Health IT Infusion into 
Bellevue College Associate Degree Nursing Program
Health IT Module Content for NURS 100Y


Health Program Course Information
Nursing Skills Lab NURS 100Y Summary
The Nursing Skills Lab (Nurs 100Y) provides a base of knowledge and psychomotor skills that are common to the practice of nursing in acute care settings. General principles underlying psychomotor skills or nursing procedures are emphasized. Students are to implement and adapt performance to ensure compliance in diverse health care settings by adhering to agency policies and/or procedures. In addition, nursing skills lab integrates the following concepts: application of the nursing process, standard precautions, consideration of client uniqueness and rights, professional interactions, ongoing client teaching, legal implications, risk-benefit considerations, cost-effectiveness, health information technology and documentation.

[bookmark: OLE_LINK1][bookmark: OLE_LINK2]Nursing Skills Lab NURS 100Y Learning Objectives
At the completion of this course the student should be able to:
Perform a head to toe assessment on a hospitalized client
Perform a systems focused assessment on a hospitalized client
Document care given in the clinical setting on a hospital based EMR (where appropriate)
Discuss the role of health IT in health care today
Identify the different methods hospitalized patients receive nutrition and perform the relevant nursing care actions
Identify the different oxygen delivery devices and the appropriate use of each
Perform accurate clinical calculations when administering medications
Safely administer both non-parenteral and injectable medication

Nursing Skills Lab NURS 100Y Topics
· Neuromuscular Assessment 
· Cardiac and Respiratory Assessment 
· GI/GU Assessment 
· Head to Toe Assessment 
· Nurse Informatics/Documentation 
· Nutrition 
· O2 Therapy 
· Medication Calculation 
· Med Admin 1 (non-parenteral)
· Med Admin 2 (injections)
Core Materials (e.g., open courseware sites, textbooks)
TEXTBOOKS
Wilkinson, J.M., & Treas. L.S. (2011). Fundamentals of Nursing, 2nd Edition, & Accompanying Skills Videos. Philadelphia: F.A. Davis Company. IISBN-13: 978-0-8036-2718 or ISBM-10:0-8036-2718-1
Jarvis, C. (2011) Physical Examination and Health Assessment Text and Physical Assessment and Health Assessment Online Video Series, Version 2.(User Guide and Access). 6th Ed. St. Louis; Mosby-Elsevier Inc.
OTHER MATERIALS
Ludlow, J.  (2013). Documenting, Reporting, Nursing informatics. [Nursing Informatics Lecture PowerPoint slides]. 

Barthold, M., Duecker, T., Guinn,. P & MacCallum, R. (2009). Nursing Informatics 101 
[PowerPoint slides]. 
Kaminski, J. (2013). P.A.T.C.H. Assessment Scale v.3: Pretest for attitudes toward computers in healthcare. Retrieved from http://www.nursing-informatics.com/niassess/PATCH_PersonalPlan_v3.pdf


VIDEO LINKS
NCSBNInteract . (2011 December 9). Social Media Guidelines for Nurses. Retrieved from http://www.youtube.com/watch?v=i9FBEiZRnmo 
“Social media use is ubiquitous, but inappropriate posts by nurses have resulted in licensure and legal repercussions. NCSBN has developed guidelines for nurses and nursing students for using social media responsibly. Key points of these guidelines are summarized, along with dramatization of potential scenarios of inappropriate social media use” (Social Media Guidelines for Nurses)
Producers Ron Francesangelo and Noel Salwan. (2008, January 6). Radiology Demo Video. Retrieved from http://www.youtube.com/watch?v=2i_7xlLYCRU&feature=related
“A Department in the Institute of Radiology is highlighted in this video. Radiologic Technologists and Doctors walk through the Capture and Dictating process.”( “Radiology Demo Video”)

ADDITIONAL LINKS FOR Health IT CONTENT
Nursing informatics competencies list:

Kaminski RN MSN PhD, J.(c) (2011). User Level Competencies. Nursing Informatics Competencies: Self - Assessment. Retrieved May 21, 2013, from http://nursing-informatics.com/niassess/users.html

Understanding Health Information Privacy: 
U.S. Department of Health & Human Services. Understanding Health Information Privacy. Health Information Privacy. Retrieved May 21, 2013, from http://www.hhs.gov/ocr/privacy/hipaa/understanding/
Office of the National Coordinator
Office of the National Coordinator. (2013) ONC home page. Retrieved May 22, 2013, from  http://www.healthit.gov/
National Guidelines Clearinghouse:
Agency for Healthcare Research and Quality. National Guideline Clearinghouse Homepage. Retrieved May 21, 2013, from  http://www.guidelines.gov/
“An initiative of the Agency for Healthcare Research and Quality (AHRQ) [image: External Web Site Policy], U.S. Department of Health and Human Services. NGC was originally created by AHRQ in partnership with the American Medical Association and the American Association of Health Plans (now America's Health Insurance Plans [AHIP]).

