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RESOURCE AND PATIENT MANAGEMENT SYSTEM

Meaningful Use & EHR “Work-a-Thon”
Agenda

October 19- 21, 2010
IHS Office of Information Technology (OIT)

Albuquerque, New Mexico

	Resource Patient Management System Electronic Health Record
Meaningful Use  & EHR “Work-a-Thon”
Meeting Announcement


This agenda is only intended to be a guide and will remain flexible as needs arise.
Description and Objectives

The goals and objectives of this Meaningful Use (MU) and EHR “Work-a-Thon” include:

· Review Stage 1 Meaningful Use Objectives and Measures;
· Review RPMS EHR and its Tabs;

· Incorporate new capabilities of EHR GUI features and capabilities into Meaningful Use training and deployment activities.
· Meeting the needs of our I/T/U customers as well as enabling sites to take full advantage of RPMS EHR capabilities and features to meet MU
· Examine the Stage 1 MU Objectives and Measures as it applies to EHR Functionality
Location
Indian Health Service Office of Information Technology

5300 Homestead Road

Albuquerque, New Mexico
87110

Meeting Room 3-6
	Resource Patient Management System Electronic Health Record
Meaningful Use and  EHR “Work-a-Thon” Agenda


Day One:  Tuesday
8:30 – 11:30 AM

1:00PM – 5:00PM

· Welcome and Introductions

· Overview of Agenda and Process
· Delineate Goals and Expectations

· Using the “Biographies” – please introduce yourself to attendees you have not met.
· Introduction to ThinkTank®
· Meeting Goals, Plans, and Strategies

· Review of Meaningful Use Final Rule EHR Objectives and Measures

· Review of RPMS EHR and its Tabs

Day Two:  Wednesday

8:30 – 11:30 AM

1:00PM – 5:00PM

· Health Outcomes Policy Priority
· Use CPOE for medication orders directly entered by any licensed healthcare professional who can enter orders into the medical record per state, local and professional guidelines

· Implement drug-drug and drug-allergy interaction checks
· Generate and transmit permissible prescriptions electronically (eRx)
· Record demographics (preferred language, gender, race, ethnicity, date of birth)

· Maintain an up-to-date problem list of current and active diagnoses

· Maintain active medication list

· Record and chart vital signs (Height, Weight, Blood Pressure, Calculate and display BMI, Plan and display growth charts)

· Record smoking status for patients 13 years old or older
· Implement one clinical decision support rule relevant to specialty or high clinical priority along with the ability to track compliance that rule
· Report clinical quality measures to CMS or state

· Engage Patients and Families in Their Health Care

· Provide patients with an electronic copy of their health information (including diagnostic test results, problem list, medication lists, medication allergies, discharge summaries)

· Provide patients with an electronic copy of their discharge instructions at the dime of discharge

· Provide clinical summaries for patients for each office visit

· Improve Care Coordination
· Capability to exchange key clinical information (for example, discharge summary, procedures, problem list, medication list, medication allergies, diagnostic test results), among providers of care and patient authorized entities electronically
· Ensure adequate privacy and security protections for personal health information
· Protect electronic health information created or maintained by the certified EHR technology through the implementation of appropriate technical capabilities

Day Three:  Thursday

8:30 – 11:30 AM

1:00PM – 5:00PM

· Improving quality, safety, efficiency, and reducing health disparities.  

· Implement drug-allergy checks

· Record advance directives for patients 65 years old or older
· Incorporate clinical lab-test results into certified EHR technology as structured data
· Generate list of patients by specific conditions to use for quality improvement, reduction of disparities, research, or outreach

· Send reminders to patients per patient preference for preventive/follow up care.

