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Abstract 

Background:  Japan has the largest population of older adults in the world; it is only growing as life expectancy 
increases worldwide. As such, solutions to potential obstacles must be studied to maintain healthy, productive lives 
for older adults. In 2011, the Japanese government has started a policy to increase “Elderly Housing with Care Services 
(EHCS)”, which is one of a private rental housing, as a place where safe and secure end-of-life care can be provided. 
The government expect for them to provide end-of-life care by collaborating with the Home-Visit Nursing Agencies 
(HVNA). The purpose of this study is to clarify the situation of the end-of-life care provision in EHCS in collaboration 
with HVNA and to examine the factors that associate with the provision of the end-of-life care in EHCS.

Methods:  A two-stage nationwide survey (fax and mail surveys) were conducted. Of the 5,172 HVNA of the National 
Association for Visiting Nurse Services members, members from 359 agencies visited EHCS. Logistic regression analysis 
was conducted with the provision of end-of-life care to EHCS in 2017 as the dependent variable, and the following as 
independent variables: characteristics of HVNA and EHCS; characteristics of residents; collaborations between HVNA 
and EHCS; and the reasons for starting home-visit nursing.

Results:  Of the 342 HVNA who responded to the collaborations with EHCS, 21.6% provided end-of-life care. The fol-
lowing factors were significantly associated with the provision of end-of-life care to inmates in elderly care facilities: 
being affiliated with a HVNA, admitting many residents using long-term care insurance, collaborating with each other 
for more than three years, and started visiting-nurse services after being requested by a resident’s physician.

Conclusions:  This study clarified the situation of the provision of end-of-life care in EHCS in collaboration with HVNA 
and the related factors that help in providing end-of-life care in EHCS.
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Background
Across the entire world, population aging is occurring 
more rapidly than it has in the past [1]. The number of 
people aged 60 years or older will increase from 900 mil-
lion to 2 billion between 2015 and 2050 (12% to 22% of 
the total global population) [1].

Referencing a theoretical framework like “age-friendly 
communities (AFCs)” is important to construct a support 
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system to respond to the growing population of older 
people around the world. AFCs typically focus on eight 
core community features to support the health for older 
people: housing, transportation, social participation, 
respect and social inclusion, civic participation and 
employment, communication and information, commu-
nity support and health services, and outdoor spaces and 
buildings [2, 3]. It is crucial to pinpoint which of these 
eight features are needed to make AFCs depending on 
the development status of each country.

As the aging population increases, so does the num-
ber of deaths; specifically, the deaths of nursing home 
residents, and the deaths of older adults who reside at 
home in developed countries. We believe it is important 
to focus on the developed countries and on the method 
to construct an end-of-life care providing system for the 
older adults, focusing on “housing” among eight above-
mentioned core features so that each older individual can 
spend their remaining years in good health whether they 
live in nursing homes or at home [4].

Japan has had the world’s highest population aging rate 
since 2004. In 2018, the per capita proportion of people 
aged 65 years and older reached the highest level at 27.7% 
[5]. Annual deaths in Japan have peaked to 1.3 million, 
with a mortality rate (per 1000 persons) of 10.8 [6]. Of 
these, 74.8% occurred in medical institutions, 13.2% in 
homes, and 10.0% in nursing homes, such as public long-
term care facilities [7]. While the proportion of people 
dying in nursing homes has consistently increased over 
the past few years, the proportion of those in medical 
institutions began to decrease after reaching a peak of 
82.4% in 2005 [6]. Once government reforms reduced 
the availability of hospital beds, the proportion of peo-
ple dying in nursing homes is expected to increase even 
further [8]. Contrastingly, a recent report found that a 
total of 295,237 people are currently on a waiting list for a 
public nursing home, which is intended to act as an end-
of-life home [8].

There have been growing concerns regarding the 
increasing number of older adults on these waiting lists. 
Moreover, the revision of the Long-Term Care Insurance 
Law in 2015 made it more difficult for the prospective 
residents to be admitted to a public nursing home, since 
the updated law only allows admittance to those who are 
certified as a long-term care need level three or above, 
with levels ranging from 1 (needed partial assistance) to 
5 (bedridden). Under such circumstances, EHCS, which 
are privately run facilities, may receive older adults on 
such a waiting list.

