 
Takuya’s narrative. In his view, caregiving was challeng-
ing for fathers; this perception was attributed to his belief 
in inherent differences between men and women.

Takuya: So, it means I needed to switch my mindset, 
like assigning roles.
NK: It’s a matter of mindset.
Takuya: Yeah.
NK: It’s about how men become fathers.

Table 2 Participants’ characteristics
Pseudonym Age Career Grade Specialty Job status Number of 

children
Age of 
young-
est child

Participant Wife

Akira 30s Senior 
Resident

Family medicine Full-time Part-time 1 1

Daisuke 40s *Qualified Family medicine Full-time Part-time 5 3
Kazuki 30s *Qualified Family medicine Full-time Stay-at-home 5 1
Kenta 30s *Qualified Family medicine Full-time Stay-at-home 4 0
Makoto 30s *Qualified Surgery Part-time worker and PhD student Stay-at-home 2 1
Naoki 30s *Qualified Surgery Part-time worker and PhD student Stay-at-home 2 1
Ryusuke 30s *Qualified General. Int. Med. Full-time Part-time 2 6
Takeshi 30s *Qualified Surgery Part-time worker and PhD student Part-time 1 0
Takuya 40s *Qualified Em. Med. Full-time Part-time 2 0
Toru 30s *Qualified General. Int. Med. Full-time Full-time 1 1
*Qualified doctors are those who have completed training in their respective specialty
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Takuya: Exactly… If kids cannot speak a certain 
amount of language, or if you can’t reason with 
them to some extent, it’s tough for me…However, 
mothers are probably different. Since the relation-
ship between mothers and children starts when chil-
dren are a part of mothers’’ body, it is basically so 
intimate. You know, it’s like fathers aren’t like that.

The following narratives by Makoto exemplify how phy-
sician fathers take advantage of gender stereotypes that 
consider childcare a women’s role by nature to justify 
prioritizing being a breadwinner over being an involved 
caregiver, even in circumstances where their working 
conditions do not impede them from being the latter. 
Makoto, who lived with his two children and his stay-at-
home wife, was a work-first surgeon who enjoyed per-
forming numerous operations and immersed himself 
in his work. After a successful career as a specialist, he 
enrolled in a postgraduate doctoral program and began 
working part-time as a clinician. This coincided with the 
birth of the couple’s first child. This simultaneous change 
in work and family roles altered the meaning he attrib-
uted to his profession.

NK: You got involved in parenting. Did it have any 
impact on your way or identity as a physician?
Makoto: Oh, yes, I think it did. Especially before I 
had children, I was basically a surgeon, a surgeon 
who operated a lot. But now that I have children, at 
least the most important thing is no longer my job. 
It’s my children.

The authors initially interpreted this narrative about 
the shift in “the most important thing” as indicative of a 
behavioral move toward caregiving rather than working. 
However, when asked about his own roles, he clarified his 
focus on the financial stability and his role as a provider, 
rather than as a caregiver:

Makoto: I think my way of thinking has changed a 
lot. When you have a child, what you have to take 
care of is stability. Of course, financially, it would be 
better to have stability at least.

His clarification was consistent with the shift in the 
meaning of his occupation from something that gave 
him personal fulfillment to a means of providing for his 
family.

Regarding caregiving, he explained the extent to which 
he assumed caregiving responsibilities alongside his wife.

NK: When it comes to the level of involvement in 
childcare, from what you have said so far, I got the 
impression that you were already quite dedicated to 

it from the beginning. Or did you adjust your role as 
a caregiver according to the situation ?
Makoto: Well, as for the involvement, I wanted to 
commit myself to parenting. However, in any case, 
mum is so great. I’m not as good as mum. But yet, I 
suppose I have a role to play … It’s naturally easier 
for two people to do it than for one, isn’t it?

Here, although he participated in childcare, he only 
assisted his wife, who was the primary caregiver. He 
rationalized his position as a secondary caregiver by 
bringing up the stereotypical image of mothers.

The authors further revisit the analysis of the interac-
tion between the shift in valuing “the most important 
thing” and his identity negotiation. First, this shift mir-
rored a transformation in his perception of his profes-
sion, transitioning from self-fulfillment to breadwinning, 
which he willingly assumed. Second, he defined the limits 
of men’s caregiving responsibilities by deploying gender 
stereotypes. Consequently, his identity negotiation, inter-
twined with an emphasis on his family’s economic sta-
bility, revolved around gender biases that ascribe men a 
breadwinning role, and associate caregiving with women.