· Engage patients and families in their health care

· Provide patients with timely electronic access to their health information (including lab results, problem list, medication lists, medication allergies) within four business days of information four business days of the information being available to the EP)
· Use certified EHR technology to identify patient-specific education resources and provide those resources to the patient if appropriate

· Improve care coordination

· The EP, eligible hospital or CAH who receives a patient from another setting of care or provider of care or believes an encounter is relevant should perform medication reconciliation
· The EP, eligible hospital or CAH who transitions their patient to another provider of care should provide summary of car record for each transition of care or referral.
· Improve population and public health

· Capability to submit electronic data to immunization registries or Immunization Information Systems and actual submission in accordance with applicable law and practice

· Capability to submit electronic syndromic surveillance data to public health agencies and actual submission in accordance with applicable law and practice

· Capability to submit electronic data on reportable (as required by state or local law) lab results to public health agencies and actual submission in accordance with applicable law and practice

· Identification and Development of Additional Documentation

· Identification of Additional Tasks and Workgroups

· General Discussion

· Recap/Review of Action Items

· Adjourn

Eligible Professional (EP) and Eligible Hospitals and Critical Access Hospitals (CAHs)

Objectives and Associated Measures
Sorted by Core and Menu Set (CMS Final Rule, Table 2, pages 221-226)

Core Measures
For Stage 1, eligible professionals (i.e. providers), hospitals and critical access hospitals (CAHs) must report on ALL measures shown in the Core Set below, except where otherwise noted.
NOTES:  Highlighted in yellow are changes from the CMS January 13, 2010 proposed rule.
CMS deleted the following requirements and they are not included in the core or menu set of measures:

· Insurance eligibility checked electronically for at least 80% of all unique patients seen by the EP or admitted to an eligible hospital.

· At least 80% of all claims filed electronically by the EP or the eligible hospital.

	CORE SET

	Health Outcomes Policy Priority
	Stage  1 Objectives
	Stage 1 Measures

	
	Eligible Professionals
	Eligible Hospitals and CAHs
	

	Improving

quality, safety,

efficiency, and

reducing health

disparities
	Use CPOE for medication orders directly entered by any licensed healthcare professional who can enter orders into the medical record per state, local and professional guidelines


	More than 30% (changed from 80% for providers and 10% for hospitals) of unique patients with at least one medication in their medication list seen by the EP or admitted to the eligible hospital’s or CAH’s inpatient or emergency department (POS 21 or 23) have at least one medication order entered using CPOE

	
	Implement drug-drug and drug-allergy interaction checks
	The EP/eligible hospital/CAH has enabled

this functionality for the entire EHR  reporting period

	
	Generate and transmit

permissible prescriptions

electronically (eRx)


	N/A
	More than 40% (changed from 80%) of all permissible  prescriptions written by the EP are transmitted electronically using certified EHR technology

	
	Record demographics

o preferred language 

o gender 

o race 

o ethnicity 

o date of birth 


	Record demographics

o preferred language 

o gender

o race

o ethnicity

o date of birth

o date and preliminary cause

of death in the event of

mortality in the eligible hospital or CAH
	More than 50% (changed from 80%) of all unique patients seen by the EP or admitted to the eligible hospital’s or CAH’s inpatient or emergency department (POS 21 or 23) have demographics recorded as structured data

	
	Maintain an up-to-date problem list of current and active diagnoses


	More than 80% (changed from 80%) of all unique patients seen by the EP or admitted to the eligible hospital’s or CAH’s inpatient or emergency department (POS 21 or 23) have at least one entry or an indication that no problems are known for the patient recorded as structured data


	CORE SET (cont’d)

	Health Outcomes Policy Priority
	Stage 1 Objectives
	Stage 1 Measures

	
	Eligible Professionals
	Eligible Hospitals and CAHs
	

	Improving

quality, safety,

efficiency, and

reducing health

disparities (cont’d)
	Maintain active medication list
	More than 80% (changed from 80%) of all unique patients seen by the EP or admitted to the eligible hospital’s or CAH’s inpatient or emergency department (POS 21 or 23)have at least one entry (or an indication that the patient is not currently prescribed any medication) recorded as structured data

	
	Maintain active medication allergy list
	More than 80% (changed from 80%) of all unique patients seen by the EP or admitted to the eligible hospital’s or CAH’s inpatient or emergency department (POS 21 or 23) have at least one entry (or an indication that the patient has no known medication allergies) recorded as structured data

