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EHDI PROGRAM COMPONENTS - NCHAM

o Universal Newborn Hearing Screening
o Medical Home

o Diagnostic Audiology

o Early Intervention

o Family Support

o Tracking and Data Management




THE MEDICAL HOME:
A CONCEPT RATHER THAN A BUILDING

o Accessible

o Family-centered

o Continuous

o Comprehensive

o Coordinated

o Compassionate

o Culturally Effective
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Early Hearing Detection and Intervention (EHDI)
Guidelines for Pediatric Medical Home Providers
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Ongolng Care of All Infants?; Coordinated by the Medical Home Provider
= Provide parents with information about hearing, speech, and language milestones
= ldentify and aggressively treat middie ear disease
= Provide vislon screening (and refemal when Indicated) as recommended in the AAP “Bright Fubures Guidellines, 3rd Ed.™
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- Head trauma, especially basal skulltemporal bone fracture that requires hosplizlization

development

- Meonatal Intensive care unit stay of more than 5 days duration, or amy of the following (regamdiess of length of stay):
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CHALLENGES TO MEDICAL HOME

o Low 1ncidence of severe hearing loss
o Lack of physician education on all aspects
o Different terminology

o Success of UNHS — misconceptions
o Getting newborn results

o Retesting 1n office

o Family support
o Working with EI
o Working with community agencies

o Time constraints and financial constraints




PURPOSE OF THE SURVEY

o Identify what primary care providers (PCPs) do in
their practices related to newborn hearing
screening, follow-up and reducing loss to follow-up

o Identify PCPs attitudes and knowledge regarding
newborn hearing screening

o Identify rescreening practices in the Medical
Home

o Identify barriers and strategies for engaging PCPs ‘
1In newborn hearing screening




SURVEY DESIGN

o Collaboration between EHDI and AAP

o Based on Pediatrics 2006 and DocSurvey
questions from EHDI conference 2010 (CDC)

o “Primary Care Physicians' Knowledge, Attitudes,
and Practices Related to Newborn Hearing
Screening”’, Moeller, White and Shisler.
Pediatrics, 2006

o "Pediatric Primary Care Physicians' Practices
Regarding Newborn Hearing Screening". Ross,
Danielle. In press.




SURVEY RESULTS

o General questions (14)

o Specific questions for PCPs who stated that they
conduct hearing screening in their office (4)

o Demographic questions (10)
o SurveyMonkey ™

o Survey sent out by American Academy of
Pediatrics (AAP) District II (New York) to AAP
and American Academy of Family Practitioner
members




SURVEY RESULTS

o 160 responses received

o 150 (94%) responded that they are currently
practicing medicine with children under the age of 3
years

o Years of practicing with a pediatric population
o Median- 21 years (n=128)

0-5 years — 13%

6-10 years — 9%

11-20years — 26%

20+ years — 52%

o Years since residency
o Median- 21 years (n=127)




SURVEY RESULTS

Type of Practice
e 88% Pediatrician
e .7% Family Practice Physician
» 3.6% Neonatologist
» 8% Resident

Practice Setting
e 62% Private Practice
13% Hospital Setting
10 % Community Heath Centers
6.5% Medical School or Parent University

8% Other ‘




RESULTS - DEMOGRAPHICS

Practice Type

e 10% Individual Practitioner

e 37% Group of 2-5 Practitioners

e 33 % Group of greater than 5 Practitioners
16% Heath Care Center
4% Other

Practice Location

32% Urban (inner city)
19% Urban (not inner city)
6% Small Town

37 % Suburban

6 % Rural




RESULTS - DEMOGRAPHICS

o Each MD sees a median of 50 patients a week

o 50% (median) of children are under 5 years
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Children with Hearing Loss in Past 3
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FAILED HEARING SCREEN - PAST
YEAR

39%




20% OF MDS STILL RECEIVE RESULTS 80%
OR LESS OF THE TIME
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HOW DO YOU GET RESULTS?

Other (newborn chart) 20.9
Written report - family

Family verbal report

19.6

Call hospital

Hospital sends 547

o

10 20 30 40 50 60
Percent




IF YOU CAN’T GET RESULTS?

Other

Observe development

Counsel parents

Refer for screening

Office screening

10 20 30
Percent
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CHALLENGES FACED IN CHECKING FOR
RESULTS

Other (no problem) h 19

Parents report/responsibility [ 34
No time 9.2

Hospital does it [N 29 4

No charting procedure R 16.8

No mechanism/difficulty S 42

0 10 20 30 40 50
Percent .