Moreover, being able to provide for a stay-at-home wife 
and two children on a part-time job, an accomplishment 
that is often unattainable for other occupations in Japan, 
showcases the economic privilege of physicians. This 
facet of social class might have shaped his discourse sur-
rounding the division of household labor.

Maintaining gendered assumptions of the medical 
profession while experiencing conflict
We identified a second theme in the narratives of Kenta, 
Akira, Kazuki, and Toru, who tried to be dedicated care-
givers while they were expected to be professionals. 
Encountering significant conflicts between their profes-
sional and childcare responsibilities did not drive them 
to challenge professional role expectations, which were 
based on the gendered assumptions that physicians 
should be exempted from domestic roles. Consequently, 
they prioritized their professional role over childcare 
roles, leaving most of the childcare duties to their wives, 
and ended up being complicit in maintaining the gen-
dered assumptions in the medical professions, as well as 
the gendered division of labor in the household. We pres-
ent representative narratives extracted from Kazuki and 
Akira’s data to illustrate this theme.

Kazuki, a family doctor, lives with his stay-at-home 
wife and their five children. Despite his wish to dedicate 
more time to childcare, the demands of his work envi-
ronment, compounded by a shortage of staff, hindered 
him from realizing it. During the interview, when asked 
about the balance between his work and family life, he 
expressed how he was frustrated by the reality that he 
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had to prioritize his work, leaving much of the childcare 
to his wife.

Kazuki: Basically, though, I don’t want to work that 
much. It’s a contradiction. I feel I have to work, but 
I want to spend more time with my family than with 
my work. … But there is more work to be done, and I 
have no choice but to do it.
I know now is the right time for me to get closer to 
my own children… I feel conflicted about the fact 
that I can’t find the right balance.

He then compared the two options of “changing” or 
”maintaining” the work-family balance.

Kazuki: I wonder how much I can do with my chil-
dren.
NK: Do you mean, even if you have time, you won-
der how much you can do ?
Kazuki: Yeah, just spending an hour with my chil-
dren in the morning is enough to make me tired. 
It feels like, my wife is amazing, she spends a lot of 
time with kids and takes care of them all day long… 
It’s hard work.
Well, the family itself… is a little bit unstable, not 
balanced, but it’s kind of stable to some extent. For 
my life, I want to be a bit closer to them. But… I’m 
worried about the environment, which makes it a bit 
difficult to limit my working hours.

Unlike the cases in the first theme, Kazuki experienced 
conflict between childcare and his professional role. He 
perceived the state of his family as unbalanced for leaving 
most of the hard work of childcare—which would leave 
him exhausted after an hour—to his wife, and would 
like to be closer to his family. However, due to an over-
whelmingly busy work environment, he eventually failed 
to change his work/family balance, and his negotiations 
over caregiving and professional roles served to main-
tain the gendered division of household labor. Moreover, 
in comparison to the narratives within the first theme, 
Kazuki’s accounts underscored the dynamics between 
professional expectations and caregiving responsibilities 
at home. His unsuccessful attempt to get more involved 
in caregiving suggests that the medical profession does 
not assume doctors who have caregiving obligations at 
home.

Akira, a family medicine resident and father of a one-
year-old girl, was busy with training and clinical duties. 
He wanted to be involved in childcare; therefore, when he 
returned home from work, he was actively involved with 
his daughter, feeding her, bathing her, playing with her, 
and putting her in bed. Meanwhile, it was also impor-
tant for him to continue his learning in the professional 

community as a resident. His wife, who worked part-
time, expected him to take the child to the nursery in the 
morning. However, this role created a time conflict with 
the regular early morning education sessions provided by 
his workplace.

Akira: That one hour (the early morning education 
session) is quite important to me…. It was hard to 
cut back. So, I talked about it with my wife last time, 
and she said, ‘Well, it can’t be helped, so I’ll do it 
(take the kid to nursery). … As such, she kindly says 
that, so I’m very grateful for that.

