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	>> Good afternoon again I'm not sure if anybody new walked in but I'm Christi Bailey I'll be your moderator this afternoon so if you need anything I'll be in the back so please let me know I'll come around again with the orange evaluation sheets so you can fill those out if you have a cell phone please be sure it's muted and if you have to take a call, please go outside.  Are we ready to begin.  All right we have with us this afternoon our topic here is "Reducing Lost to Follow-Up:  It Takes a Village Establishing Otoacoustic Emissions Screening in 10 Pediatric Offices." 
	Stacy Jordan and Linda Hazard.  
	>> STACY JORDAN:  I don't really have anywhere to clip this so I'm going to hold it so I don't drop it again.  Can everyone hear me okay?  Okay.  Sure.  You know what?  I can stay right here can everyone hear me okay?  
	Can everyone hear me okay now?  Okay  So I'm Stacy Jordan.  I'm from the vermont EHDI Program and this is a nice segue from William and Jeff because I'll continue to talk about other partnerships in reducing lost to follow-up so I'm just curious who in the audience works for an EHDI Program?  Okay, great and do we have any audiologists out there?  Okay.  Wonderful.  
	So we all work really hard, audiologists, EHDI programs, to meet our 1-3-6 and we do everything we can but we're still finding that we're losing families and babies along the way.  So we can't do this by -- as a team of 2, 4, 7 and an EHDI Program sitting in our offices so we have a lot of partnerships that help us succeed in our 1-3-6 so I'm talking today about this screening process all before diagnostic evaluations.  
	So this is our village and here I am turning my head.  So as you can see we have our Early Head Start program up there.  We were just talking with William and Jeff about that opportunity.  
	We have midwives.  We work collaboratively with our midwives in our state.  All of our birth hospitals our EHDI Team our providers our audiologists and then always the family in between are always involved.  So we have done many, many, many things in our program to try to reduce our lost to follow-up.  And I think most EHDI programs are pretty persistent tenacious bunch and we try really, really hard to do everything we can to find every single family and every single baby  
	So we have done many, many things in Vermont.  We do quality assurance reports on monthly, weekly, couple times a year by audiology facility, by the hospital, by primary care offices.  Any way we can try to find any child who potentially is still open and we haven't closed the loop on.  
	I make lots of phone calls.  Lots and lots of phone calls.  So part of my job is that I case manage every baby born in Vermont and we have the lowest birth rate so it's much smaller than many of you have to deal with numbers-wise and any baby who doesn't get a hearing screening at discharge or doesn't pass, I'm immediately starting to work on that referral and trying to contact the family to give them their next steps of where they can get screened and also making sure that primary care is aware of what our recommendations are and what -- where the baby's status is.  
	If our phone calls don't work, we send letters.  And if our letters don't work, we make more phone calls.  And we even our staff we are very fortunate we have many audiologists we'll cover staffing gaps at our hospitals and going into primary care offices we feel like we do pretty much everything but we don't go to the home to get a hearing screening and close the loop for families.  
	So we do all of these things and sometimes we do them again and again and again.  And no matter how hard we work sometimes finding a child and a family is like finding a needle in a haystack no matter what we do but again we keep going we keep trying we keep pulling this data and I think I can speak for more than myself that some days this is how I feel at the end of the day and yet we still come back and we keep on trying.  So a while ago we were -- many years ago we were talking about what other partnerships can we do?  And providers were already our partners in supporting the families but we started thinking about that they possibly have an even more integral role when we were doing case management calls a lot of providers would say gosh I wish we could just do it here in the office it's hard enough for us to get them to come to their physicals and we are chasing them already and we are sending letters and calling and you are sending letters and calling it would be nice for families to be able to have it here it's one less appointment so we said okay well let's sit down and start brainstorming then.  So we started talking about maybe they are the next partner that we need to start thinking about.  They are there at birth right from the beginning in the hospital.  Then there's lots of frequent appointments in those first couple days, weeks, months of life.  So they are getting access to the family that we don't have  And then they are providing their ongoing care throughout the years and throughout early childhood and beyond  
	So we sat down as a team and wrote a project and integrated it into our HRSA grant to start working with primary cares and doing a pilot of well what if we were to get OAE units similar to some of our birth hospitals into these primary care offices, train them on how to use it.  Train them on protocols making sure they report the results back to us and would this be a great next partner to close some of our lost to follow-up.  