	
	Record and chart changes in vital signs:

o Height

o Weight

o Blood pressure

o Calculate and display BMI

o Plot and display growth charts for children 2-20 years, including BMI
	For more than 50% (changed from 80%) of all unique patients age 2 and over seen by the EP or admitted to eligible hospital’s or CAH’s inpatient or emergency department (POS 21 or 23), height, weight and blood pressure are recorded as structured data (removed requirements to 1) record BMI and 2) plot growth charts for children age 2-20)

	
	Record smoking status for patients 13 years old or older


	More than 50% (changed from 80%) of all unique patients 13 years old or older seen by the EP or admitted to the eligible hospital’s or CAH’s inpatient or emergency department (POS 21 or 23) have smoking status recorded data

NOTE:  Certification criteria require the smoking status types shown below to be used.  This may require changes to some of the RPMS tobacco health factors.

· Current every day smoker

· Current some day smoker

· Former smoker

· Never smoker

· Smoker, current status unknown

· Unknown if ever smoked

	
	Implement one clinical decision support rule relevant to specialty or high clinical priority along with the ability to track compliance that rule
	Implement one clinical decision support rule related to a high priority hospital  condition along with the ability to track compliance with that rule
	Implement one clinical decision support rule (changed from requiring five clinical decision support rules and removed requirement for the rule to be relevant to the clinical quality measures)

	
	Report ambulatory clinical

quality measures to CMS or

the States
	Report hospital clinical quality

measures to CMS or the States
	For 2011, provide aggregate numerator,

denominator, and exclusions through

attestation as discussed in section II(A)(3) of this final rule (number and types of measures changed; see Stage 1 Meaningful Use Requirements, Clinical Quality Measures section)

	
	
	
	For 2012, electronically submit the clinical quality measures as discussed in section II(A)(3) of this final rule (same changes as above)


	CORE SET (cont’d)

	Health Outcomes Policy Priority
	Stage 1 Objectives
	Stage 1 Measures

	
	Eligible Professionals
	 Eligible Hospitals/CAHs
	

	Engage patients

and families in

their health care (cont’d)
	Provide patients with an

electronic copy of their health information  (including diagnostic test results, problem list,  medication lists, 

medication allergies), upon

request
	Provide patients with an

electronic copy of their health

information (including

diagnostic test results, problem

list, medication lists, medication allergies, discharge summary, procedures), upon request
	More than 50% (changed from 80%) of all patients of the EP or the inpatient or emergency departments of the eligible hospital or CAH (POS 21 or 23) who request an electronic copy of their health information are provided it within 3 business days (changed from 48 hours)

	
	N/A
	Provide patients with an

electronic copy of their

discharge instructions at time of discharge, upon request


	More than 50% (changed from 80%) of all patients who are discharged from an eligible hospital or CAH’s inpatient department or emergency department (POS 21 or 23) and who request an electronic copy of their discharge instructions are provided it

	
	Provide clinical summaries for patients for each office visit
	N/A
	Clinical summaries provided to patients for

more than 50% (changed from 80%) of all office visits within 3 business days

	Improve care coordination


	Capability to exchange key

clinical information (for

example, problem list,

medication list, medication

allergies, diagnostic test

results), among providers of

care and patient authorized

entities electronically


	Capability to exchange key

clinical information (for

example, discharge summary,

procedures, problem list,

medication list, medication

allergies, diagnostic test

results), among providers of

care and patient authorized

entities electronically
	Performed at least one test of certified EHR

technology's capacity to electronically exchange key clinical information

	Ensure adequate

privacy and

security

protections for

personal health

information
	Protect electronic health information created or maintained by the certified EHR technology through the implementation of appropriate technical capabilities


	Conduct or review a security risk analysis per 45 CFR 164.308 (a)(1) and implement security updates as necessary and correct identified security deficiencies as part of its

risk management process


Menu Set Measures
Eligible professionals and hospitals/CAHs must each report on ALL BUT 5 measures shown in the Menu Set below.  There is one limitation for the menu set:  All EPs and hospitals must choose at least one of the population and public health measures to demonstrate as part of the menu set. This is the only limitation placed on which five objectives can be deferred from the menu set.
Please note the following statement from page 36.  This is a good illustration of how it will be more difficult to demonstrate meaningful use in Stage 2 (2013-2014) and Stage 3 (2015+).