He was exempt from part of his caregiving role, and his 
wife replaced it in a way that allowed him to focus on the 
demands of his profession as a doctor. The dynamics of 
Akira’s narrative match those of Kazuki’s. The profession 
required doctors to participate in professional activities 
on the assumption that they would be excused from care 
roles, such as childcare at home. In other words, we can 
observe the professional community’s assumption about 
the timetabling of educational sessions for trainees; train-
ees are not supposed to take on caregiving roles at home, 
so they can attend the session even if it is scheduled early 
in the morning or late in the evening. However, Akira was 
also expected to take care of the children, which leads to 
the conflicts described above. To resolve the conflict, the 
man and his wife choose a solution in line with the gen-
dered division of labor. Consequently, Akira maintained 
gendered assumptions of professionalism to avoid mar-
ginalization by the professional community.

Deconstructing gendered assumptions of the medical 
profession through conflict
We identified a third theme in Daisuke and Ryusuke’s 
narratives. Their negotiations involved questioning and 
dismantling the assumptions about being a physician and 
a father when they experienced conflicts between child-
care and work. We named this theme the “deconstruction 
of gendered assumptions.”

While many physician fathers had difficulty undertak-
ing the caregiving role, as discussed in the second theme, 
Daisuke’s negotiations underwent a significant change. 
Daisuke remarked that he used to leave home early in 
the morning, return home late at night, and never felt a 
problem. His perception, however, changed dramatically 
when he was placed in a situation in which he had to take 
care of his children while his wife was hospitalized for a 
month. During this period, he was responsible for pick-
ing up his children from kindergarten by 5 p.m.

Daisuke: If I had to go home [this early] every day, 
not just today, I thought that would be a serious sit-
uation.
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This experience led him to question workplace customs, 
which assumed that workers did not play careging roles 
at home. He then adjusted his hours so that he could 
devote sufficient time to her care and still fulfill his pro-
fessional responsibilities between 9:00 am and 5:00 pm.

Ryusuke, a general internal medicine doctor and father 
of two children, reflectively narrated how he questioned 
the beliefs that he had held as a doctor and how he recon-
structed them.

He said that he used to be a man who devoted every-
thing to his work.

Ryusuke: Basically, I thought that work was every-
thing. I really enjoyed my work, and I thought that 
being a doctor meant staying in the hospital all the 
time, so most of the time I would only go home for a 
few hours on the weekends, just to sleep.

For Ryusuke, the image of the ideal doctor was that of 
one with strict and self-sacrificing work ethics. During 
the interview, when Ryusuke and the interviewer talked 
about how doctors were influenced by such professional 
norms, he also shared his own narrative about the pro-
cess of learning them.

Ryusuke: I’ve learned in various places, verbally and 
non-verbally, that it’s great to stay in the hospital 
and stay committed to the patients, since I was a 
junior resident…. they say that doctors who go home 
early are not good.
Looking back, the reason why I wanted to work so 
hard at the hospital was because it made me very 
happy to be needed by patients. I felt it very reward-
ing to support people who would be in danger if I 
were not there.

Ryusuke imbibed strong work ethics from the profes-
sional community, where value was placed on being close 
to the patient for as long as possible. He embodied it 
and worked in situations where his presence or absence 
affected the health outcomes of his patients, bringing him 
a sense of self-fulfillment and thus reinforcing the norm. 
However, the birth of his children made him rethink such 
a work ethic.

Ryusuke: There are a lot of things that happen when 
we have children. At first, they didn’t really listen to 
me, or it simply was physically hard. I had a lot of 
conflicts. I felt that my work would be ruined; my 
professional career, I mean. I had the feeling that it 
would be weak. … I would go far from the way doc-
tors should be. Doctors are only doctors because they 
work in a hospital all the time. To be honest, I had 
looked down on people who were only in the hospital 

for a short time or left immediately.