	So a lot of people ask us, well how did you pick your practices so luckily we have a great database we have built and we have been using for many years so we went to our database and we started pulling data on our all of primary care practices and trying to find what practices were most of our kids that were lost to follow-up, where are they?  Where are they in the state?  And then we are like well you know we're audiologists we want to get more bang for our buck so we say where are all of the high-risk babies are there certain practices in areas that have by coincidence or area or where they choose to live have a higher number of high-risk babies that we would like to see monitored on an annual basis through the years then we wanted to make sure we spread this out across the whole state of Vermont so we weren't just covering one pocket in the state to help fill gaps of service with our practices.  
	So kind of our pilot design was to find these practices and then to start contacting them to see if they were even interested in participating.  We always start off with a phone meeting and start talking through what the process would be.  We would talk about an MOA which was referred to earlier a Memorandum of Agreement with us for at least a year that would talk about what we provide as an EHDI coordinator providing equipment, training and ongoing technical assistance and what we were asking from them in return which was to screen newborns was the most important part that either didn't get a screening or needed a second one as well as our big, big dream is to also ask them to provide annual periodic hearing screenings for the high-risk population which we send them reports on who those children are, birth to five.  
	So then we had to talk about before we even meet in person if they need to talk about their provider buy-in that they think it's important to it supports whatever staff member that's chosen to do this.  In some practices it's one person and in others it's the entire nursing staff that does it.  
	And what their timeline of thinking that they can get this started.  
	So William and Jeff will talk about this in their trainings, too, that it's hard to go and present all of this information and not have them ready to go start screening babies and then have this gap of time and then they go to screen babies and then guess what they are calling you and saying can you come back because we don't remember what you said.  
	So we really need to establish some of those things before we take the time to go and meet with them and bringing the equipment and doing the training.  Yes?  
	>> (Away from microphone).  
	>> STACY JORDAN:  So the question was after they sign the Memorandum of Agreement do they just see their patients inside or outside their practice so this is just for their population patient.  We have had some providers say that after they get established and if reimbursement gets better they would be open to providing screenings for others that don't have equipment but we haven't had that start yet.  
	>> (Away from microphone).
	>> STACY JORDAN:  Yes  
	>> (Away from microphone).  
	>> STACY JORDAN:  There's no interpretation.  It's a screening.  But there's a specific OAE screening code that takes that -- there's two different codes so there's a specific code that's supposed to be used when it's a screening and it gives you the answer and there's not interpretation.  They are allowed to bill for those services.  We've seen that we have seen it happen in other states but we've seen it for headphone screening and vision screening where insurance is paying for it, then they are then they are not so we have seen that fluctuation with us giving the support the first year it took the reimbursement piece out of it as far as the cost of the supplies the calibration of the equipment ongoing that reimbursement will become more and more important for their time and their supplies to keep the programs going.  
	Any other questions at this point?  
	And so as with the Early Head Starts, which is another part that I participated in our state it's just ongoing, ongoing technical assistance the equipment is not working they call me I talk them through the process.  We have new staff.  One of our staff feels like everybody is referring so it's time to come in and do more lunch and learn or see patients with them and give them that support.  
