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>> GRETCHEN SPICER: Welcome and thank you for coming, I'm Gretchen Spicer, I'm a licensed midwife from Wisconsin, I've been in practice for 14 years, my practice is mainly with the Amish and Mennonites, and I'm not doing deliveries since November, are so I'm devoting my time to this kind of work, increasing the professionalism for certified professional and licensed midwives in my state and working on a state and national level on different issues affecting midwives. I'm grateful to talk to you today and Megan whose name is on the slides couldn't come because of the snowstorm in Wisconsin on her departure day so Sharon will introduce herself.
>> Good morning, I'm also from Wisconsin, one of the few folks who made it out of our snowy Midwest and I'm the medical director of our children and youth with special healthcare needs program so I'm pinch hitting for Megan but we kept her contact information at the end so if there's questions that I can't answer, we can't answer, you can contact Megan. And we're starting a little late so I'm going to go fairly fast through our presentation and the main reason I'm going to do that because I assume you're here because you're interested in the issue of access for screening for babies born out of hospital and I want to make sure your questions get answered so I want to leave time for questions so you can get what you need out of this presentation.
>> Really, the information, the data that you're seeing up on the slide is from 2007. And the piece that you see blocked off there is the 1600, approximately, 1641, of babies in the state of Wisconsin who did not get screened or missed. So just to provide a little background, that was the impetus for our work for working with Gretchen and other licensed midwives in the state of Wisconsin. Historically in our state that there's about 1100 out of hospital births each year. And approximately about 800‑850 of those are babies who are attended by licensed midwives. That's the reason for our story. And so I'm going to turn it over now, we're going to go going back‑and‑forth, hopefully that won't be too distracting for you, Gretchen is going to tell you the story. 
>> GRETCHEN SPICER: So I am going to talk to you about hearing screening for out of hospital births but first I wanted to know what comes to mind for you when you hear about out of hospital birth, what do you know about it, what does that mean to you, what are the first words you think of when you think of out of hospital birth? 
>> No pain medication.
>> GRETCHEN SPICER: No pain medication. It's not a big complaint, I have to tell you, or midwives, what do you know about midwives and who they are and what they do? 
>> Home birth.
>> GRETCHEN SPICER: Home birth. What's their training.
>> Variable.
>> GRETCHEN SPICER: Variable. Yeah. So most people don't actually know a lot about midwives and out of hospital birth. They know it happens but they don't really know what's going on so I just wanted to give you a background and kind of fill you on the history of midwifery and how we started and where we are today and how that kind of impacts our collaboration with other systems in providing hearing screening. 
So prior to the 19th century almost all births occurred at home with the mid wife and the midwives had from a lot of training to very little training. And then we had to move to the hospital. So in the 1960s, almost all babies were born in the hospital and having your baby at home was not desirable. It was seen as something backward, something that low class, uneducated people did. So it really fell completely out of favor by the 1960s. So most births took place in the hospital and were attended by physicians, primarily. And next. Then in the 1970s there was kind of a consumer‑driven return to home births so we had the kind of first DIY movement in the '70s, the back to the land, homesteading, home birth, home schooling. So we saw a rise of kind of a consumer‑driven demand for midwives. But almost all the midwives had been phased out, there were really no states in which there were active midwifery practices at that time. The last states were the southern states, actually, and the last midwives were primarily the African‑American midwives who had served as pillars of their communities and so but most of those women had retired and so there were really no midwifery training, there was no standardization other than the nurse midwives in the hospital and that profession was gaining power and gaining numbers at that time and many women were having the wonderful choice of access to nurse midwives in the hospital but the out of hospital was just kind of a mess. A lot of people had very little or no training but they were also certified nurse midwives during home births so when you were talking about a birth at home with a mid wife, really, it was completely unclear, you know, what the training of the person was, what the experience was and there were also foreign‑trained midwives coming in who had lots of experience, also, but no way to document or apply that experience in the United States. And so then there became a movement, the consumers and the midwives together, many, many midwives became themselves very concerned about this and wanted more training, wanted standards of care, wanted licensure so it was kind of a grassroots movement driven by supporters and midwives to see some formalization of education, some standards of care, and that's when the North American registry of midwives began and we began an educational process to provide different routes of entry for the midwives who were doing primarily out of