“The way doctors should be,” that Ryusuke had learned 
and embodied in the professional community, was an 
altruistic attitude aimed at maximizing clinical outcomes 
for patients. This was firmly linked to the norm that doc-
tors should serve patients in a self-sacrificing manner, 
even at the expense of their own family time. In other 
words, professional norms were implicitly linked to the 
assumption that doctors must be exempt from care-
giving roles at home, justifying the privileges of men in 
patriarchal family structures. Additionally, his reflection 
on his previous attitude of disdaining doctors who left 
work early suggests that doctors’ working styles served 
as a criterion for evaluating their legitimacy as medi-
cal professionals. His attempts to take on a caregiving 
role broke this assumption, and thus, he could no longer 
embody professional norms. Here in Ryusuke’s narrative, 
the profession began to separate itself from the gendered 
assumption; a new professionalism was reconstructed 
in which doctors would practice medical care for their 
patients without the “work in a hospital all the time” 
norm that had assumed a specific gender role.

NK: Now, how do you feel about your work style and 
the way you work for patients ?
Ryusuke: Of course, I don’t think at all that it’s 
okay to do nothing for the patients or compromise 
the quality of their treatment or care. But it’s not 
something that I have to deal with on my own, there 
are nurses and other medical staff, and it’s not just 
about the time you spend in the hospital. It’s about 
whether you’re making a difference to the quality of 
care for patients… We also have to make a good con-
tribution to our families. I have come to believe that 
it is more important to find a way to help the patient 
in that limited time.

Discussion
This study provides novel and unique knowledge in the 
academic field of gender and the medical profession by 
describing the processes of how gender gaps are main-
tained and by exploring these processes specifically in 
men’s experience. The findings indicate that physician 
fathers’ negotiations about being a caregiver often ended 
up reproducing patriarchal family structures, with the 
limitation of the extent of men’s involvement in caregiv-
ing being leveraged by gender stereotypes and gendered 
assumptions of the medical profession. Moreover, phy-
sicians were often unaware of the extent to which the 
professionalism they internalized and embodied was 
inherently gendered, while some acknowledged that 
they stood upon gendered assumptions but encountered 
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challenges in changing them. In other words, gender 
gaps in the medical profession continued because being 
a man exempted from care responsibilities at home is a 
prerequisite for “the way doctors should be” or medical 
professionalism.

This argument of male physicians’ exemption from 
caregiving roles at home aligns with the larger discourse 
on gender roles and expectations, which often associ-
ates femininity with nurturance and domestic roles [10, 
39]. Therefore, further studies in this area could benefit 
from exploring not only the link between masculinity and 
work ethics but also the complexities of expectations and 
negotiations surrounding women’s lives. Specifically, our 
research emphasizes the need to comprehensively exam-
ine the specific dynamics of power within relationships 
involving male doctors and their spouses, as well as the 
significance of accounting for class-related aspects in 
domestic roles negotiations within couples.

In addition to this examination into the gender rela-
tion within households, our study also provides new 
insights into power relation within the medical field. The 
embodiment of professionalism at the individual level 
was associated with praise for working long hours. This 
idea, underpinned by the gendered assumptions in the 
profession, served as a criterion to evaluate the individual 
doctors’ legitimacy, and contributed to the hierarchiza-
tion within the medical community based on their work-
ing styles and gender. Although hierarchies exist between 
full-time and part-time workers in other occupations [40, 
41], this complex interplay of professionalism, work style, 
and gender surrounding hierarchization within doctors 
can be considered unique to the medical profession.

Furthermore, the narratives of the participants illus-
trated how the workplace norms around time signifi-
cantly influenced their negotiations. Specifically, our 
study reveals that the timetabling custom of educational 
sessions at the workplace was influenced by gendered 
assumptions, providing another perspective on the link 
between working time and gender in the medical profes-
sion [15].

Having explored the interrelationship between mas-
culinity and the medical profession, our study serves as 
a foundational step for future research in this area. Spe-
cifically, our examination on medical professionalism; the 
power dynamics between doctors and their spouses, and 
within the medical profession; class dynamics inherent 
in the medical field; and the unquestioned norms related 
to medical education in the workplace, provide a starting 
point for investigation into the masculinized assumptions 
unique to the medical profession, compared with other 
professions.

The narratives in our study also demonstrate the possi-
bility of deconstructing these gendered assumptions at an 
individual level. In other words, individuals can critically 

examine and question their beliefs associated with gen-
der roles and expectations, leading to the possibility of 
reconstructing a new norm to which they choose to con-
form. Although these findings were identified in the con-
text of Japan, where the gender gap is relatively large, we 
believe that they have the potential to provide important 
insights when analyzing the situation in other countries.