The NGC mission is to provide physicians and other health professionals, health care providers, health plans, integrated delivery systems, purchasers, and others an accessible mechanism for obtaining objective, detailed information on clinical practice guidelines and to further their dissemination, implementation, and use.” (“National Guideline Clearinghouse Homepage”, 2013)

Agency for Healthcare Research and Quality:
U.S. Department of Health & Human Services. Agency for Healthcare Research and Quality Homepage. Retrieved May 21, 2013, from http://www.ahrq.gov/
“AHRQ is committed to improving care safety and quality by developing successful partnerships and generating the knowledge and tools required for long-term improvement. The central goal of our research is measurable improvements in health care in America, gauged in terms of improved quality of life and patient outcomes, lives saved, and value gained for what we spend.”(“Agency for Healthcare Research and Quality Homepage”, 2013)
Institute for Safe Medication Practices: 
Institute for Safe Medication Practices (2013). IMSP Homepage. Retrieved May 21, 2013, from http://www.ismp.org/
“To advance patient safety worldwide by empowering the healthcare community, including consumers, to prevent medication errors.” (“IMSP Homepage”, 2013)
The Institute for Healthcare Improvement:
The Institute for Healthcare Improvement. (2013). IHI Homepage. Retrieved May 21, 2013, from URL http://www.ihi.org/Pages/default.aspx
“The Institute for Healthcare Improvement (IHI), an independent not-for-profit organization based in Cambridge, Massachusetts, is a leading innovator in health and health care improvement worldwide.” (“IHI Homepage”, 2013)

Tips for Instructor on How to Infuse the Following Content into the Course Above
As part of the first quarter student’s lab course, students are introduced to the principles of accurate nursing reporting and documentation techniques.  One of the challenges in this content area is that most nursing texts have not moved their focus to electronic documentation and the role of health IT in healthcare. As a result, much of that specific content is addressed in lecture format.  Emphasis is placed on role of electronic documentation systems in the healthcare setting. Students are also given an overview of other types of health information technologies they will encounter in the health care setting. Other health technologies are introduced when they are relevant, such as the use of Smart Pumps when teaching medication administration. Starting in Fall quarter 2013, students will be introduced to the operation of a medication administration system (Pyxis machine) in the skills lab as part of their medication administration labs. Starting in Fall 2013, students will also have access to a practice EMR to document assessments as they are learning to perform assessments in class.

[bookmark: OLE_LINK3][bookmark: OLE_LINK4]Health IT Module #1 Learning Objectives
· Describe the basic principles of data entry in relation to nursing documentation systems.
· Discuss the purposes of documentation in the health care setting
· Define informatics and its role in patient care
· Describe a data driven documentation system and its implications for patient care and quality improvement
· Explain the elements of an EMR system and their use
· Identify different documentation screens used in an EMR system and their elements
· Identify technologies encountered in the hospital setting and their role in patient outcomes
· Describe the role health IT (computers and other technology) in decreasing human error 
· Discuss the impact of legislative efforts to encourage implementation of nationwide EHRs in the hospitals 
· Identify ways health IT decreases error in health care and improving patient outcomes 
· Discuss ethical and secure use of health IT and the role of HIPPA and HITECH act  in electronic documentation
· Describe the nurse’s role in health IT

Health IT Module #1 Topics
a. Documentation
b. Introduction to Informatics
c. Electronic Medical Record
d. Other Health IT
e. Safety and Health IT
Health IT Module #1:
Topics, Descriptions and Objectives
Documentation

Documentation in the healthcare setting is the main form of communication between providers and a means to account for care given to patients. 
	Objectives
	Material 

