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Health IT Infusion into Bellevue College Associate Degree Nursing Program
Health IT Module Content for NURS 101Y



Health Program Course Information
Nursing Skills Lab NURS 101Y Summary
The Nursing Skills Lab (Nurs 101Y) (1 credit or 22 hours) is a continuation of N100Y and 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, documentation and the use of health information technology in providing safe, effective patient care. 
[bookmark: OLE_LINK1][bookmark: OLE_LINK2]Nursing Skills Lab NURS 101Y Learning Objectives
At the completion of this course the student should be able to:
Discuss the implications of IV medication administration, including consideration of client needs and safe medication administration techniques
Correctly demonstrate correct technique of spiking, priming and hanging IV fluids and piggyback medications
Administer IV push medications using safe medication practices
Correctly demonstrate correct technique of foley catheter insertion, including sterile technique
Discuss the current foley catheter bundle and its implication on nursing care of patients
Correctly demonstrate sterile dressing technique 
Discuss the ways health information technology promotes safe patient care and medication administration 
Nursing Skills Lab NURS 101Y Topics
· IV Priming/ Piggyback 
· IV Medication Administration 
· Urinary Catheterization 
· Complex Sterile Dressings, Drain Care and Wound Care 
· Physical Assessment
· Health Information Technology Module: Medication Safety
Core Materials 
Program Specific Course 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. 

Materials for Health IT Content 
American Society of Hospital Pharmacists. ASHP guidelines on preventing medication errors in hospitals. Am J Hosp Pharm. 1993; 50:305–14.
Ludlow, J.  (2013)  N101 Health Information Technology Lecture: Medication Safety, patient safety, error prevention. [PowerPoint slides]

National Coordinating Council for Medication Error Reporting and Prevention. (2001) NCC MERP Index for Categorizing Medication Errors
Video Link for Health IT Content
B. Braun Medical USA (2010 August 27) Medical Center Reduces IV Medication Errors 
A video produced by a product manufacturer which highlights the effectiveness of their product in reducing medication errors.
Phillips, J. (2012 June 1) iSparrowBCMA. Retrieved July 8, 2013 from http://youtu.be/wt2MkvuGkKU
A humorous introduction to bar code medication administration using Xtranormal storytelling. 
Links for Health IT Content  
Freyer, F. (2013) Providence Journal e Edition. Flaw found in hospitals’ prescriptions. Retrieved July 8, 2013 from http://digital.olivesoftware.com/Olive/ODE/ProJo/LandingPage/LandingPage.aspx?href=VFBKLzIwMTEvMTEvMDM.&pageno=MQ..&entity=QXIwMDEwNA..&view=ZW50aXR5
This article is about a medication prescription error that occurred using an ePrescribing system. 
Hancock, J. (2013) Kaiser Health News. Health Technology’s ‘Essential Critic’ Warns Of Medical Mistakes. Retrieved July 8, 2013 from http://www.kaiserhealthnews.org/stories/2013/february/18/scot-silverstein-health-information-technology.aspx
This article is about Drexel University’s Dr. Scot Silverstein and his views on the risk for mistakes and errors with Health IT.
Howard, B.  O'Riley, C., Cheng, O., and Holton, D. (2013) AARP the Magazine: Explore Hospital Features That Will Help Keep You Safe. Retrieved July 8, 2013 from http://www.aarp.org/health/healthy-living/info-04-2013/hospital-room-safety-graphic.html?cmp=RDRCT-PTNTRM_MAR12_013
An interactive patient room highlighting new smart room safety features. 
Schulte, F. & Schwartz, E. (2011) Huff Post Politics. FDA, Obama Digital Medical Records Team At Odds Over Safety Oversight. Retrieved July 8, 2013 from http://www.huffingtonpost.com/2010/08/04/fda-obama-digital-medical_n_670036.html
This article discusses computer glitches that have occurred in EMR systems.  
Wiseman, B., Kaprielian, V. (2005) Patient Safety Quality Improvement Culture of Safety Module. Retrieved July 8, 2013 from http://patientsafetyed.duhs.duke.edu/module_c/module_overview.html
A self learning module about patient safety as part of a quality improvement series presented by Duke Medical Center. 


