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Abstract

 This study examined the information offered between medical institutions and related professions to ensure the smooth transition 

of patients to home care. It further examined the system for arranging patient discharges by elucidating the shared information 

requested from the medical institutions and by identifying the differences in information needs between care managers (CMs) and 

visiting nurses (VNs) when arranging for patient discharge during care management in support of home care. Responses to a self-

reporting survey were obtained from 109 CMs and 28 VNs (48.6% recovery rate). Differences in the information requested from the 

hospitals by the two groups were examined. More CMs than VNs were aware of the need for information on “possible changes in 

medical condition,” “at-home management for medication compliance,” “at-home treatment,” “necessity of continued rehabilitation,” 

“diet,” “presence/degree of dementia,” “necessity of care goods and home reorganization.” More VNs than CMs recognized the 

importance of information for “explaining medical conditions and knowing the patients’ comprehension level.” This indicates that 

CMs are oriented toward specifi c care content and treatment prospects; VNs awareness was more focused on explaining medical 

conditions and knowing the patients’ level of understanding. Necessary information is requested from medical institutions to 

determine the direction of support for future home care, and at pre-discharge conferences, VNs may have a better relationship with 

medical institutions. 

 Information provided to CMs on disease, medical procedures, and predicted prognosis should be understandable to not just 

medical professionals. Additionally the ward nurse should provide additional support during hospitalization so that patients can 

participate in decision-making about their life with home care or terminal care services, and such information should be provided 

to VNs. To create a system that allows patients to transition easily to home care, the regional medical liaison offi ce should act as a 

bridge between medical institutions and related professions. 




