Implications
Based on the findings, we propose three steps for achiev-
ing gender equality in the medical profession. First, we 
need to address the unconscious gender bias of male 
medical students and male doctors, especially concern-
ing the division of labor at home. As shown in the above 
results, physician fathers are not entirely free from the 
classic stereotypes that men work to earn and women 
take care of children. Although many female doctors 
worry about the moment when they will have children 
and the impact of caring roles on their future career 
trajectories [42], male doctors may have little idea that 
childcare will affect their career development. These 
assumptions about gender are usually formed before stu-
dents enroll in medical school [43], yet we believe that 
medical teachers can play an important role in address-
ing unconscious beliefs. Recently, several researchers 
have proposed transformative learning theory as a guide 
for implementing educational strategies in relation to the 
implicit biases or prejudices held by health professionals 
[44, 45] and argued that creating a disorienting experi-
ence by provoking critical reflection on the assumptions 
could be one of those strategies [44]. As many men and 
boys are pushed “away from areas of knowledge with 
which they ought to be in contact” [46], and as a simple 
lack of knowledge about gender often acts as a hindrance 
to men with such disorienting experience, we suggest 
that medical school teachers first help male medical stu-
dents and male physicians acquire knowledge about the 
concepts and facts of gender relations, gender gap, patri-
archy, and sexism.

Second, medical professionals must be aware of and 
critically review the implicit assumptions about being a 
doctor from a gender-sensitive perspective. To decon-
struct this gendered normativity, we believe that increas-
ing doctors’ awareness of this issue is crucial. Based on 
the findings in our study, we propose the following key 
questions to help medical professionals gain awareness, 
not only of the assumptions which are linked to gen-
dered division of labor at home, but also of the taken-
for-granted customs or rules in their workplace, which 
are usually perceived as unrelated to gender yet in real-
ity assume only “care-less” men: What does “the way doc-
tors should be” mean to you? To what extent does having 
children make it harder for you to continue working in 
“the way doctors should be”? And would your answer be 
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different if you were a different gender? If so, what gender 
privilege or gender characteristics does “the way doctors 
should be” demand you to exercise? Do the customs (such 
as role allocation within colleagues or the way of schedul-
ing of educational sessions) in your workplace fit both men 
and women? How does gender interplay with medical pro-
fessionalism in your workplace and in your country?

Third, scholars should conduct further research in 
various contexts. Although we believe that our study 
included some findings that can be applied to other set-
tings, the realities of the relationship between the medi-
cal profession and gender should be explored in different 
socio-cultural and economic contexts.

Limitations
One of the limitations of our study is the lack of cases 
involving male physicians whose wives were employed 
full-time or who were single parents responsible for 
raising their children on their own. While this study’s 
participant group, whose wives were either full-time 
housewives or part-time workers, certainly reflects the 
general reality of male physicians in Japan [23], it is nec-
essary to deepen our knowledge of this subject by study-
ing a very small number of cases. Differences in the ratio 
of men to women in different specialties should also be 
considered. In surgery, internal medicine, and emergency 
specialties, the departments to which many of the par-
ticipants in this study belonged, men comprised more 
than 80% of the population in Japan [47]. No official data 
were available on the proportions of men and women in 
general practice. Further research is required to clarify 
the link between professional norms and gender norms 
in different specialties.

Furthermore, an additional limitation of our study 
is the lack of interviews with the participants’ wives, as 
well as the limited exploration of participants’ view-
points regarding their wives’ engagement in domestic 
tasks, which could have offered alternative perspectives 
on the realities we explored. Although research regarding 
middle-class families in Japan has shown that many wives 
perceive significant disparities in childcare and house-
hold burdens as “inevitable” or rational [48], few studies 
have addressed these mutual expectations between hus-
bands and wives of heterosexual couples in the medical 
profession. Conducting further research on physicians’ 
spouses is essential to gain insight into this aspect.

Conclusions
Exploring the experience of Japanese physician fathers, 
the study revealed how “the way doctors should be,“ or 
professional norms, implicitly assume that doctors must 
be exempt from a caregiving role at home. To promote 
gender equality, medical students and doctors must ques-
tion their own unconscious biases regarding gender, 

and deconstruct gendered assumptions in the medical 
profession.
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