“In our next rulemaking, we currently intend to propose that every objective in the menu set for Stage 1 (as described [below]) be included in Stage 2 as part of the core set.”
	MENU SET

	Health Outcomes Policy Priority
	Stage 1 Objectives
	Stage 1 Measures

	
	Eligible Professionals
	Eligible Hospitals/CAHs
	

	Improving quality,

safety, efficiency,

and reducing

health disparities
	Implement drug-formulary checks


	The EP/eligible hospital/CAH has enabled this functionality and has access to at least one internal or external drug formulary for the entire EHR reporting period

	
	N/A
	Record advance directives

for patients 65 years old or

older


	More than 50% of all unique patients 65 years old or older admitted to the eligible hospital’s or CAH’s inpatient department (POS 21) have an indication of an advance directive status recorded (new measure)

	
	Incorporate clinical lab-test results into certified EHR technology as structured data
	More than 40% (changed from 50%) of all clinical lab tests results ordered by the EP or by an authorized provider of the eligible hospital or CAH for patients admitted to its inpatient or emergency department (POS 21 or 23) during the EHR reporting period whose results are either in a positive/negative or numerical format are incorporated in certified EHR technology as structured data

	
	Generate lists of patients by specific conditions to use for quality improvement, reduction of disparities, research

or outreach
	Generate at least one report listing patients of the EP, eligible hospital or CAH with a specific condition

	
	Send reminders to patients  per patient preference for

preventive/ follow up care


	N/A
	More than 20% (changed from 50%) of all unique patients 65 years or older (changed from 50 and over) or 5 years old or younger  (added this age range) were sent an appropriate reminder during the EHR reporting period (also removed requirement for patient to be seen during the EHR reporting period AND the  language referring to hospital since this is an EP measure only)

	Engage patients

and families in

their health care


	Provide patients with timely electronic access to their health information (including lab results, problem list, medication lists, medication allergies)

within four business days of the information being available to the EP
	N/A
	More than 10% (changed from 10%) of all unique patients seen by the EP are provided timely (available to the patient within four business days [changed from 96 hours] of being updated in the certified EHR technology) electronic access to their health information subject to the EP’s discretion to withhold certain information

	
	Use certified EHR technology to identify patient-specific education resources and provide those resources to the patient  if appropriate
	More than 10% of all unique patients seen by the EP or admitted to the eligible hospital’s or CAH’s inpatient or emergency department

(POS 21 or 23) are provided patient-specific education resources (new measure)

	Improve care coordination
	The EP, eligible hospital or CAH who receives a patient from another setting of care or provider of care or believes an encounter is relevant should perform medication reconciliation


	The EP, eligible hospital or CAH performs medication reconciliation for more than 50% (changed from 80%) of transitions of care in which the patient is transitioned into the care of the EP or admitted to the eligible hospital’s or CAH’s inpatient or emergency department (POS 21 or 23) (removed “relevant encounters” as a requirement for which a medication reconciliation must be performed)


	MENU SET

	Health Outcomes Policy Priority
	Stage 1 Objectives
	Stage 1 Measures

	
	Eligible Professionals
	Eligible Hospitals/CAHs
	

	Improve care coordination (cont’d)
	The EP, eligible hospital or CAH who transitions their patient to another setting of care or provider of care or refers their patient to another provider of care should provide summary of care record for each transition of care or referral
	The EP, eligible hospital or CAH who transitions or refers their patient to another setting of care or provider of care provides a

summary of care record for more than 50% (changed from 80%) of transitions of care and referrals

	Improve population and public health
	Capability to submit electronic data to immunization registries or Immunization Information Systems and actual submission in accordance with applicable law and practice


	Performed at least one test of certified EHR technology's capacity to submit electronic data to immunization registries and follow up submission if the test is successful (unless none of the immunization registries to which

the EP, eligible hospital or CAH submits such information have the capacity to receive the information electronically)

	
	N/A
	Capability to submit electronic data on reportable (as required by state or local law) lab results to public health agencies and actual submission in accordance with applicable law and practice