The long-term care insurance (LTCI) system was 
introduced in 2000 in Japan to address the demands of 
older adults with disabilities based on the concept of a 
user-oriented social insurance system with support for 

independence. Older adults with a certification for LTCI 
service needs can utilize facility services, in-home ser-
vices, and community-based services depending on their 
physical and cognitive impairments. In this system, every 
citizen aged 40 years or above pays premium, and the 
taxes are derived from the national government (25%), 
prefecture (12.5%), and municipality (12.5%). Older 
adults who are certified for the LTCI service pay a 10%-
30% copayment for services; the remaining 70%-90% is 
covered by the LTCI budget [9].

In 2011, the Japanese government formulated its own 
EHCS system. It was originally meant to function as a 
housing facility with no assigned medical staff [10]. Here, 
older residents could receive lifestyle support services 
centered on supervision. However, if they needed direct 
care, they had to contact an external agency. There-
fore, outsourcing healthcare from external agencies that 
employ numerous medical staff was required [11–13].

Subsequently, an increasing number of private enter-
prises have opened their own EHCS, which increased 
the number of EHCS from 70,999 in 2012 to 255,062 in 
2020 [14]. Those aged 60 years or older can be admitted 
to these EHCS irrespective of their long-term care-need 
level. The EHCS are intended to be an end-of-life shelter 
for older people; and their increased availability may lead 
to wider end-of-life care options for them.

Contrarily, a 2012 survey found that only 8.8% of the 
EHCS provided end-of-life care; of these, 98.0% collabo-
rated with external healthcare professionals. Addition-
ally, a 2016 survey [15] found that, a high proportion of 
EHCS indicated that they did not provide end-of-life care 
because no nursing staff was available during the night 
shift (29.2%). In the same survey, 19.2% of the partici-
pants indicated that they did not provide end-of-life care 
due to nursing staff shortages. The above findings sug-
gest that to increase the availability of end-of-life care in 
EHCS, it is essential for them to collaborate with external 
healthcare professionals, including home-visiting nurses.

Earlier studies of end-of-life care in EHCS, as well as 
the relationship between EHCS and home-visit nursing 
agencies (HVNA), indicate the following: the need for 
instruction by physicians and nurses to residential care 
staff [16]; the need to provide nursing-related methods 
and support to residential care staff [17]; and the need 
to collaborate with visiting nurses to provide palliative 
care [18]. Furthermore, another study found that elderly 
housings lacking staffed nurses did not have a clear 
approach to end-of-life care [19]. These findings focused 
on the need for multidisciplinary collaboration and 
enhancement of support systems. We believe that one 
of the important problems in elderly housing is a short-
age of nurses [19] and it is crucial to find out the way 
to maintain a system for supporting end-of-life care by 
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nurses from a medical professional perspective in elderly 
housing.

In this study, we focused on EHCS within elderly hous-
ing with good medical economic efficiency to efficiently 
distribute limited medical and human resources in an 
aging society. As EHCS is a relatively new service, infor-
mation available on the actual state of end-of-life care 
is scarce. Thus, we conducted a nationwide survey of 
HVNA to gain a better understanding of end-of-life care 
provided by EHCS. Through this research, we believe that 
we can provide suggestions for enhancing the end-of-life 
care system not only in Japan, but also in other countries 
where the population of older adults is increasing.

Through this study, we aimed to clarify the situation 
of the end-of-life care provision in EHCS in collabora-
tion with HVNA and examine the associations between 
the provision of end-of-life care in EHCS in collaboration 
with HVNA and the following factors: characteristics of 
HVNA, EHCS and residents; and reasons for starting 
home-visit nursing.

Methods
Study methods
This study was conducted in two stages: a fax survey 
(Stage 1) and a mail survey (Stage 2). From September to 
December 2017, a survey form was faxed to and collected 
from a total of 5,172 HVNA across Japan. The surveyed 
agencies were members of the National Visiting Nurse 
Association and accounted for more than 50% of the total 
10,305 HVNA in 2017 [20]. Of these, 1,424 reported that 
they visited more than one EHCS. Thereafter, a mail sur-
vey of these 1,424 agencies was conducted from Novem-
ber 2017 to February 2018.

The reason for adopting the two processes is that 
HVNA, especially those that visit EHCS, have not been 
sufficiently popularized among long-term care insurance 
users, and there were no prior findings of the actual situ-
ation. As such, as a first step, we comprehended the num-
ber and percentage of HVNA visiting EHCS. Thereafter, 
as the second step, we designed a survey to reduce selec-
tion bias by distributing all questionnaires on the content 
of end-of-life care to HVNA visiting EHCS.