	1. Describe the basic principles of data entry in relation to nursing documentation systems.

	Powerpoint Lecture:
Documenting, Reporting, Nursing informatics [Nursing Informatics Lecture PowerPoint slides]
Reading:
Wilkinson, J.M., & Treas. L.S. (2011). Fundamentals of Nursing, 2nd Edition, & Accompanying Skills Videos. Philadelphia: F.A. Davis Company. 
VOL 1 
Chapter 16 (pp291-315) Documenting and Reporting 
VOL  2
Chapter 16 (pp 177-191) Documenting and Reporting 

	 2. Discuss the purposes of documentation in the health care setting
	Powerpoint Lecture:
Documenting, Reporting, Nursing informatics [Nursing Informatics Lecture PowerPoint slides]
Reading:
Wilkinson, J.M., & Treas. L.S. (2011). Fundamentals of Nursing, 2nd Edition, & Accompanying Skills Videos. Philadelphia: F.A. Davis Company. 
VOL 1 
Chapter 16 (pp291-315) Documenting and Reporting 
VOL  2
Chapter 16 (pp 177-191) Documenting and Reporting

	3. Discuss ethical and secure use of health IT and the role of HIPPA and HITECH act  in electronic documentation

	Powerpoint Lecture:
Documenting, Reporting, Nursing informatics [Nursing Informatics Lecture PowerPoint slides]
Wilkinson, J.M., & Treas. L.S. (2011). Fundamentals of Nursing, 2nd Edition, & Accompanying Skills Videos. Philadelphia: F.A. Davis Company. 
VOL 1 
Chapter 16 (pp291-315) Documenting and Reporting 
VOL  2
Chapter 16 (pp 177-191) Documenting and Reporting
Review the HHS website about Privacy:
http://www.hhs.gov/ocr/privacy/hipaa/understanding/
View the video “Social Media Guidelines for Nurses”: Which demonstrates the issues with inappropriate use of social media by nurses and techniques to maintain patient confidentiality
http://www.youtube.com/watch?v=i9FBEiZRnmo






Introduction to Informatics 
Informatics is the field of study that focuses on the purposeful and systematic application of information systems and technology to store, organize, manage, communicate, process, manipulate, analyze, display and utilize information. Informatics aims at improving access, quality and utilization of information.
	Objectives
	Material

	1. Define informatics and its role in patient care

	Powerpoint Lecture:
Documenting, Reporting, Nursing Informatics [Nursing Informatics Lecture PowerPoint slides]
HIMSS Informatics 101
Reading: Wilkinson, J.M., & Treas. L.S. (2011). Fundamentals of Nursing, 2nd Edition, & Accompanying Skills Videos. Philadelphia: F.A. Davis Company. 
VOL 1: Chapter 39 (pp 1001-1017): Nursing Informatics 
VOL 2: Chapter 39 (pp 998-1004) Informatics

	2. Describe the nurse’s role in health IT

	Powerpoint Lecture:
Documenting, Reporting, Nursing Informatics [Nursing Informatics Lecture PowerPoint slides]
Reading: Wilkinson, J.M., & Treas. L.S. (2011). Fundamentals of Nursing, 2nd Edition, & Accompanying Skills Videos. Philadelphia: F.A. Davis Company. 
VOL 1: Chapter 39 (pp 1001-1017): Nursing Informatics 
VOL 2: Chapter 39 (pp 998-1004) Informatics



c. Electronic Medical Records
Many hospitals are in the process of transitioning from paper documentation systems to electronic medical records. The electronic medical record is a digital version of a paper chart that contains all of a patient’s medical history.
	Objectives
	Material 

	1. Describe a data driven documentation system and its implications for patient care and quality improvement

	Powerpoint Lecture:
Documenting, Reporting, Nursing Informatics [Nursing Informatics Lecture PowerPoint slides]

	2. Explain the elements of an EMR system and their use

	Powerpoint Lecture:
Documenting, Reporting, Nursing Informatics [Nursing Informatics Lecture PowerPoint slides]

	3. Identify different documentation screens used in an EMR system and their elements
	Wilkinson Vol 2: 
Review the examples of forms and documentation on the following pages: 
pp 23-26, 44, 101-102, 164, 209, 214, 591, 626, 674,775, 958, 974