	Performed at least one test of certified EHR technology’s capacity to provide electronic

submission of reportable lab results to public health agencies and follow-up submission if the test is successful (unless none of the

public health agencies to which eligible hospital or CAH submits such information have the capacity to receive the information

electronically)

	
	Capability to submit electronic syndromic surveillance data to public health agencies and actual submission in  accordance with applicable law and practice


	Performed at least one test of certified EHR technology's capacity to provide electronic syndromic surveillance data to public health

agencies and follow-up submission if the test is successful (unless none of the public health agencies to which an EP, eligible hospital or CAH submits such information

have the capacity to receive the information electronically)


Biographical Sketch

CAPT (ret) David R. Taylor, MHS, RPh, PA-C, RN, NCPS

David Taylor is a retired Commissioned Officer of the United States Public Health Service and is a certified physician assistant, registered pharmacist, and registered nurse.  Captain Taylor holds more than 34 years of public health, clinical, and clinico-administrative experience in the Indian Health Service (IHS).  During his commission, he served as a pharmacist, physician assistant, quality manger, risk manager, and compliance officer for the Pine Ridge, South Dakota and Cherokee, North Carolina Indian Hospitals.  He has also served as an HIV/AIDS/STD consultant, performance improvement consultant, pharmacy consultant, and diabetes clinical consultant for the Nashville Area Indian Health Service.   At this time, he is the EHR Training and Deployment manager for the Indian Health Service Office of Information Technology and is been charged with both training and deployment of the Electronic Health Record throughout the entire Indian Health Care system.  Captain (ret) Taylor has been awarded the PHS Meritorious Service Medal (MSM) in recognition for his accomplishments in the EHR arena.
LCDR Mollie Ayala, MHI

LCDR Mollie Ayala is a Commissioned Officer with the United States Public Health Service and has been with the Indian Health service and the Phoenix Area since 2002. She is a recent graduate of Arizona State University where she graduated Summa Cum Laude with a Masters degree in Healthcare Innovation. In addition, she has served in a variety of positions ranging from IT Specialist where she implemented an area Help Desk system that is still currently providing a centralized level of support for all Phoenix area facilities. She then moved on to become a Revenue Application Coordinator for the Phoenix Area – Management Services Organization.  In this position she was responsible for providing specialized 3rd Party and Accounts Receivable application support for 12 clinics and hospitals (including several tribal and urban facilities).  Her current role will be to serve a Project Officer/CAC for the ARRA EHR “Meaningful Use” training and deployment program.  

Chris Saddler, RN

EHR Technical Support to Alaska

Chris Saddler began working for IHS in 1980 as a Nurse Epidemiologist at the Alaska Native Medical Center.  In 1984, she joined the fledgling IHS RPMS Development Team.  She was responsible for the initial development of the VA’s Laboratory package and instrument interfaces for IHS.  Transferring to OIT National Programs in 2003, her initial assignment was upgrading the Radiology package for EHR.  Other projects included the upgrade to Kernel v 8 and other infrastructure packages, PCC+, Vista Imaging, Women’s Health, and serving as IHS Database Administrator for two years.  She has recently been assigned to support EHR deployment in Alaska.

Celso Chavarri

Celso Chavarri comes from Fort Worth, Texas. Celso attended school at Montclair State University in New Jersey, where he pursued a BS in Computer Science. Celso has 25 years experience in IT, including 19 years in Health Care IT and 15 years as a Project Manager.  Celso has served as a project manager for several health care organizations, including Texas Health Resources (Texas), Kaiser Permanente (California), Stanford Medical Center (California) and UCSF Health (California). Celso was also a project manager for Cerner Corporation and Eclipsys Corporation, where he managed several EHR implementation projects. Most recently, Celso was a Senior Project Manager with the Health Delivery division at Computer Sciences Corporation (CSC). Celso will support EHR Deployment at IHS. In his spare time Celso enjoys traveling, sports (any NY team) and spending time with family and friends.
Jennifer Appel, BSBA
EHR Deployment Project Coordinator / Business Systems Analyst
Data Networks Corporation (Contract)
Jennifer is an EHR Deployment Project Coordinator at OIT located in Albuquerque, NM. Jennifer attended school at Northeastern University, where she pursued a BS in Business Administration and Management Information Systems. Prior to relocating to New Mexico, she worked at John Hancock Financial in Boston, MA in the U.S. Divisional PMO as the Program Coordinator for a company wide data masking initiative. Before the completion of her BSBA, her work experience includes 11 years as the Coordinator and Office Manager for a multi-site Ophthalmic practice in western MA
Yvonne Epps-Giddings, RN C, MSA, MSN