Health IT Content
Tips for Instructor on How to Infuse the Following Content into the Course Above:
In the second quarter of this program, nursing students begin medication administration in their clinical rotations. The majority of clinical sites now use some form of technology as part of that process, for example bar code medication administration, medication dispensing systems, and EMRs. As a result, students are beginning to interact with this technology in a more direct manner. Resources for medication administration teaching continue to focus on basic principles and do not teach students about the role of technology in patient safety, medication administration and error prevention. 
This module introduces students to the technologies that are present and emerging in medication administration. It also presents new error prone areas that are emerging as this technology is evolving, helping students learn to be aware and alert for such situations. It is useful for this content to be linked to the student’s experiences in the clinical setting. Labs that have medication dispensing systems, academic EMRs or barcoding systems can incorporate this material into orientation to this type of technology. 
The PowerPoint presentation for this module presents these concepts in a general manner, with activities adding more in-depth review. 

[bookmark: OLE_LINK3][bookmark: OLE_LINK4]Health IT Module Learning Objectives
· Describe the current “Culture of Safety” in healthcare and the factors driving change
· Discuss the types of medication errors and when they occur
· Discuss the types of technology and equipment used in the patient care setting that ensure safe medication administration, including:
· eMARs
· ePrescriptions
· BCMA
· Automated medication dispensing devices
· Smart pumps
· CPOE
· RFID
· CDSS
· Smart rooms
Discuss the pros, cons and error prone areas of medication administration technology 
Give examples of other technologies in health care that promote patient safety
Give examples of ways the nurse can improve processes and medication safety
Health IT Module  Topics
The “culture of safety” and change in healthcare
Medication errors: types and occurrences
The role of technology in patient safety 
The nurses role in the “culture of safety”
Health IT Module :
Topics, Descriptions and Objectives
a. The “culture of safety” and change in healthcare
Students are introduced to the emerging culture of safety in healthcare and principles it is built on. 
	Objectives
	Material 

	1. Describe the current “Culture of safety” in healthcare and the factors driving change

	PowerPoint lecture:  N101 Health Information Technology Module: medication safety, patient safety, error prevention 
Duke University Culture of Safety Module
Activity: In class discussion of the six aspects of a culture of safety



 
b. Medication errors: types and occurrences
Students are presented a general introduction of the types of medication errors and when they mostly likely occur. Students begin to reflect on the role of nursing in the errors, in prevention and as agents of change. 
	Objectives
	Material 

	2. Discuss the types of medication errors and when they occur
	PowerPoint lecture:  N101 Health Information Technology Module: medication safety, patient safety, error prevention

National Coordinating Council for Medication Error Reporting and Prevention. (2001) NCC MERP Index for Categorizing Medication Errors
Activity: In class discussion of student’s experiences with medication errors in the clinical setting.



c. The role of technology in patient safety 
Students are introduced to some common technologies that are used in medication administration. In addition to medication safety, there are other areas that technology support patient safety and these are discussed. Students think critically about error prone areas in these technologies. 


	Objectives
	Material

	3. Discuss the types of technology and equipment used in the patient care setting that ensure safe medication administration
	PowerPoint lecture:  N101 Health Information Technology Module: medication safety, patient safety, error prevention
VIDEOS:
B. Braun Medical USA (2010 August 27) Medical Center Reduces IV Medication Errors 
Phillips, J. (2012 June 1) iSparrowBCMA 

