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>>:   Hello.  I am Michelle Garcia; I am the Michigan EHDI follow‑up consultant.  I am an audiologist and my role within EHDI is more focused on the database, tracking and surveillance aspect of our program.  Today, I will be talking about elevated pediatric audiology practice.  This presentation is a little bit more focused on the EHDI programs, and what we can do to help evaluate our pediatric audiology centers.  That is just to give you a warning.

The goal is to help identify strengths and best practices in pediatric diagnostic centers or newborn hearing testing.  For the EHDI programs to learn about audiology center technical assistance needs and to determine areas of improvement.  This I want to share where we are and our state.  How is Michigan doing?  Here is our 1‑3‑6 I also shared the data from the CDC for 2021.  We are pretty much on target for screening no later than one month of age and we are close to the 100%.  The diagnostic by three months of age, we are below the national guidance or that, which is why I had to do the diagnostic.  We definitely want to improve our diagnostic testing and Michigan.  Upon diagnosis, receiving early intervention no later than six months of age, we are a little higher than the national rate for that.  That is surprising because typically if babies are not diagnosed by three months of age, it is hard to get them into intervention by six months of old.  Our national average is a little higher at 43%.  

Before getting into diagnostic testing, I want to share a little bit about screening and our state.  Across the US, it can vary, and everyone has different protocols on screening.  Our screens are completed at the birth hospital or by a good wife.  75 birth hospitals use A‑ABR.  One standalone hospital uses OAE.  No matter how hard I try for them to purchase ABR equipment, they did not, and they got equipment just a few years ago.  I will keep working on it.

We have a loaner program or midwives.  the newborn's interstate gets A‑ABR for midwives.  My colleague is doing a presentation on that tomorrow.  For rescreens varies across the state.  I have 35 hospitals who bring the babies back to the birth center to do the repeat hearing screen.  39 for audiology departments, and two random ones.  We have a one hospital that referred to the Part C and one hospital refers to a subspecialty clinic within their hospital.

I do have three ‑‑ Michigan guidelines are for if an ABR is completed as an inpatient, we request it be completed as an outpatient.  That goes against some recommendations.  We only have three outpatient rescreen signs that are designated to use OAE.

Here is Michigan.  We have 76 birthing hospitals.  They are all over Michigan.  When I first started and 2005, we had 101 birth hospitals.  I am sure we are not the only state that is having a reduction and birth hospitals.  Or diagnostic centers, we have 24 diagnostic centers.  After they are failing their outpatient rescreen, and the goal is to get them to the diagnostic center.  As you can see, I don't have a beautiful dot in the upper Peninsula.  We used to have two centers and two testing out there, but the audiology department close and they had nowhere else to go.  Neda Michigan is a difficult place for getting diagnostic testing.  At that EHDI conferences years ago, there was talk about best practice guidelines in getting the diagnostic audiologist to follow the best practice guidelines.  EHDI worked hard to come up with best practice guidelines.  We spent over one year working with audiologists in our state and getting feedback on what people would like to see for testing, what is being done, what is nationally recommended.  

From that, they do not have legislation where my dream would be to say you go there and that is the only place to do testing, we cannot do that as I do not have legislation to say that.  We do have an EHDI list, and I am able to recommend families go to only signs on that list.  I am able to say to a family this site has agreed to follow these practice guidelines and they are experience with infants and they go here rather than the local clinic down the road.

Our best practice guidelines have several different areas they have equipment requirements, we have a diagnostic evaluation battery.  We have minimal staff requirements.  We are really focused on making sure that the signs have experience with peds, and they are used to doing testing and they see and as infants to become experts.  We have it recommendations and procedures following diagnosis and we actually ask our centers when they apply to be on the list to send protocols.  It makes that little extra effort of not just anyone can go anywhere.  We want to make sure they are thinking about the particles that they are doing.

These are the challenges that we have.  We are not meeting that three-month goal.  We have issues and I showed them that method of having diagnostic centers that can take several hours depending on where the family lives.  the appointment type schedule, I was jealous as I was talking to another state and their pediatric audiology centers do diagnostic testing.  They do not have this issue and I would like to get there.  If a baby fails an inpatient and outpatient and they have to drive two hours to get to the diagnostic center, I'm calling the family to explain what that diagnostic test is, where they need to go, why they need to go there and to make sure they have the right appointment type schedule.  The audiology center does rescreens, and I don't want the family to drive two hours to get another rescreen.  I called the family and talk to them about the test, and I called the pediatrician to make sure they have their correct referral, and I e‑mailed the diagnostic site and say this baby was outside of your hospital system and they failed an inpatient and outpatient and I need a diagnostic.  With the effort we have families who come in and get a third screen.