	So I just want to talk about the challenges, good, bad, and the challenges and the successes of working with community partners and in this case it's our pediatric offices so in my eyes the No 1 success is that those practices are up to date and educated about EHDI and who we are and what we are trying to do and why it's important and they are the ones who are helping really get through the 1-3-6 a lot quicker than they were beforehand or other practices who don't have equipment and aren't one of our pilots  
	We have ten sites across the state of Vermont.  So the little stars show how we have spread it out to try to have a practice in all of the different areas of Vermont.  And we are small.  But between those stars, it's lots of mountains and everything and it takes a long time to get to an audiologist that may not be in that community or another site that would have screening services.  27 we are reducing our lost to follow-up so similar to Early Head Start these primary care practices are getting the initial screen for the baby who went home before 24 hours or was discharged without a screen or providing the second screen.  Which is reducing the load on our very limited pediatric audiology offices when they end up passing and not needing to go to an audiologist for a second screening or our birth hospitals.  Our birth hospitals do provide that, as well we are screening the high risk kiddoes so we're having more and more babies and infants being screened at six months or a year depending on the risk factor we send out those recommendations and they are getting that every year so we're not waiting until a concern arises or until that four-year physical for the headphone test that they are traditionally providing and they are we are also helping them with partnerships with other providers  The Early Head Start.  So we've got partnership with the local Early Head Start and now our local PCP pilots and they are talking to each other already about the kids they have in common and now it's oh you just did a hearing screening so we'll mark that for Early Head Start or Early Head Start just did it, it's one less thing I have to do  
	So those partnerships are great, as well as our homebirth midwives and families who may birth at home but then go to a primary care office for ongoing care.  
	>> (Away from microphone).
	>> STACY JORDAN:  No it's great.  
	No, they do.  It's already happening because it's the care coordination between the primary care and the Early Head Start around all of the things around that child, family, nutrition, all the things that Early Head Start already does so they sit down and talk about the patients that they have in common and all of the different things and supports that that child or the family might need so some of that was already naturally happening it was producing to them because the PCPs have access to the registry and are now able to enter their results is go to the registry to see if Early Head Start provided it or go to the registry to see if they just had a physical and it's already been done so some of that was already happening and some of this was just giving them another partnership.  
	>> (Away from microphone).  
	>> STACY JORDAN:  I will repeat the question.  So she was asking about the protocols in the office and if they are tracking and how many are referring so it's a little bit similar to the ECHO protocol but the fact is after that first screen if they don't pass you have your medical provider to do otoscopy we have very few pediatric offices that are pilots there might be others out there that have tympanometry in the office so if the doctor looks in there and doesn't think there's a medical concern and does otoscopy so we have two different categories here you have the babies and then the high risk monitoring for the babies if they have already not passed in the hospital and they don't pass in the primary care I'm following so closely I call and say they need to now go to an audiologist it's time because we want to keep that timeline moving.  On the older kiddoes if middle ear is present there will be a couple of weeks in between and they will screen again and refer to audiology if they continue to not pass.
	>> (Away from microphone).  
	>> STACY JORDAN:  He said we had -- I thought he said --
	>> So we have -- there are a variety of reasons that child health providers would want to screen a kid's hearing.  Their parental concern about not hearing, you know, the regular risk factors.  And then in our state upon referral to early intervention for autism they would need a hearing screen.  Upon referral to early intervention or speech or language delay, they would need a hearing screen first.  So I'm wondering if your pediatricians use these -- this equipment for those kinds of situations, also.
	>> STACY JORDAN:  I mean I can't attest to everyone that they are screening -- oh, I'm sorry.  I apologize.  So I cannot attest to that.  But normally they would be referral to audiology and they have that tool in their toolbox.  So I would imagine that most of them are using the OAEs.  And/or if they don't have time, they are just referring them to audiology because there is a true present concern such as the ones you mentioned.  
	We'll get our steps in today.  Here we go  
	>> I was just curious, for the kids in your state that are lost to follow-up from the newborn screening that didn't pass the ABR screening and they come and have a screening at the pediatrician office as part of that is there a conversation about the missing piece that they refer on the ABR?  
	>> STACY JORDAN:  I'm glad you asked that.  So we have a different referral protocol for any child, whether it's a well baby or a NICU baby if they were screened by ABR at birth and didn't pass, we do not have the pediatrician's office screen them by OAE.  They get referred right back to their birth hospital for outpatient or to an audiology office that has ABR screening equipment or we'll do sleep deprived ABR so that's a great question and I'm sorry I didn't mention that.  Is there another question before I -- I have to talk about challenges because it's not all roses as I'm sure you all can imagine.  There's always challenges in working in partnerships.  