	4. Discuss the pros, cons and error prone areas of medication administration technology 
	PowerPoint lecture:  N101 Health Information Technology Module: medication safety, patient safety, error prevention
READING:
Freyer, F. (2013) Providence Journal e Edition. Flaw found in hospitals’ prescriptions. Retrieved July 8, 2013 from http://digital.olivesoftware.com/Olive/ODE/ProJo/LandingPage/LandingPage.aspx?href=VFBKLzIwMTEvMTEvMDM.&pageno=MQ..&entity=QXIwMDEwNA..&view=ZW50aXR5
Hancock, J. (2013) Kaiser Health News. Health Technology’s ‘Essential Critic’ Warns Of Medical Mistakes. Retrieved July 8, 2013 from http://www.kaiserhealthnews.org/stories/2013/february/18/scot-silverstein-health-information-technology.aspx
Schulte, F. & Schwartz, E. (2011) Huff Post Politics. FDA, Obama Digital Medical Records Team At Odds Over Safety Oversight. Retrieved July 8, 2013 from http://www.huffingtonpost.com/2010/08/04/fda-obama-digital-medical_n_670036.html
Wiseman, B., Kaprielian, V. (2005) Patient Safety Quality Improvement Culture of Safety Module. Retrieved July 8, 2013 from http://patientsafetyed.duhs.duke.edu/module_c/module_overview.html
Activity: In class discussion of errors in BCMA

	5. Give examples of other technologies in health care that promote patient safety
	PowerPoint lecture:  N101 Health Information Technology Module: medication safety, patient safety, error prevention
Howard, B.  O'Riley, C., Cheng, O., and Holton, D. (2013) AARP the Magazine: Explore Hospital Features That Will Help Keep You Safe. Retrieved July 8, 2013 from http://www.aarp.org/health/healthy-living/info-04-2013/hospital-room-safety-graphic.html?cmp=RDRCT-TNTRM_MAR12_013




d. The nurse’s role in the “culture of safety”

Students reflect on the various technologies and changes in health care thatare working to promote patient safety and their own role as (future) nurses as users of this technology. These technologies are not without flaw and nurses will be required to think critically and identify issues that might create risk or errors. 



	Objectives
	Material 

	6. Give examples of ways the nurse can improve processes and medication safety
	PowerPoint lecture:  N101 Health Information Technology Module: medication safety, patient safety, error prevention
American Society of Hospital Pharmacists. ASHP guidelines on preventing medication errors in hospitals. Am J Hosp Pharm. 1993; 50:305–14.
Evaluation: A nurse’s role in medication safety activity 


Learning Activities/Assignments
Activity 1—Title: A culture of safety (Objective #1, #6)
Before class lecture, complete Duke University Culture of Safety Module.Retrieved from: http://patientsafetyed.duhs.duke.edu/module_c/module_overview.html
Discuss in class the six aspects of a culture of safety:
    Assessing the Culture
    Teamwork
    Patient Involvement
    Systems
    Openness/Transparency
    Accountability
Activity 2—BCMA and SMART PUMPS (Objective #3)
Before class lecture, view the following videos and complete the quiz questions:	
View the video about BCMA. Retrieved from: http://youtu.be/wt2MkvuGkKU
Review questions for BCMA video:
1. What is the order for scanning with the Sparrows BCMA system?
a. Scan the medication, scan the patient, then scan badge
b. *Scan the patient, then scan the medication
c. Scan the medication, scan the nurse’s badge, scan the patient
d. Scan the patient, scan the medication, scan the nurse’s badge
Feedback: Information on this topic can be found in the BCMA video
Objective to which this item maps: Objective #3
2. What happens in the Sparrow BCMA system when the patient is scanned?
a. *Opens only the scanned patient’s eMAR  on the bedside computer
b. Opens the EMR software
c. Opens the EMR software to show the list of patients on the unit
d. Identifies the medication
Feedback: Information on this topic can be found in the BCMA video
Objective to which this item maps: Objective #3
3. What does the Sparrow BCMA system do?
a. Confirms right patient, right medication, right time, right dose and right route
b. Tracks near misses
c. Helps ensure patient safety
d. *a, b, c
Feedback: Information on this topic can be found in the BCMA video
Objective to which this item maps: Objective #3
View the video about the Smart Pump. Retrieved from: http://youtu.be/T2g_92nX0RQ
Review questions for the Smart Pump video:
4. The medical center in the smart pump video found most medication errors that were reported occurred in what phase?
a. *Administration
b. Dispensing
c. Ordering
d. Prescribing
Feedback: Information on this topic can be found in the smart pump video. Staff recognized that most of the preventable errors occurred in the administration phase.
Objective to which this item maps: Objective #3
5. This facility placed the smart pumps in what departments?
a. emergency room
b. labor and delivery unit
c. intensive care
d. *all parts of the hospital
Feedback: Information on this topic can be found in the smart pump video. The hospital implemented the smart pumps throughout the hospital.
Objective to which this item maps: Objective #3
6. The smart pumps in the video record which occurrences?
a. Wrong iv bag
b. Wrong patient 
c. Wrong med
d. Pump alarms
e. *a, b, c, d
Feedback: Information on this topic can be found in the smart pump video. Staff found that using the new smart pumps enabled them to check medication levels easily. The pumps were portable, and staff were able to immediately learn of adverse reactions, IV bag hung wrong, wrong patient, wrong fluids. Reports also included information about pump alarms and overrides.
Objective to which this item maps: Objective #3
Activity 3— Error Prevention Reading (Objective #2, #6)
Read before lecture: 
American Society of Hospital Pharmacists. ASHP guidelines on preventing medication errors in hospitals. Am J Hosp Pharm. 1993; 50:305–14.

