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課程名稱 
Course Title 社區健康管理實習（一）

授課教師 
Instructor 黃玉珠

學年度
Academic
year

94 學期
Semester 2

課程大綱

Placement: Spring Semester, 2006
Class: Graduate Student of Community Nursing
Credit Hours :3 (equivalent to 10 days in hospital and 5days on campus) 
Time Period: April-May, 2006
Objectives:
(in hospital)
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 recognize the philosophical base of DP in the practicum settings.
(2) To become familiar with the process and flow of the DP in the specific 
floor 
(3) To play as a liaison in the DP
(4) .To indicate the key concepts related to DP.
(5) To select specific indicators that are appropriate for program evaluation 
of DP 
(6) 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 competence in needs assessment of continuum of care for 
discharged patients 
5. To demonstrate the competency of practicing actively and independently in 
the clinical settings(Both in hospital and on campus)
Setting:
10 days in Hsin-Kung Hospital, 8A( Neuro-surgical)、 8B( Neuro-meidcal & 
Oncology)& PICU, clinical practicum will be focus on continuity of care, to 
join the discharge planning team.  
Recommended learning activities:
1st week 
1. To become familiar with the person, physical environment, organization 
culture, patient profile, etc..
2. To Become familiar with documents and documentation routines related DP.
3. To select 1-2 cases, who might be discharged in the following weeks for 
joining their care activities during hospitalization.
4. To select 1-2 case who were newly admitted in the first 1-3 days, 
observing or participating in the daily care activities, as well as function 
as a member of discharge planning team, to get through the whole process of 
discharge planning including: screening, initial needs assessment, care plan 
preparation, coordinate the required resources in the following weeks.
2nd –3rd week
1. To join the bedside teaching of internship.
2. Bases on the needs assessment done by the colleagues, to participate the 
discharge planning activities of the selected case’s
3. Attending discharge planning case conference ( any case, not necessary 
limited to the selected cases)
4. Based on the key concepts in the family theory and role theory, to re-
assess
the validity of the proposed care plan. 
5. To follow up the cases selected in the previous week in hospital (or in 
their homes if they are discharged).
4th --5th week
1. To join the bedside teaching of internship.
2. To continue to take care of the selected cases in the hospital(or doing 
one home visiting to finalize the process of DP).
3. To re-assess the resources which are planned to be coordinated for the 
selected cased based on their competency, finance, environment, manpower of 
care giving at home,…) 
4. Active participating in the DP case conference and seeking collaboration 
from other team member). 
5. to select specific indicator(s) which might be appropriate and feasible to 
measure the effectiveness of DP for the selected cases.
6. To analyze the limitation(s) and advantage(s) in the process of DP, and 
try to propose the feasible alternative.
7. To evaluate the effectiveness of the DP for the selected cases in the past 
weeks
8. To share with the feedback of the selected cases with the team.
Faculty and co-teaching Preceptor:(with reachable number) 
校內負責教師 :陳惠姿 (29053413, 0938186572)



擬定實習計畫，每週1-2hrs討論 (12-2pm flexible schedule on single other week)
醫院指導教師: 陳玉黛(8A)、彭雅玲(8B)、張明真(PICU)等三位護理長 以及
陳威宏主任(神經內科)、穆淑琪主任(PICU)兩位主任擔任醫院中實務指導，協助解決實習過程中之困惑
Evaluation ( Hospital)
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%
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1. Stevenson, D.(2002).Review: early supported discharge may reduce length of 
hospital stay in patients with acute stroke, but does not reduce death. 
Evid. Based Nurs. 5: 117.
2. Griffiths, P.(2000). Prompt hospital discharge with home care improved 
physical health 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 
life in patients with acute stroke.  Evid. Based Nurs.,3: 127. 
4. Beltz, S.K. (2000). Comprehensive, in-hospital geriatric assessment plus 
an 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 to 
usual multidisciplinary care reduced deaths and readmissions in patients with 
chronic congestive 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. 
8. Thomas, C.F.(1999). A nurse led programme improved physical function in 
older adults with chronic disease. Evid. Based Nurs.,2: 86..
9. Shuster, G.(1998). A home based intervention reduced the frequency of   
hospital readmissions and out of hospital deaths after discharge. Evid. Based  
Nurs.,1 120.                           


