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課程大綱

教學目標:

    1. To understand and analyze the definition of continuity of care from 
both the 
         theoretical  and operational perspectives
    2. To explore and develop the role and function of APN in the continuum 
of care
         (1)To become familiar with the process and flow of the DP in the 
specific floor 
         (2)To recognize the philosophical base of DP in the practicum 
settings.
         (3)To indicate the key concepts related with significant theories 
and apply in DP.
         (4)To select certain indicators which are appropriate for program 
evaluation of DP 
         (5)To identify the critical aspects which are essential of a 
successful DP
    3. To explore the critical issues of the discharge planning
    4. To develop the case management competence
    5. To demonstrate the competency of practicing actively and independently 
in the clinical    
         settings(Both in hospital and on campus)

課程進度及綱要:
    3-4月學生健康中心  primary care 
    4-5月新光醫院      continuity of care 

參考書籍:
 
     1. Stevenson, D.(2002).Review: early supported discharge may reduce 
length of  
         hospital stay in patients with acute stroke, but does not reduce 
death. 
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     2. Griffiths, P.(2000). Prompt hospital discharge with home care 
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         and community reintegration and reduced initial length of hospital 
stay after acute 
         stroke. Evid. Based Nurs.,3: 126.
     3. Griffiths, P.(2000).Early discharge plus home based rehabilitation 
reduced length of  
         initial hospital stay but did not improve health related quality of 
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         acute stroke.  Evid. Based Nurs.,3: 127. 
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         interdisciplinary home intervention after discharge reduced length 
of subsequent 
         readmissions and improved functioning. Evid. Based Nurs., 3: 83. 
     5. Strang, V.R. (2000).The addition of a home visit by a cardiac nurse 
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         multidisciplinary care reduced deaths and readmissions in patients 
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         heart failure. Evid. Based Nurs., 3: 56
     6. Scordo, K.(1999). A home based intervention reduced hospital 
readmissions and mortality  
         in patients with congestive heart failure. Evid. Based Nurs.,2: 124.
     7. Shaw, M.C. (1999). Discharge planning and home follow up by advanced 
practice nurses 
         reduced hospital readmissions of elderly patients . Evid. Based 
Nurs., 2: 125. 
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         chronic disease. Eid. Based Nurs.,2: 86. 
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評分方式:
      1. Clinical Performance and Attitude: 30%
      2. Weekly Report: 40% 
         Based on objectives or recommended activities
      3. Family case Report : equivalent to N3 case study: 20%