Be prepared to discuss the article. Focus on things nurses can do to prevent medication errors.
Activity 4— Types of medication errors and the nurse’s role in medication safety (Objectives #2, #4, #6)
Review the following chart:
National Coordinating Council for Medication Error Reporting and Prevention. (2001) NCC MERP Index for Categorizing Medication Errors
And then read one of the following:
· http://www.kaiserhealthnews.org/stories/2013/february/18/scot-silverstein-health-information-technology.aspx
· http://www.huffingtonpost.com/2010/08/04/fda-obama-digital-medical_n_670036.html
· http://digital.olivesoftware.com/Olive/ODE/ProJo/LandingPage/LandingPage.aspx?href=VFBKLzIwMTEvMTEvMDM.&pageno=MQ..&entity=QXIwMDEwNA..&view=ZW50aXR5
Using the chart and the article you read, write a one-page paper discussing the ways the nurse can improve processes and medication safety.
Include: 
Typical error prone areas or the errors the article discusses 
Things the nurse can to prevent these kind of errors
What should the nurse not do?
What should the nurse do if an error prone area is discovered?

Feedback: Information on this topic can be found in the articles the students read and the powerpoint lecture slides 5,6,7 and the article: American Society of Hospital Pharmacists. ASHP guidelines on preventing medication errors in hospitals. Am J Hosp Pharm. 1993; 50:305–14.
Suggested responses: Students should discuss the following types of errors: wrong drug, wrong drug form, wrong patient chart, medication administration delays, data entry errors, imaging issues,  or computer glitches
Examples of ways the nurse can prevent the errors include:  double check and confirm orders,  talk to patient, review documentation once saved, confirm med orders with pharmacy, MD or patient if unsure, not take systems for granted
The student should be able to identify that a work around is the wrong thing to do when a system is not working or has a flaw.
The student should identify the following steps when noting an error prone area: 
Report it as a near miss or error disclosure
Describe the area in detail 
Offer suggestions to improve taking workflow into account
Objective to which this item maps: Objectives #2, #3, #4 and #6 
Activity 6—Other patient safety technologies: the interactive patient room (Objective #5)
Review the following web page and identify 3 safety features and the technology used in this smart room.
http://www.aarp.org/health/healthy-living/info-04-2013/hospital-room-safety-graphic.html?cmp=RDRCT-PTNTRM_MAR12_013
Discussion Questions
In class discussions:
1. Think about medication administration…
a. As a student have you ___
· Witnessed or experienced a near miss?
· Witnessed or experienced a medication error?
b. What type of error was it, and when did it occur?
c. Is there anything that could have prevented the error?
Feedback: Information on this topic can be found from students’ own experiences and, using the PowerPoint slides that discuss types of error and when they occur, discuss the errors they’ve seen and how the nurse or facility responded to it. 
PowerPoint slides: 5, 6, 7
Objective to which this item maps: Objectives #2, #3, #4  
2. Review the types of errors with BCMA
a. Discuss-what phases in med administration do these occur?
b. Ordering, transcribing, dispensing, administering, or monitoring?
c. How many involve nurses and why?
Feedback: Referencing the PowerPoint slides, students should come up with examples of BCMA errors- such as not scanning a patient at the bedside which can lead to wrong patient med administration or overriding soft stops which can lead to improper dosing or med administration. Focus is that many of these things occur at the administering phase which is the nurse’s responsibility. 
The nurse must avoid these kind of behaviors and should report situations that might cause them (ie, delay in pharmacy orders being verified or lack of working bar code scanners).
Information can be found: PowerPoint slides: 9, 10, 11, 12
National Coordinating Council for Medication Error Reporting and Prevention. (2001) NCC MERP Index for Categorizing Medication Errors
Objective to which this item maps: Objectives #2, #3, #4  
3. Other technologies and potential for errors
a. Discuss other patient safety and care technologies and the possible ways they can contribute to errors or patient safety issues. 
Feedback: In class students may discuss technologies such as CDSS- delays in care, incorrect info, interface issues, AMDD- improperly stocked, delays in care if not stocked or inventoried correctly, Smart Pumps- soft stops override, etc.
Information found on: PowerPoint slides and lecture: 13, 18; Reading assignment for Activity #5
Objective to which this item maps: Objectives #5, #6  
Optional Resources
Patient Safety Authority. Medication Errors Occurring with the Use of Bar-Code Administration Technology. Pa Patient Saf Advis 2008 Dec;5(4):122-6. Retrived July 8, 2013 from http://patientsafetyauthority.org/ADVISORIES/AdvisoryLibrary/2008/Dec5(4)/Pages/122.aspx
Premiere Inc. (2013) Medical errors and the Institute of Medicine (IOM). Retrieved July 8,2013 from https://www.premierinc.com/safety/topics/patient_safety/index_1.jsp
 Oren, E. ,  Shaffer, E. , Guglielmo J. (2003) Impact of Emerging Technologies on Medication Errors and Adverse Drug Events. J Health Syst Pharm. 2003;60(14) . Retrieved July 8, 2013 from  http://www.medscape.com/viewarticle/458906 (requires free medscape account)
Institute for Healthcare Improvement (March 23, 2012). Knowledge Center: Changes for improvement. Retrieved July 8, 2013 from http://www.ihi.org/knowledge/Pages/Changes/default.aspx