WHAT PERCENT WHO FAIL GET
RETESTED?

oN =144
0 92% of MDs said 90% and above were retested
o 8% said 85% or less




FAILED SCREEN — WHAT DO YOU DO?

El referral _ 10.9

Office f/u

Audiological

Contact parent

Contact hospital

File results

47.6

40 60
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AUDIOLOGICAL/RESCREENING AFTER
FAILED NEWBORN SCREEN

F/u with testing facility 46.3

F/U with parent

Staff make appt 48.3

Give parents info 64.4




25% (38/150) OF MDS RESCREEN NEWBORNS IN
OFFICE

OAE/ABR ABR/OAE

8%
ABR __
5%

About 50% of MDs are able to screen hearing in their offices




WHO SCREENS?

26/28 responded that office rescreening
contributed positively to quality of care!




TO WHOM DO YOU REPORT OFFICE RESCREENS?

Hospital
21%




IF NEWBORN DID NOT GET SCREENED?

Other [

Observe development

Refer parents

Screening referral

Office screen

Percent




FAILED SCREEN AND RE-SCREEN - REFERRALS
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RISK FACTORS — WHEN TO REFER FOR
AUDIOLOGICAL?

Other

Developmental concerns

Family concerns

Every 6 mos

By 24-30 mos




AAP/JCIH RISK FACTORS FOR HEARING
LOSS - 2007

TABLE 3 American Academy of Pediatrics Joint Committes on Infant Hearing Year 2007 Position
Statemant® Rizk Indicetors Associated With Permanant Congenital, Delayed-On=at, and/or
Progresaive Hearing Lozss in Childhood

Caragiver concern® redarding hearing, apesch, lenguage, or developmantal delay.

Family history® of permanent childhood hearing lozs.

3 Heonatal intenzive care of more than 5 days or any of the following regardlezs of length of
atay: ECMO~, azzisted wentilation, exposwre to ototoxic medicationz {germtemicin and
tobramycin or boop diuretica (furczemidefLazix), and hyperbilirubinemia'™ that requires
exchange tranafusion.

[

4 In utera infections such as GV, herpes, rubslla, syphiliz, and toxoplasmaosis.

s ] Craniofacial amomalies, including those that involve the pinna, ear canal, ear tags, ear pits,
and temporal bone anomalies.

B Phyzical findings, such a3 white forelock that are associated with a syndrome known to
imclude a sensorineural or permanent condwctiie hearing loss.

T Syndromes azsociated with hearing loa: or progrezsive or |ate-onaet hearing loas=, such
as neurafibrometoziz, crtecpetrosiz, and Usher syndrome; other frequently identified
ayndromes include ‘Waardenburg, Alport. Pendred, and Jervell and Lange-MNislzon.

B Heurodegenerative dizorders®, such 83 Humter syndrome, or zenzory motor newropathies,
such as Friedreich atazia and Charcot-Marie-Tooth syndrome.

a Culture-positive postnatal infectionz azaociated with senzorineural hearing loes", including
canfirmed bacterial and wiral (especially herpes viruzes and varicellal meningitis.

10 Hzad treuma, eapecially bazal skulltemporal bone fractures that requires hospitalization.
11 Chematharapy=.
12 Recurrent or perziztent otitiz media for st lesat 3 montha.

Risk indicators that are marked with = are of greater concern for delayed onsat hearing l0ss. ECMO indcates extracorpores
membrane cienation; Wi, cytomegaiairus

Reproducad with permission Trom: AMmerican Academy of Pegiatrics, Joint Comemithes on Infant Hearing. Podiainics. 2007;
12004388 —921.




PRIMARY SOURCES OF INFORMATION

Other Chapter
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SUMMARY

o Office rescreening

o Lack of experience with HL and failed screens
o Parent/doctor relationship

o Parent responsibility

o Difficulty in obtaining results

o MD knowledge

o How to reach the Medical Home?




CONTINUE PARTNERSHIP BETWEEN AAP DISTRICT
IT AND NYS DOH EHDI PROGRAM

o Develop a strategic plan to increase adherence to
newborn screening regulations

o Begin communication to stimulate sustainable
regional efforts to support increased adherence to
the AAP recommendations for infants with
hearing loss within a medical setting

o On-line survey to determine the best way for
pediatricians to learn more about newborn

hearing ‘




CONTINUE PARTNERSHIP BETWEEN AAP AND
DISTRICT II AND NYS DOH EHDI PROGRAM

o Conduct focused advisory group meetings of
regional pediatric providers to determine
methods of training would be best for
pediatricians