Survey items
We measured the following characteristics of HVNA 
through questions gauging the number of staff (nurses, 
assistant nurses, rehabilitation workers), service users, 
visits (long-term care insurance, medical insurance), 
and residents where end-of-life care was provided at an 
EHCS. As for residents who received end-of-life care 

for which answers were requested in questionnaire, 
were defined as those who were diagnosed within six 
months of prognosis by the physician in charge. We 
listed the response by the participants about the resi-
dent who died most recently, in the category of “the 
characteristics of residents.”

This study is a policy research conducted by research-
ers in 2018 on behalf of the Japanese Ministry of 
Health, Labor and Welfare. In selecting the survey 
items, we referred of the framework of the concept of 
Avedis Donabedian [21], who proposed a medical qual-
ity evaluation model, InterRAI [22, 23], OASIS [24], 
and the Japanese Nursing Association’s "Improvement 
of labor and nursing quality (DiNQL)." [25]

The characteristics of EHCS with home-visiting 
nurses were explored through questions on the fol-
lowing topics: being affiliated with HVNA; the num-
ber of residents receiving visiting nurse services for 
the previous month; the cumulative total visits to the 
EHCS for the previous month; the period from the first 
nurse’s visit to the EHCS to the time when the survey 
was conducted; the reason why visiting nurse services 
were introduced to the EHCS; and the collaboration 
status between EHCS staff and nurses. For the question 
on the reason for introducing visiting nurse services to 
an EHCS, the participants were given five choices for 
answers (requested by: EHCS staff; physician; hospi-
tal staff; care manager; and original HVNA user who 
admitted at EHCS).

Analysis methods
For this study, basic information items related to EHCS, 
as mentioned above, that received visiting nurse ser-
vices was set as independent variables and the provi-
sion of end-of-life care at EHCS for the previous year 
as the dependent variable. A univariate logistic regres-
sion to confirm the one-to-one associations with each 
independent and the dependent variable was per-
formed. A Pearson correlation coefficient analysis was 
then performed between all independent variables, and 
those that were highly correlated (>0.7) were excluded 
to avoid multicollinearity. Subsequently, we performed 
a multivariate logistic analysis by throwing all the nine 
independent variables used in a univariate analysis. 
Residents using medical insurance were excluded from 
the analysis as the number of residents using medi-
cal insurance were insufficient for an analysis to be 
performed.

The sample size of this study was set with 10 times 
the number of independent variables by referring to the 
papers by Peduzzi et al. [26, 27]
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Variables were selected after confirming the internal 
correlation between each. SAS ver. 9.4 was used for 
analysis with a 5% significance level (two-tailed).

Results
Characteristics of HVNA
Responses were obtained from 2,214 of the 5,172 agen-
cies in the fax survey (response rate: 42.8%). Among 
these, 1,424 visited aged care facilities, including all 
public and private care facilities (visiting rate 64.3%). 
Among these, 823 agencies responded to the mail sur-
vey (response rate: 57.8%). Out of the 823, 359 agencies 
(43.6%) had nurses visiting the EHCS. Data from 342 
facilities (i.e., the number of cases that end-of-life care 
was provided at EHCS for the previous year) were ana-
lyzed (effective response rate: 41.6%) (Fig. 1). Responses 
from the 342 HVNA described the characteristics of one 
of the EHCS that they visited, as well as those of EHCS 
residents who used services provided by the visiting 
nurses (Table 1).

For the question on the provision of end-of-life care 
at EHCS for the previous year, 74 facilities responded 
“yes” (21.6%), whereas 268 responded “no” (78.4%). The 
mean number of residents who died was 0.7±3.1. For the 
question on collaboration with EHCS staff, 225 agencies 
(52.1%) indicated that the visiting nurses collaborated 
with long-term care workers, and 150 (43.9%) indicated 

that the visiting nurses collaborated with the care manag-
ers (Table 1).

We also showed the comparison of the provision of 
end-of-life care at EHCS by the characteristics of HVNA 
and EHCS (Table 2).

Associations between the provision of end‑of‑life care 
at EHCS and the characteristics of EHCS
Univariate analysis
Significant differences were observed in the items that 
were associated with the provision of end-of-life care 
at EHCS for the previous year: being affiliated with an 
HVNA, admitting many residents using long-term care 
insurance, admitting that many residents paying out-of-
pocket, collaborating with each other for more than three 
years, visiting nurse services being requested by an EHCS 
staff, visiting nurse services being requested by a physi-
cian, and visiting nurse services being introduced as an 
existing service user was admitted to the EHCS (Table 3).