Assessment Questions
The following are application questions. Students are expected to pick the most effective method listed that would help prevent the error in the question. Some questions have more than one possible answer. 
1. A patient has an Acetaminophen overdose due to multiple doses administered in both Percocet and Tylenol as ordered. 
a. *The eMar tracks total grams of acetaminophen a day, provides alert when max is reached
b. *CPOE has alert when multiple acetaminophen meds are ordered
c. Pyxis® medstation will not dispense meds as ordered
d. Nurse keeps track of grams acetaminophen administered during shift on notepad in patient’s room
Feedback: Information on this topic can be found in power point slides 9, 10, 11
Correct:  a and or b Rationale: eMars and CPOE both have the ability to track data as it is entered, and also provide alerts to providers when a potential or near miss may occur. 
Incorrect: C= a Pyxis® system will only dispense meds it is programmed to provide and those orders must first be entered in CPOE; D= this is an ineffective and potentially unsafe way to document and track medication administration
Objective to which this item maps: Objective #3, #4, #5, #6 
2. A doctor orders the XL formulation of a medication three times a day instead of once daily
a. *CPOE only offers once daily dosing in order screen
b. Nurse cuts into 3 parts to give three times daily
c. Bar code scanner identifies wrong pill
d. Nurse calls pharmacy, delays med administration to confirm
Feedback: Information on this topic can be found in power point slides 9, 10, 11.
Correct: A= in a CPOE system, the provider is unable to order incorrect dosing of a medication by being offered limited options, in the case of a sustained release med, it should only be offered once daily. 
Incorrect: B= not proper administration of an XL medication; C= bar code scanner will only identify the med that is ordered and confirm with eMAR, if It is ordered incorrectly, the bar code scanner cannot determine this; D= this is the most common practice when CPOE is not in place; however a well-designed CPOE system will prevent this delay in medication administration 
Objective to which this item maps: Objective #3, #4, #5, #6 
3. There are two patients on a unit with the same name and birthday: Robert K. James and Robert L. James. The Robert K James receives Robert L James’ medications  
a. The nurse places red dot on all pills for Robert k. James
b. *The bar code scanner identifies each patient with a unique identifying code instead of name and date of birth
c. Patients wear different  colored  hospital gowns 
d. *RFID chip in wrist band detects patient when in proximity of the bedside computer and opens only the chart for the identified patient
Feedback: Information on this topic can be found in power point slides 9, 10, 11, 15, 18
Correct: B and/or D = both provide unique identifiers for the patient that do not require name or date of birth
Incorrect: A= not a common medication administration technique; C= does not resolve similar name/DOB issue with an additional unique identifier that is immune to human error (colors could be confused)
Objective to which this item maps: Objective #3, #4, #5, #6 
4. Nurse makes an error in drug calculation, draws and administers incorrect heparin bolus dose.
a. *Pharmacy sends up  premeasured bolus based on patient’s weight in the EMR and attaches unique bar code to syringe which must be scanned at bedside