	4. Discuss the impact of legislative efforts to encourage implementation of nationwide EHRs in the hospitals 

	Powerpoint Lecture:
Documenting, Reporting, Nursing Informatics [Nursing Informatics Lecture PowerPoint slides]
Review ONC website:
http://www.healthit.gov/



d. Other Health IT
In addition to the EMR, other technologies are used in the healthcare setting, such as medication administration systems, imagining systems and monitoring systems. Many of these technologies are being designed with patient safety in mind.
	Objectives
	Material (Lecture/article/video/web resources/textbook and pages) – Please include proper citation for resource

	1. Identify technologies encountered in the hospital setting and their role in patient outcomes

	Powerpoint Lecture:
Documenting, Reporting, Nursing informatics [Nursing Informatics Lecture PowerPoint slides]
View: Radiology Video which demonstrates the difference between using digital x-rays and the “old method”
http://www.youtube.com/watch?v=2i_7xlLYCRU&feature=related



e. Safety and Health IT
Description of the topic covered (brief paragraph)
	Objectives
	Material

	1. Describe the role health IT (computers and other technology) in decreasing human error 

	Powerpoint Lecture:
Documenting, Reporting, Nursing informatics [Nursing Informatics Lecture PowerPoint slides]

	2. Identify ways health IT decreases error in health care and improving patient outcomes 
	Powerpoint Lecture:
Documenting, Reporting, Nursing informatics [Nursing Informatics Lecture PowerPoint slides]
Students may review optional resources for additional information (see below)



Learning Activities/Assignments
Describe, in detail, the learning activities for this Week and list any materials or resources needed to complete the activity/assignment.
Activity 1— Reading and Pre-Class Study Questions
Read the assigned chapters and review the assigned materials (HIMSS Informatics 101 ppt) and then take an online open book quiz before coming to class. The quiz focuses more on documentation and the reading content than on HIT specifically.	
Activity 2- PATCH Assessment
Complete the pre-class self assessment (link below) and bring results to class for discussion. It will be saved until last quarter, when you will re-take the PATCH assessment and identify any changes. 
Kaminski, J. (2013). P.A.T.C.H. Assessment Scale v.3: Pretest for attitudes toward computers in healthcare. Retrieved from http://www.nursing-informatics.com/niassess/PATCH_PersonalPlan_v3.pdf

Complete the following assignments
Nursing Informatics Competency Goals:
Review the competencies outlined here: 
http://nursing-informatics.com/niassess/users.html
Identify 2-5 short-term informatics competency goals
Example: 
“1. I would like to be able to use more online resources for patient teaching
	2. I would like to improve my power point presentation skills”
Complete the written “Nursing Informatics Plan of Action” (part B of the PATCH)

Choose two of the following applications where you feel you need improvement based on yourself assessment. Develop a plan of action to help improve your level of informatics literacy.
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   Except where otherwise noted, this work is licensed by Bellevue College (http://hiteducation.org) under a Creative Commons Attribution 4.0 International License – http://creativecommons.org/licenses/by/4.0/. Any ONC materials included in this work are licensed under a more restrictive CC BY-NC-SA license – https://creativecommons.org/licenses/by-nc-sa/3.0/.
Word Processing
Graphic Programs
Databases
Spreadsheets
Educational Software
World Wide Web
E-mail
Discussion Mailing Lists
Chat Rooms, Forums
Web site design
Nursing Information Systems (NIS)
Multimedia Design
Research Software
Webcasting
Virtual Reality, Simulation
Internet Radio/Video/TV
E-learning
PDA, Palmtops
Digital Camera and Photo Manipulation
Flash Animation
Keeping current with Nursing Informatics Trends


Example: “I would like to improve my skills using word processing programs, so I will attend a workshop that teaches how to use my word processing software”

Activity 3—Patient documentation in the clinical setting	
In the clinical setting, when allowed, students should: 