Logistic regression analysis
The following characteristics were confirmed to be asso-
ciated with the provision of end-of-life care to at least 
one case at EHCS that a nurse visited in the previous 
year: being affiliated with an HVNA, admitting a large 
number of residents using long-term care insurance, col-
laborating with each other for more than three years, and 

Fig. 1  Flow chart of participants
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starting to use home-visit nursing services after a refer-
ral from a resident’s physician. Additionally, the variance 
inflation factor between the related factors was within the 
range of 1.021–1.300. No multicollinearity was observed 
(Table 3).

Discussion
This study clarified the situation of the end-of-life care 
provision in EHCS in collaboration with HVNA and the 
related factors that helps to promote the provision of end-
of-life care in EHCS. The findings clarified the following 

Table 1  Characteristics of home-visit nursing agencies (HVNA) and residents of ‘Elderly Housing with Care Services’ (EHCS) (n=342)

a SD: standard deviation
b physical therapist, occupational therapist, speech therapist
c : about the most recent resident who received end-of life care last year in responded EHCS

Variables Mean±SDa or n(%)

Characteristics of HVNA

The number of staffs (full-time/part-time) Nurses 4.4±2.6 / 2.9±3.3

Associate nurses 0.1±0.5 / 0.2±0.7

Rehabilitation workersb 1.7±3.0 / 1.3±2.4

The number of users /visits for last month Users using long-term care insurance 63.5±55.5 / 379.2±362.1

Users using medical insurance 30.7±38.8 / 222.1±215.0

End-of-life care in a collaborated EHCS for last year (presence) Number of residents who died 0.7±3.1

0 268 (78.4)

1 36 (10.5)

2 13 (3.8)

3 12 (3.5)

4 4 (1.2)

>=5 9 (2.6)

Maximum 48

Staff’s occupation in a collaborated EHCS (multiple answers) Nurse (full-time) 106(31.0%)

Nurse (part-time) 81(23.7%)

Long-term care workers 225(52.1%)

Rehabilitation workersb 34(9.9%)

Care Managers 150(43.9%)

Administrator 166(38.4%)

Facility manager 133(38.9%)

Characteristics of residentsc of EHCS

Age of residents in a collaborated EHCS 50’s 5(1.5%)

60’s 29(8.5%)

70’s 58(17.0%)

80’s 143(41.8%)

90’s 81(23.7%)

No answer 26(7.6%)

Sex of residents in a collaborated EHCS Male 100(29.2%)

Female 219(64.0%)

No answer 23(6.7%)

Care-need level of residents in a collaborated EHCS Care-support level 1 9(2.6%)

Care-support level 2 13(3.8%)

Care-need level 1 50(14.6%)

Care-need level 2 52(15.2%)

Care-need level 3 54(15.8%)

Care-need level 4 55(16.1%)

Care-need level 5 68(19.9%)

In the application 2(0.6%)

No answer 39(11.4%)
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four associated factors: being affiliated with a HVNA, 
admitting a large number of residents using long-term 
care insurance, collaboration between the HVNA and 

EHCS for at least three years, and introducing visiting 
nurse services by referral from the resident’s physician.

This study also clarified that a relatively low propor-
tion of participating HVNA (21.6%) provided end-of-life 

Table 2  Comparison of the provision of end-of-life care at EHCSa by the characteristics of HVNAb and EHCS

a  elderly housing with care services
b  home-visit nursing agencies
c  end-of-life

Variables Total
n=342
n (%) or Mean±SD

Provided EOLc care
n=74
n (%) or Mean±SD

Not 
provided 
EOL care
n=268
n (%) or 
Mean±SD

Affiliation with a EHCS Affiliated 52(15.2%) 26(35.1%) 26(9.7%)

Not affiliated 278(81.3%) 45(60.8%) 233(86.9%)

Unknown 12(3.5%) 3(4.1%) 9(3.4%)

The number of residents /visits for last 
month in a collaborated EHCS

Residents using long-term care insurance 5.2±9.5 10.9±13.4 3.6±8.0

Residents using medical insurance 0.03±0.27 0±0 0.03±0.30

Residents paying out-of-pocket 26.6±74.9 62.5±112.8 17.2±61.5

Visits using long-term care insurance 32.7±65.3 65.1±98.8 23.2±51.6

Visits using medical insurance 2.4±7.9 3.4±5.7 2.1±8.4

Visits paying out-of-pocket 0.2±2.0 0±0 0.3±2.3

Duration of collaboration with the EHCS Less than 3 years 231(67.5%) 36(48.6%) 195(72.8%)