b. Nurse does math calculations on a piece of paper and shows it to charge nurse
c. *High alert med sign on in eMar/EMR with a second nurse before administration
d. Verbal double check with another nurse
Feedback: Information on this topic can be found in power point slides 9, 10, 11
Correct: A, B =the pharmacy premixed med is confirmed with patient weight and is double checked in pharmacy. The bar code ensures the proper dose is administered. A high alert med check is most effective when it is actually done and documented. An EMR system that requires documentation and sign in by a second nurse ensures compliance. 
Incorrect: C= when double checking calculations, each nurse should do the calculations separately; D= verbal double checks are not always done consistently and are not documented
Objective to which this item maps: Objective #3, #4, #5, #6 
5. The MD orders an eptifibatide drip at 2 micrograms/kilogram/hour. The patient weighs 150 kilograms and the hourly dose is calculated to be 18 mg/hr. The nurse programs the pump to administer this medication and later it is found the max hourly dose of this drug is 15mg/hr. 
a. *Smart pump guard rail “hard stop” for dosing above 15 mg/hr
b. Chart in med room calculates hourly dose
c. Second nurse confirms dose calculation
d. *Pharmacy labels correct dosing for patient weight and bar codes med so the pump read it and run at ordered rate. 
Feedback: Information on this topic can be found in power point slides 9, 10, 11 and the Smart Pump Video
Correct:
A, D= smart pumps have preprogrammed dosing ranges to ensure safe IV medication infusions. A “hard stop” cannot be ignored and the nurse must review the med dosing before starting the pump. Pharmacy can also do the calculations, provide a bottle with the patient’s correct dosing (based on the upper limit of the medication) and a bar code for the pump to read and set the rate.
Incorrect: B= charts are not often available; C= if the second nurse does not know about the max hourly dose, the error will still occur.
Objective to which this item maps: Objective #3, #4, #5, #6 
6. A patient begins to complain of headache and dizziness an hour after receiving a new blood pressure medication. The nurse is going to call the doctor but doesn’t know if this is a new patient symptom, a med side effect or something else. What technology assists the nurse in making this determination?
a. *Embedded drug info in the EMR, reviewed at the bedside
b. The nurse calls pharmacy and is put on hold. 
c. The nurse uses a cell phone to do a Google search
d. The nurse spends 20 minutes looking around the unit for an outdated drug book
Feedback: Information on this topic can be found in power point slides 9, 10, 11
Correct: A= This is the best choice, as the information is easily accessible and provided by the facility to ensure that it is reliable. Using a CDSS tool such as a medication library, the nurse can then review known side effects of the medication in preparation for the SBAR call to the provider in a timely manner. 
Incorrect: B, C, D= all are time consuming and the google search may not be reliable. Also the drug book may not have the most up to date information about the medication. 
Objective to which this item maps: Objective #3, #4, #5, #6 


[bookmark: _GoBack]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.
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