	So the hard part is transitions of staff.  Do you have a question?  Okay.  Hold on.  Here I come.  Hold on one second.  You've got to wait.  We don't have someone here -- the microphone . . 
	>> That was a good question.  
	The hospitals in Vermont.  They basically use ABRs?  They don't?  Okay.  Because I was just wondering.  
	>> STACY JORDAN:  So we have a combination we have birth hospitals that use just OAE.  We have hospitals that use just AABR and we have hospitals that use a combination with their OAE refer and moving on to AABR  So we have it all.  
	>> So this might be just to reiterate what you said about high-risk kids because you said you were focusing and targeting pediatricians that have more high-risk kids.  So are those kids that might have been in a Level 3 NICU and of those kids, are they being trained, you know, according to the JCIH to not screen those kids with OAEs but to send those kids with the highest risk that have been in the NICU for more than five days straight to the audiologist for monitoring and all of that?  
	>> STACY JORDAN:  So we have one NICU.  Only one in the state of Vermont.  
	>> As Stacy just said we have one NICU so any baby who is in the NICU, the recommendation is they have an AABR.  And then if they have passed the AABR then we will follow them at the annual visits at age 2 and 3 -- 1, 2 and 3 with an OAE screening unless there's concerns.  And then we will refer them on for diagnostic audiology  
	>> STACY JORDAN:  All right we've got ten minutes I'll get a couple of challenges in and then I'll answer as many questions as we can get in.  
	So obviously it's just getting the interest and the practices and then finding the right -- one contact person that you're going to work with no matter what, even if that person doesn't even screen but they are your one point of contact for information, for sharing.  It's a lot easier.  As well as staff turnover so I'm going back I won't say often but it's very similar like with Head Start, too, is just refreshers, staffing transitions, people leaving and coming back.  
	The reimbursement issue which we talked about before.  Lack of audiology services in their direct community so they are doing all of this great screening when it says okay now you have to go to audiologists and drive two hours to get there.  So it's tricky.  But it's nice that at least we're having more hearing monitoring going on to know when it is then appropriate to say it's really important and you need to make this trip to the audiologist  And then documentation.  
	So different practices are documenting, some are flagging their Electronic Health Records that says every child -- this child needs to be screened every year.  And send the results to the EHDI Program.  So getting those results back so that we can help then support them through next steps if necessary and also to close any loops.  
	And then just timeliness so getting through the protocols.  Giving us all the screening results, not just the final.  
	So there's times I get it.  And it says third try or something I'm like well what happened the other two times.  Like you tried and nothing happened or they didn't pass three times.  Because we should have known about those other two so we could have moved this process along and making sure they are referring to audiology in a timely way.  So we did do a satisfaction survey with just one we are doing PDSA cycles small tests of change I'm sure many of you in this audience have heard of that the feedback has been positive we ask them about how often we contact them the support we provide if they feel like this has been an added value to their practice and to their families and the one piece of information I got is that this practice wants more information from me on what kids are still open that are in the process that I'm -- that we're concerned about still and I went to Connecticut's talk this morning and they are doing monthly reports so I'll be talking to my boss about that I get back -- when I get back and follow-up on a more regular basis and not letting so much time going by this is my mantra in EHDI, never, never, never give up.  Because we're going back now and pulling babies that are -- well now toddlers from 2013 and we're going to get them and we're not giving up so we might have had to put our energy and time because we are a small program into the current verse but when time allows we're doing these small tests of change in PDSA cycles and going back and continuing to pursue these families and practices to try to capture those kids so thank you.  
	>> So the question about reimburse, about two years -- reimbursement about two years ago the codes were changed for OAE screening and when they changed them, they did approve a screening OAE but they gave it a $0 reimbursement so my understanding is that in October of 2015 that will be reviewed and hopefully we will be able to get a reimbursement amount that will make it more palatable to physicians and midwives so they can get reimbursed for those services.  