Access, enter and retrieve data related to client care via available hospital or nursing information systems* 
Examples:
Use patient’s hospital based EMR to research patient history, medications and procedures for careplan assignments
Document in patient’s chart in the clinical setting per facility policy, including assessment data, I/O, vital signs and medication administration
Use decision support systems, expert systems and other aids for clinical decision making and care planning* 
Examples:
Use hospital provided computer based resources to research medication administration and compatibility information
Use built in assessment tools to determine nursing care for patient, such as determining falls risk or risk for skins breakdown and implement appropriate nursing interventions as recommended by the tool
Use internet resources to locate client support groups, online resources and patient education materials*
Examples:
Provide patient teaching regarding medication or procedures using reliable online resources
Demonstrate correct security and confidentiality measures while using an electronic medical record in the clinical setting
Examples:	
	Not sharing passwords
Logging out of system when documentation is complete or at any time leaving the computer
 Maintaining privacy of the patient while charting by ensuring that patient information is not visible to unauthorized individuals
*Taken from: http://nursing-informatics.com/niassess/users.html
Optional Resources
ADDITIONAL INFORMATION PROVIDED FOR STUDENTS:
What is Health IT? 
It is the umbrella term describe the comprehensive management of health information across computerized systems and other technology 
The nurse’s role in health IT: 
Proficient user of technology 
Understands the purpose of the technology and its role in healthcare and its effect on nursing workflow 
Uses it correctly, securely and ethically 
Uses it to improve patient outcomes and safety 
Familiar with the value of nursing data, how it’s captured and analyzed 
Able to use resources for clinical decision making 
Understands the limitations and risks of healthcare information technology 
Recognizes the need for nurse involvement in the development of health IT systems
Assessment Questions
After lecture, students have one week to complete an open book, open note post quiz that covers more specific HIT content. 
1. Which electronic record encapsulates a record of medical care provided in a single health care organization, i.e., intra-organizational? 
a. *Electronic Medical Record (EMR)
b. Computerized Patient Record (CPR)
c. Computerized Patient Medical Record (CPMR)
d. Personal Health Record (PHR)
Feedback: Answer: a. An EMR is a record of medical care created, managed, and maintained by one health care organization (intra-organizational). (Review Documenting, reporting, nursing informatics PowerPoint, slide #6)
Objective to which this item maps: Module 1, Topic c, Objectives 1,2
2. Which of the following is an example of how the use of an electronic health record (EHR) can affect patient outcomes? 
a. *Provides seamless exchange of information
b. Decreases cost of service for patients 
c. Establishes new workflow processes 
d. None of the above
Feedback: Answer: a
A= the EHR has the capability to provide seamless exchange of information among provider because it is easily accessible within the facility. B= many factors influence a patient’s cost for healthcare, the documentation system is useful to support the need for care, but not directly in decreasing it’s cost. C= while an EHR may establish new workflows processes, sometimes that process often takes time to become efficient. (Review Documenting, reporting, nursing informatics PowerPoint, slide #6)
Objective to which this item maps: Module 1, Topic c, Objective 1; Topic e, Objectives 1, 2
3. Which governmental effort related to electronic health records (EHRs) addresses the meaningful use of interoperable health information technology and qualified EHRs? 
a. Nationwide Health Information Network (NHIN)
b. *Health Information Technology for Economic and Clinical Health Act (HITECH)
c. ONC-Authorized Testing and Certification Bodies (ONC-ATCBs)
d. State-Level Health Initiatives
Feedback: Answer: b. The Health Information Technology for Economic and Clinical Health Act, or the "HITECH Act" established programs under Medicare and Medicaid to provide incentive payments for the "meaningful use" of interoperable health information technology and qualified EHRs. (Review Documenting, reporting, nursing informatics PowerPoint, slide #5)
Objective to which this item maps: Module 1, Topic a, Objective 3; Topic c, Objective 4

4. Which of the following is a patient monitoring application? 
a. e-prescribing
b. Computerized order entry
c. Electronic charting
d. *Glucometers
Feedback: Answer: d. Remote patient monitoring systems include monitoring devices such as weight scales, glucometers, implantable cardioverter‐defibrillators, and blood pressure monitors. (Review Documenting, reporting, nursing informatics PowerPoint, slide #7)
Objective to which this item maps: Module 1, Topic d, Objective 1