Yvonne Epps-Giddings is an ARRA Nurse Consultant in the OIT office and is located in Rockville, MD.  She has been a nurse for 38 years with experience in medical-surgical, critical care, and ambulatory nursing.  She has been a staff nurse and Chief Nurse in several organizations. She worked for Indian Health Service from 1992-1998.  From 2003-2009, she worked for the Department of Defense (DoD) at both Andrews Air Force Base and Walter Reed Army Medical Center.  While at Andrews, Yvonne was Nurse Consultant of Clinical Information Systems (Inpatient and Outpatient) for two years.  During that time, she was the project officer for the implementation of AHLTA, the DoD electronic health record.  Yvonne’s role will be will be coordinating/facilitating the "EHR for Inpatient End User" training.
Angela Flanagan, BSN, RN, CDE

Angela Flanagan is an ARRA EHR Nurse Consultant in the OIT office and is located in Oklahoma City, OK.  She received an ASN from Seminole State College and a BSN from Chamberlain College of Nursing. Angela is currently working toward a MSN at Chamberlain.  She has been a registered nurse for 10 years with experience in home health and ambulatory care.  She has been a Nurse Case Manager, Diabetes Program Director, and a Certified Diabetes Educator for Federal, state and public organizations. She worked for Indian Health Service in 2007 -2008 and a Tribal Organization from 2003 – 2005.   Angela’s role will be coordinating/facilitating the "EHR End User" training.
CDR Theresa Tsosie-Robledo, MS, RNBC

CDR Theresa Tsosie-Robledo has been a registered nurse with IHS for 27 years, 7 as a civil servant and the past 20 years as a commissioned officer.  CDR Tsosie-Robledo received her ADN from Brigham Young University, BSN from Arizona State University and MS from the University of Minnesota.  She has worked in the Navajo, Phoenix and Albuquerque Areas of IHS. CDR Tsosie-Robledo’s primary background is public health nursing/health promotion and is board certified in Public Health Nursing.  Most recently her assignment was the Emergency Room, Urgent Care Nursing Supervisor at the Acoma Canoncito Hospital. Past assignments have included AAIHS Immunization Coordinator and Albuquerque Urban PHN which was funded by a grant that she submitted a proposal for.  CDR Tsosie-Robledo looks forward to her new assignment with the OIT and being instrumental in making the use of EHR more meaningful. 
Blaine Bachman 

Blaine Bachman has 26 years’ experience in Information Technology, over half of which included Technical Communications as a major part of his workload. He holds a Bachelor of Science degree in Business-Information Systems (Programming) from San Diego State University and a dual-concentration Masters in Computer Resource Management and Procurement & Acquisition from Webster University. Blaine has authored, edited, and published a variety of online and printed documentation products in such diverse industry settings as DoD and NASA aerospace, BIA real property management, DoD battlefield simulation, judicial automation systems (tribal, state, and municipal), and natural gas distribution. His other specialty is Software Quality Assurance; Blaine is currently listed by the American Society for Quality as a Certified Software Quality Engineer.
. Battelle Contractor (ThinkTank® Facilitator)
Mary Spaulding


I provide support to IHS in requirements management, testing (internal and beta), and administration of Serena RM and TeamTrack. As requirements manager, duties included requirements gathering, requirements analysis, and management of business and functional requirements. Facilitated requirements gathering activities and documented requirements for various IHS projects (WH, iCare, ILI Surveillance). Provide support of workgroup meetings with the use software tools such as ThinkTank.
OIT “Meaningful Use Team (MUT)”
Dr. Aneel Advani 

Dr. Aneel Advani is a physician and a federal leader in applying health IT to improve the health of communities and populations and advance public health and population medicine.  Dr. Advani is currently with the Indian Health Service, as the Associate Director for Informatics, Office of Information Technology where he oversees informatics efforts for the agency including the population and community health IT portfolio.  Dr. Advani has had numerous leadership, advisory, and committee roles at the federal level at the CDC and HHS, the VA, and DOD, and as a consultant to state public health departments, including, most recently, in the health IT stimulus efforts, the H1N1 influenza pandemic response, national health information network development, and the federal health IT research portfolio.  