Many families are worried about the length of the appointment and their baby sleeping.  Depending on the diagnostic center, the appointment can be two hours.  When the center is over three hours and that is a really long time and parents freak out.  A lot of families know that the test needs to be done no later than three months of age, they are sent to a clinic where they do not do testing.  I will find out at five months old they went to a provider who looked in the air and did not do testing.  When they finally get to the diagnostic center, I have audiologists who are not getting the testing they should be.

When we created our best practice guidelines before we did that, we had an EHDI list of people to go to.  I went and visited all of the centers and most of the centers did infants, they did not have the equipment anymore and the audiologists were not doing testing.  We got the feedback and created best practice guidelines.  It has been over 10 years.  Then guidelines need to be updated.  Let's do diagnostic site visits again.  This time I did not want to talk to the center, I wanted to have a conversation of what is happening for testing and the pediatric centers.

The purpose of the visit is very similar to the presentation.  We want to find out what are the strengths and weaknesses going on.  I see reports and it is really good to hear from that pediatric audiologist.  I don't get a lot of feedback on the audiologist as they are busy.  I was excited about doing this.

One of the things we did with the audiology visits is we do hospital site visits, and we are very successful with those and take that as our template for creating the audiology visits.

Starting off with a presentation and did a history of EHDI, how we're doing on the 1‑3‑6 goals.  What big projects we are working on, and we stopped and talked about in their area, where do they see babies from and what birth hospitals are getting funneled the infants from certain and fence are getting funneled to them.

We also talked about their diagnostic testing and how many babies they are identified with hearing loss.  The other thing we did was create an audiology Rubrik and I did bring a few copies, like nine copies if anyone wants to see it.  We use this hospital Rubrik or this Rubrik for hospitals and we stole that from them.  It is a great tool.  I was like let's create this for audiology visits.  After the visits, I wrote up a summary report with action steps and all of the visits were virtual.  You are really busy, and they did not need to spend three hours on the road for a three hour visit.  Depending on the audiology clinic, they could have five different locations and it was easier for the audiology clinics to meet with me if we did a virtual visit.

I did one in person meeting because they had asked for it.  Not only audiologists were asked to attend, but any staff who helped with coordination.  If they had a staff who was going with referrals, sending back the follow‑up letters, we asked for them to attend the visits.

I threw up some QR codes.  When I was great in the Rubrik, I wanted to make sure everything and the Michigan best practice was in that Rubrik.  I was kind of looking nationally as something else that existed then helped rate.  I did not want to just say this is what you should be doing, and they say I did it.  I wanted to give them a score.  Audiologists want to get 100%.  They want an A+.  We have to do a score.  I saw something from the national instead of children's health equity and they had an action kit.  On the action kits, they have certain sections that are rated.  There are items that are not in the best practice guidelines, and they focus more on logistics, but I did add them because I thought they were meaningful and helpful.

This is the Rubrik.  On the conference website, I did upload the Rubrik.  There are copies here and I don't know if you want to pass them around.  It included everything with titles within the best practice guidelines and some elements from another document.

This is what the Rubrik looks like for each category, we went line by line and it was meet expectations, making progress, improvement needed, and they got the 210 depending on what it was.  We would have a conversation and go through each line and say where do you fit, are you meeting these requirements.  We would have a discussion about it and they told me what they were doing and said and would do a score.

Between May through November 2023, we completed the 13 site visits, and we had 53 participants, and that was audiologist or staff within the audiology clinic.   out of the 13 signs I had eight that were reading the incident rate of one to three per thousand and most of those were meeting the one I think I had one site that was closer to the 3.

One center had just become a facility in January of 2023.  Nobody got 100%.  They were very upset.  They were really working hard to make that better.  There is 84 points, and these are the 13 centers, and the average score was 74.  I have a lot of graphs and charts.  I will highlight the low‑scoring areas.  I think this was helpful because it made me stop and think of our EHDI program expectations versus how medical care has changed over the years.  What is really happening in the clinic.  for a pre‑appointment activity, this came from the action kits, and they receive written pre‑improvement ‑‑ pre‑appointment and most centers were like they will get that information when we call and do a reminder call or it is in their electronic medical record charting system and they can look in there and see what needs to be done.

The next one is appointment logistics.  This was following the diagnostic appointment and a family restating the next steps.  This was interesting to me because this was like counseling.  I think pediatric audiologists spend a lot of time with families and they know what they need to do, and I think everyone can use some counseling and work on what they say to the families.  Can a family restate the next step?  When center told me they can look at the discharge summary.  How many read their discharge summary? 

The next thing was next steps following diagnosis.  We have a strong Hands and Voices Program that is guided by your side and deaf mentorship program.  Centers would hand a brochure and they could also do a referral on the website.  Most centers were not doing that.  Also, giving information written electronically.  You used to have a package and I had one site that gave the packet with the information, and I know it will are going away from the packet so why not do both and have electronic and that the packets because we have a lot of underserved areas who do not have Internet access.