More than 3 years 111(32.5%) 38(51.4%) 73(27.2%)

The reason for starting home-visit nursing 
for a EHCS resident (multiple answers)

Requested by a EHCS staff 95(27.8%) 35(47.3%) 60(22.4%)

Requested by a physician 126(36.8%) 39(52.7%) 87(32.5%)

Requested by a hospital staff 50(14.6%) 13(17.6%) 37(13.8%)

Requested by a care manager 212(62.0%) 45(60.8%) 167(62.3%)

HVNA user and admitted to a EHCS 75(21.9%) 10(13.5%) 65(24.3%)

Unknown 1(0.3%) 0(0%) 1(0.4%)

Others 22(6.4%) 3(4.1%) 19(7.1%)

Table 3  Associations between the provision of end-of-life care at EHCSa and its characteristics: logistic regression analyses

a  elderly housing with care services
b  home-visit nursing agencies
c  In a multivariate analysis the same nine variables with a univariate analysis were thrown as independent variables.

Independent variables Univariate Multivariate c

Odds Ratio(95%CI) p-value Odds Ratio(95%CI) p-value

Affiliation with an EHCSa (affiliated) 5.18(2.76-9.78) <.001 3.13(1.30-7.54) 0.01

The number of residents for last month in a 
collaborated EHCS

Residents using long-term care 
insurance

1.07 (1.04-1.11) <.001 1.08(1.04-1.13) <.001

Residents paying out-of-pocket 1.003(1.001-1.005) 0.03 1.001(0.99-1.01) 0.63

Duration of collaboration with a EHCS: more than 3 years 2.88 (1.69-4.92) <0.01 2.39(1.11-5.15) 0.02

The reason for starting home-visit nursing for a 
EHCS resident

Requested by a EHCS staff 3.15 (1.83-5.45) <0.01 1.31(0.59-2.84) 0.49

Requested by a physician 2.35 (1.39-4.01) <0.01 2.75(1.29-6.00) 0.01

Requested by a hospital staff 1.33 (0.64-2.60) 0.42 1.48(0.56-4.29) 0.44

Requested by a care manager 0.93 (0.54-1.61) 0.79 1.14(0.50-2.54) 0.74

HVNAb user and admitted to a EHCS 0.48 (0.22-0.96) 0.05 2.65(0.99-8.18) 0.07
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care in EHCS. A national survey showed that 20.4% of 
all EHCS in Japan have provided end-of-life care [15]. 
Increasing the proportion of EHCS that provides end-
of-life care may be one of the solutions for HVNA who 
have not yet collaborated with EHCS to start collaborat-
ing with EHCS to support end-of-life care residents, by 
strengthening the related factors discussed below.

In regard to one of the related factors to promote the 
end-of-life care provision in EHCS, being affiliated with 
HVNA, a previous study found the importance of affili-
ations between EHCS and HVNA to provide end-of-
life care, and the fact that the EHCS is not necessarily 
required to employ nurses [18]. There might arise a situ-
ation when a nurse is required to be available on-site 
24 hours a day at the EHCS. Considering how difficult 
it may be to increase the number of EHCS that employ 
nurses providing effective end-of-life care, it would be 
more realistic for policymakers and facility managers 
to develop a system that strengthens the collaboration 
between the EHCS and HVNA. A good solution may 
be not only to enhance these collaborations but also to 
encourage ones between EHCS and those not currently 
affiliated with HVNA. The results also suggest that end-
of-life care is likely provided at EHCS with a large num-
ber of residents using long-term care insurance. This 
could be because these facilities have a large number of 
residents, and thus offer many opportunities for end-of-
life care. Additionally, 11% of EHCS were designated as 
specialized facilities [14], where there were many long-
term care insurance users. This is because such facilities 
are residential facilities where personnel like nursing staff, 
equipment standards authorized by the local government 
in the long-term care insurance (LTCI) system, and the 
service fee for direct care are included in the contract fee 
[28]. A previous study indicated that the need for visiting 
nurse services is related to the degree of dependency of 
the residents on healthcare [29]. Furthermore, our results 
suggest that such a necessity is also related to long-term 
care requirements. In fact, while the mean long-term 
care level for general EHCS residents was 1.76 (range: 
care level 1 [needed partial assistance] to level 5 [bedrid-
den]) [30], the mean care level for residents to whom the 
nurses visited was 3.5, suggesting that the residents with 
a high long-term care need level are likely to use home 
visiting nurse services. Thus, visiting nurse services are 
pivotal to efficient end-of-life care for residents of EHCS 
with high medical and long-term care requirement levels. 
However, further research on the characteristics of EHCS 
is required to gain a clearer perspective on it.