Babette Garcia
Meaningful Use Project/Business Systems Analyst
Babette Garcia is a business systems analyst contracting with I H S Office of Information Technology supporting the Meaningful Use Project. She has 20 years experience as a medical practice manager, business manager, and business office manager. She worked for both the Pueblo of Isleta Health Center and the Pueblo of Sandia Health Center. She brings 5 years of hands on experience working with RPMS.
Gail Cox
Gail Cox is a business analyst working on EHR certification. Certifying the EHR is the first step toward meaningful use. Prior to her service with Indian Health Service, she worked in healthcare information technology over 20 years in roles doing quality auditing, software testing, managing software distribution, and in customer support. Prior to that, she worked as a computer operator in the main data center for a large hospital and in state government. Gail is a certified software quality engineer and certified quality auditor through the American Society for Quality.

Stephanie Klepacki 

Stephanie Klepacki is an Information Technology Specialist for the Indian Health Service (IHS).  Ms. Klepacki is currently the lead for the IHS Meaningful Use project to ensure the RPMS EHR obtains certification and is capable of supporting its meaningful use.  Ms. Klepacki is also the lead for the IHS Clinical Reporting System (CRS).  CRS is a tool used to electronically report over 300 performance measures in 65 clinical topics across the organization. 
Mary Beth (“MB”) Leaf, PMP ITIL

Meaningful Use Project Manager (Contract)

Ms. Mary Beth ("MB") Leaf is a certified project management professional with over 18 years' experience in managing diverse technical information management and environmental programs and projects for Federal Government and private sector organizations. Her primary areas of responsibility include assisting the MU Federal Lead in identifying, organizing, tracking and successfully completing all activities related to fully demonstrating IHS' achievement of Meaningful Use of a certified EHR. Additionally, Ms. Leaf oversees the work of the Business Analysts supporting RPMS EHR Certification. Ms. Mary Beth ("MB") Leaf is a certified project management professional with over 18 years' experience in managing diverse technical information management and environmental programs and projects for Federal Government and private sector organizations. Her primary areas of responsibility include assisting the MU Federal Lead in identifying, organizing, tracking and successfully completing all activities related to fully demonstrating IHS' achievement of Meaningful Use of a certified EHR. Additionally, Ms. Leaf oversees the work of the Business Analysts supporting RPMS EHR Certification.

Tiffany Stack

Tiffany is a BSA and a member of the Meaningful Use Core Team for Indian Health Service in Albuquerque, NM. Tiffany has been with the Team since April. Her primary responsibilities to date include assisting in the analysis of the EHR incentive program and the development and presentation of training materials to support the program. Prior to relocating to New Mexico, Tiffany lived in the Northeast for 14 years where she worked on the account management side of the advertising industry. She holds a Bachelor of Arts degree from Texas A&M University.

Cathy Whaley

Certification Project Lead

DNC (Contractor)

Cathy has over 20 years of diversified experience specializing in custom Project Development, Project Engineering, Business Analysis, Project Management, Training and Quality Assurance. She has worked in both healthcare and government environments. She has solid requirements gathering and analysis experience, with experience working with data, providing analysis, mapping, and reporting on several projects with regards to systems conversions and application development. She has been fully exposed to the Software Development Life Cycle (SDLC). She can utilize strong multi-tasking and organizational skills to effectively balance competing priorities while meeting aggressive deadlines. Cathy Whaley is the Project Lead responsible for certification of the RPMS application for IHS. Her primary role is to ensure all requirements are met and if not, makes sure the development is done in a timely manner to allow for testing to verify requirements before certification takes place.
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