5. The bedside nurse needs to understand which of the following in relation to nursing informatics: 
a. C+ coding language
b. how to install EMR software systems
c. *how to use health care technology to provide safe, efficient care
d. how to remove a virus from a hospital computer
Feedback: Answer: c The bedside nurse is the end user of the EMR and needs to know and understand the elements in it that allow for improved patient safety. (Review Documenting, reporting, nursing informatics PowerPoint, slide #5)
Objective to which this item maps: Module 1, Topic b, Objectives 1 ,2
6. Which graphical user interface element in an EMR allows the selection of multiple choices? 
a. radio button
b. force field entry
c.* checkbox
c. free text box
Feedback: Answer: c The check box is a standard GUI element in most applications which allows the user to check off multiple choices, it is good when descriptors are not absolute. In the case of yes/no, on/off selections, then the radio button is used. (Review Documenting, reporting, nursing informatics PowerPoint, slide #6)
Objective to which this item maps: Module 1, Topic c, Objective 3
7. The advantages of a data driven electronic documentation systems include (select all that apply) 
a. *use of consistent terminology within a facility
b. *ability to collect information about discrete data points (such as all patients with high blood pressure readings taking metoprolol)
c. *the ability to more easily collect data about patient outcomes for quality assurance reasons
d. decreases the amount of information to be recorded
Feedback: Answer: a,b,c The data driven EMR collects information in a typical database style, allowing it to be searched in a variety of ways. Information collected from this type of documentation can be used for research, quality assurance and chart review/audits. The choices provided allow consistency between providers when describing assessments. With this mode, however, often more information is captured and recorded, requiring the documentation of more details than in a paper system. (Review Documenting, reporting, nursing informatics PowerPoint, slides #5 & #6)
Objective to which this item maps: Module 1, Topic c, Objective 1
8. Smart pumps increase medication administration safety with what feature? 
a. rechargeable batteries
b. *“guard rail” medication library
c. occlusion alarms
d. keypad lock out

Feedback: Answer: b Smart pumps have drug libraries that are programmed to match a hospital’s formulary and can be used to confirm dosing and IV rate at the point of administration. (Review Documenting, reporting, nursing informatics PowerPoint, slide #16)
Objective to which this item maps: Module 1, Topic d, Objective 1; Topic e, Objectives 1, 2
9. A nurse is administering medications using a bar code system. In order to safely administer medications, the nurse knows _____
a. it is not necessary to confirm the patient’s ID using two identifiers
b. *the bar code is unique to the patient and the drug
c. medications should be scanned in the med room before administering to the patient
d. some patients have their barcode tattooed on their inner arm
Feedback: Answer: b While the bar code does check the patient’s ID, nurses should still verbally confirm the patient ID if the patient is able to. In addition, medications should be scanned at the bedside before opening.  Barcodes have not become tattoos, yet. (Review Documenting, reporting, nursing informatics PowerPoint, slide #15)
Objective to which this item maps: Module 1, Topic d, Objective 1; Topic e, Objectives 1, 2
10. True or False? A patient asks the nurse for a copy of his lab results and the nurse states, “Oh you cannot have that, it’s hospital property. This is: 
a. True
b. *False
Feedback: Answer: False. According to the most recent HIPAA:  “You can ask to see or get a copy of your medical record and other health information. If you want a copy, you may have to put your request in writing and pay for the cost of copying and mailing. In most cases, your copies must be given to you within 30 days.” (Review Documenting, reporting, nursing informatics PowerPoint, slide #19)
Objective to which this item maps: Module 1, Topic a, Objective 3
11. The nurse makes a mistake while documenting in the patient’s health record. Which action should the nurse take? 
a. Use an opaque white fluid to cover the documentation error.
b. Completely cover the documentation error with black ink.
c. *Draw a line through the error and initial the change.
d. Use correction tape to make the documentation correct.

Feedback: Correct Answer c. The nurse should draw a single line through the documentation error and place her initials next to the change. In some institutions, the nurse must also write the words “error” or “mistaken entry” above the error. The nurse should never use opaque cover-up liquid or correction tape. It is not acceptable to alter the patient’s health record as though the error were not made. Making note of the correction in documentation makes it clear to others what happened.
Objective to which this item maps: Module 1, Topic a, Objectives 1, 2



Led by Bellevue College, the Health eWorkforce Consortium was formed to elevate Health Information Technology workforce development locally and nationally and provide career paths into this promising field for veterans and others. The nine-college consortium includes Bellevue College, Bellingham Technical College, Clark College, Clover Park Technical College, Northern Virginia Community College, Pierce College, Renton Technical College, Spokane Community College, and Whatcom Community College. The Health Information and Management Systems Society (HIMSS) is also a primary partner.

This workforce solution is 100% funded by an $11.7m grant awarded by the U.S. Department of Labor's Employment and Training Administration.  The solution was created by the grantee and does not necessarily reflect the official position of the U.S. Department of Labor.  The Department of Labor makes no guarantees, warranties, or assurances of any kind, express or implied, with respect to such information, including any information on linked sites and including, but not limited to, accuracy of the information or its completeness, timeliness, usefulness, adequacy, continued availability or ownership.
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