	>> (Away from microphone).
	>> STACY JORDAN:  Boy I actually don't know the answer to that how many pediatric offices or providers are there in Vermont?  Hundreds, lots of them.  So we had enough funding to purchase and cover clinical time and travel reimbursement which is far.  Bennington is three hours one direction on one road.  I was asked how many births in Vermont right now we're under 6,000 a year so we are the smallest we joke that we are a pilot project  So if you have some cool stuff you want to do sometimes we might be a good state to do that.  
	Linda wanted me to mention so one of our other -- Linda in her presentation one of our PDSAs we are working at as I mentioned we are going back and we pulled 2013 data again to see who was left that's lost to follow-up and what we're finding is thankfully they are not in the practices that have OAE that are our pilots and we actually found that 75, 80% of them for whatever reason were in this one practice so we started a new PDSA cycle and I pursued the practice to see if it's lost to follow-up which in our heart we knew it wasn't there because we really do everything we possibly -- we know everybody and talk to everybody we possibly can and we did find it wasn't a Loss to Documentation.  These kiddos just haven't had the follow up so now I'm going into routine scheduled appointments and providing screenings in the office so our hope with this is we'll increase awareness and education about how much easier this would have been when they were babies and just having an audiologist there and bringing the equipment in and we do have a few providers that have bought equipment on their own that we have shared protocols and recommendations and asked them to tell us what they bought and what they are doing because it's always important to know what's going on out there and we're hoping in the future that other providers are going to find the value and as the reimbursement gets better to buy the piece of equipment and then we can provide the training and ongoing technical assistance we just don't have any more money to keep buying equipment and supplies for everybody.  
	>> Hi, I was wondering how many of the kids that are being screened after the newborn period which I know you're still trying to track that data but how many of those are passing or failing and I mean there's a lot of conductive transient type of hearing losses how are those being followed up and are there any kids once they pass the ABR that you tell pediatricians these kids you really should not be doing an OAE on in your office because they are too high risk is anyone too high risk to do an OAE in the pediatrician's office like in the toddler years.
	>> STACY JORDAN:  So the second question, I think that goes back to -- and other clinicians can agree with me or step in and tell me I'm off base but I think that as a clinician I always tell if there's a concern go to audiology so if you are concerned about speech if you're concerned about even behaviors listening behaviors, I just really feel that they need a comprehensive -- for me as a clinician, I want to see how that child responds to sound.  I want to see those behavioral reactions and the OAE -- it's one of our test tools in audiology.  It will be done.  
	So I think that that's always been kind of best practice in our pediatric offices if a parent is concerned or the language is off or they are learning delayed or there's anything else going on the best place to have that -- it's not time for a screening it's that we should know what is that child's hearing ability.  
	Your first question on tracking, our database is great but we still have some work to do on what types of reports that we can pull to be able to look at that.  
	Again, being a small state, we know every child who has hearing loss who is getting diagnosed.  It all comes to us.  But I don't have -- unless you have an idea, I don't have an idea of X practice this did -- did this many screens that nice beautiful trajectory that Jeff and Will do with the Early Head Start programs we're not there yet because we're really focused initially on getting the buy-in and seeing the value of capturing the newborns.  So the newborn piece we do have that but the early childhood stuff is yet to come.  So maybe in a couple more EHDI Conferences we'll have that data for you.  
	>> Thank you.  As I move along here.  Sorry; I didn't mean to be so loud in the next enhancements depending on what happens with our CDC grants that's an area we'll be looking at to start to pull more reports but we're right now as Stacy mentioned doing small tests of change but that is in the planning stages for the next funding years.  
	>> STACY JORDAN:  And we're hoping to do it for the Early Head Start programs, as well at least I am hoping that we will do that for the Early Head Start programs, as well.  
	Any other questions?  Thank you all very much for coming  
	(Applause) 
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