Another was related to the required protocols and tracking.  Every year I send an e‑mail to say is their demographic information correct, are you still following the protocols that you submitted?  A lot of the centers, once we talked about it, they were not really looking at the protocols.  One pediatric audiologist was in the center and the other one, are they doing the same kind of testing or does one have one protocol and one is using something else? 

This one it was fun for me.  Part of Michigan law is we have a reporting law.  for babies 12 months and younger, audiologists are fantastic about reporting to us.  However, if a baby has a diagnosis hearing loss, they are supposed to report to us.  One center in the state on a weekly basis will send me the age group 13 months to three and nobody else does.  I may get one a year.  This really needs a lot of work in our state.

I asked about CMV.  I want to know where the audiology clinics were related to CMV.  Even if testing is not being done, are they doing any education?  I had not a lot that's signs doing any kind of education related to CMV.  The ones that were connected to an ENT clinic were more likely to do that and most of the time it was because they were really big proponent of the testing.  Those not in the clinic are like they are the only provider movement to change that.  

Lessons learned, one thing I wanted to learn is due audiologist collaborate with colleagues to crosscheck their ABR by reviewing waveforms.  Most of them do.  This is not part of the best practice guidelines thinking it should be, or maybe potential for April to send their farms to our program and have us review it.  We have a lot ‑‑ we do have misdiagnosis or different results depending on where the family goes.  I think it would be a good thing to do.

After this is related to the ABR testing.  These are the minimum.  At most audiologists said they did checking for auditory neuropathy, that I do not see it on the reports.  That was something I was asking, if you do this, we need to see it on the report and see that you are doing the testing.  That was a good lesson.  This goes back to the incidence of hearing loss.  Part of our best practice guidelines is that we want our centers to see and fence and we want them to be experts.  A lot of centers may have met the population or the amount of diagnostic ABR is that we want to see, but they were not meeting that incidence rate.  I have one enter who they do a screening and transition to a diagnostic test does not happen as quickly as what it said, and the data showed that.

It was a difficult conversation, but good conversations.  Next steps for us now that we got feedback from the diagnostic audiologist, we will update our best practice guidelines.  We are forming a committee, and we are going to look at what needs to be updated.  Some considerations that I will throw out to our subcommittee is reviewing waveforms, and then a clause for removal of signs.  That has been one thankful as signs come on board, but someone may retire and a new person who comes and does not really want to see infants or their testing is questionable.  I cannot remove it then.  I do not want to send families to them if the testing they are doing is not great.

Some kind of process or what do we do when a pediatric audiology center has shifted or changed and may not be doing what they should.  Also, modifying the renewal process.  I sent an e‑mail, and everyone says things are good, but that is not the case once you start looking and having conversations about what they are doing.

The other thing is potentially doing follow‑up visits or some kind of follow up with action steps that they need to do.  We need to provide some education in our low‑scoring areas.  The big question is, I have centers in our state to test infants that are not at pediatric centers.  They will not apply to be one and they are doing crazy testing, so how do we get them on board to follow best practice.

Questions?  Everyone has great pediatric audiology testing?  

>>:   I had a question about the idea of having idea audiologist review waveforms.  We do that within our own practice and my colleague, what you think about this or such, but how do you perceive a HIPAA challenge if you are to submit those to you?  Is it just like anonymous or ‑‑ I'm just curious.

>>:   I don't know yet.  It was just an idea.

>>:   It is a great idea.

>>:   I know that some centers have one audiologist, and they want someone to talk to, they want to be able to discuss hard cases.  I don't know yet and I don't know what that would look like.  I am hoping my awesomeness subcommittee will be able to help with that.

>>:   I think it is a great idea if you are on an island by yourself.

>>:   The answer to that question, if the audiologist is at the same facility, there is no HIPAA violation.  If the audiologist is at another facility, you must have the family sign a document 42 that gives you permission to release the information to a specified purpose for the duration of a mystified time, and then you can share the results with another audiologist outside of your facility.  That is the hit that requirement in order to go outside of the facility to have someone look at it.

>>:   What if you de‑identify? 

>>:   If you de‑identify everything, birth, name, anything at all that can possibly link back to that child.  Then it should not be necessarily a HIPAA violation.  It is simply showing the waveforms.  If it is all about what is your private information that you really do not want other people to see?  If they see the information and they do not know to whom it belongs, then that can get by without getting called a HIPAA violation.  I do not recommend that simply because if something bad happens, the information leaks out, and you don't have a formal release from the family to share that ABR information, then you could be in trouble.  I do recommend having a family sign the release always rather than trying to de‑identify the information.

>>:   Thank you for sharing.  Any other questions? 

>>:   Unfortunately, that is all the time we have for questions.   
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