Of the EHCS included in this study, those who had 
collaborated with HVNA for at least three years were 
found to be more likely to provide end-of-life care. A 
relationship of trust is essential for collaboration between 

long-term care workers and nurses [31, 32]. Visiting 
nurses who have built a favorable relationship with long-
term care workers tend to proactively collaborate with 
them [33]. Thus, a relationship of trust is also important 
when the EHCS and HVNA collaborate to provide end-
of-life care. Our results suggest that a substantial amount 
of time is required to build a foundation that underpins 
such a relationship.

Moreover, we found that end-of-life care is likely to 
be provided at EHCS where visiting nurse services were 
introduced after being requested by a resident’s physi-
cian. In 2005, the Japanese government announced a 
plan to improve the cost-effectiveness of health services 
as part of the Outline of Medical Care System Reform 
[34]. Reducing the mean number of days of hospitaliza-
tion was one of the measures implemented in the plan 
[34]. As a previous study indicated, our study also found 
that the greater the patient’s healthcare dependency level, 
the greater the need for visiting nurse services [29]. Our 
results suggest that visiting nurse services are increas-
ingly necessary in end-of-life care with the rapid popu-
lation aging. Unfortunately, a survey found that even 
physicians and related health care professionals, as well 
as community residents, were unaware of visiting nurse 
services [35]. It presented several cases where the condi-
tion of a resident worsened due to delays in visiting nurse 
services that can be attributable to a lack of awareness. 
Specifically, to increase the availability of end-of-life care, 
it is necessary to inform physicians that visiting nurse 
services have the capacity to address health-related needs 
in end-of-life care. This may help physicians deepen their 
understanding of the necessity of visiting nurse services 
and, more importantly, gain a new perspective. It may be 
necessary to focus not only on EHCS staff, but also on 
physicians who are proactive, while introducing visiting 
nurse services to EHCS. Furthermore, it may be advan-
tageous to encourage residents to choose such proactive 
physicians as their primary physicians.

Limitations
This study has several limitations. First, a small num-
ber of HVNA are currently visiting EHCS, leaving a gap 
in the end-of-life care experience between the facilities. 
Thus, the results of this study cannot yet be general-
ized. As the result’s applicability to other settings is not 
possible, the future investigation is required. Second, 
respondents of this survey were nurses of HVNA, so we 
obtained responses about the characteristic of EHCS by 
either nurses’ referring to the contract record with EHCS 
or requesting inquiries to the partner EHCS. Therefore, 
some characteristics of EHCS in this survey items were 
inadequate. Third, this study focused on the provision 
of end-of-life care only from the perspective of HVNA. 
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Thus, further research is required to examine the impor-
tance of visiting nurse services from the perspective of 
EHCS. Further studies should be conducted to explore 
the following areas: differences in the experience of 
end-of-life care between EHCS, details of collaboration, 
and factors related to end-of-life care. Fourth, we could 
not consider many confounders such as the degree of 
dependency on healthcare and diseases that the residents 
had in the analysis of this study. Further research consid-
ering these confounders is necessary. Finally, since this 
study used a cross-sectional study design, it is not pos-
sible to state a causal relationship. Future studies should 
accumulate research findings while also ensuring that 
increasing frequency with which EHCS use visiting nurse 
services.

Conclusions
This study clarified the situation of the end-of-life care 
provision in EHCS in collaboration with HVNA and the 
related factors to provide the end-of-life care in EHCS: 
being affiliated with an HVNA; admitting a large num-
ber of residents using long-term care insurance; col-
laboration between the HVNA and EHCS for at least 
three years; and introducing visiting nurse services by 
referral from the resident’s physician. To strengthen the 
providing system of the end-of-life care at EHCS, these 
factors might be important: keeping opportunities for 
collaborations between EHCS staff and visiting nurses; 
continuing to live in EHCS receiving the long-term care 
service; maintaining collaborations between EHCS staff 
and HVNA nurses for at least three years; and promoting 
understanding of HVNA by a resident ’s physician. We 
hope that our study adds to the research that will lead to 
the creation of an effective, sustainable model of care that 
will allow the elderly to live out the rest of their lives with 
dignity and good health.
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