hospital birth and that became known as the certified professional midwife. It remains a training program with many routes of entry so you can go to a school that's certified by MEEK, our accreditation board, you can do an apprenticeship route but whatever route you do you still have to meet the standards, you have to pass the test and then you become certified that certification allowed a lot of us go to our states and say, OK, we have a formalized training program, we have certification, license us so we can move up to the next standard so we can have that kind of oversight in our states, so we can have licenses, we can deal with the cases where there are people who are having unlicensed practice or very poor practices and poor outcomes and so in Wisconsin we did that step in 2005, we went to the legislature, we asked them to recognize our credential, the certified professional midwife in Wisconsin we did a dual track, we asked them to also allow certified licensed midwives to become licensed midwives so they could be licensed to practice out of hospital which is a little bit different than the practice in hospital so in Wisconsin you can either be a CPM or a CNM and be a licensed midwife. The next step, Wisconsin, Wisconsin is on the last step of Medicaid reimbursement. It's very, very important to us. We're in the process but we have not completed that yet. The early 2000s were a big deal for out of hospital midwives, there was a study so all the professional midwives in the United States were required to participate in the study. If you didn't, you lost your certification. So we looked at all the deliveries by certified professional midwives and the British medical journal published that study, you can look it up if you're interested and it supported that for low‑risk women with a trained provider home birth is a safe option, or out of hospital birth center also. And there's become a kind of an increasing cultural acceptance of out of hospital birth recently there have been some popular film, Ricki Lake made the movie "The Business of Being Born," so it's becoming more accessible and people are more interested in it. Licensure has been a big deal, of course. It's given us a place in the healthcare arena, we're now on a ‑‑ meeting with a lot of different groups in Washington, we are, you know, becoming a part of looking at maternity care. There was a great study in Washington state where Medicaid does reimburse for out of hospital birth and the savings were dramatic because we have a very low intervention rate for low risk women it's a very cost effective choice and so Washington state has been glad to show that's helpful. We're looked at as a cost effective measure for providing maternity care. 27 states now provide licensure for midwives working in and out of hospital settings. Out of that 11 do provide ‑‑ have certified licensed midwives as Medicaid providers but only nine are currently reimbursing. And the states that are reimbursing right now are Alaska, California, Florida, New Hampshire, New Mexico, South Carolina, Vermont, Virginia, and Washington state. And we're seeing a continuous increase of the number of women who are choosing out of hospital birth.
>> So now that you know who we are we want to talk to you about what we're doing in Wisconsin to promote access to hearing screening and out of hospital deliveries. So we started way back in 2001, Elizabeth sealer, the Wisconsin Sound Beginnings coordinator and I worked together raised money to buy two ABR screeners, Wisconsin geographically is a big state, it's a big challenge, we had one in the northern and southern part. But we did find that families had almost 100% acceptance, that wasn't a problem. The midwives who were trained and understood the reason for hearing screening were excited to do it in their practices so there were really only three practices that were really doing hearing screening. In the initial year we got a lot of babies screened but we were having a lot of challenges with the equipment. It appeared that the ABR was too delicate equipment for our use because we are going on dusty, rocky back roads into Amish farms, you get called to a birth in the middle of the night and you grab your hearing screener but the dad's waving from the door frantically so you grab your emergency bag and the emergency screener is your car for a few hours until you remember, oh, I left that in the car so the machines were erratic. They were often not working. We had to keep sending them back in. And they were expensive. They're expensive to use. Expensive to calibrate. And when we ‑‑ and so most of the families we're serving are low income. We all have a scattering of, you know, middle to upper class professionals that have chosen home birth but typically we're serving a lot of Amish and Mennonite families in Wisconsin and a lot of families are living below the poverty level and if I tried to charge my Amish families $10 for a hearing screening, no. If it was included in my birth fee, sure, fine, they'd take it and we all had the same experience so we were really challenged with how to afford to continue. There was a grant ‑‑ a fund‑raising bought the equipment but there wasn't a plan for how to maintain it and how to purchase the supplies. So we were still working and trying to make that work. And then they ‑‑ the machines we had became obsolete. So two $14,000 machines were now obsolete, we couldn't recalibrate them. So we were kind of stuck then. One machine, we continued to use for a while so you'll see on the next two slides kind of statistics as our screening program fell off. So in 2008, basically two midwives, myself and another midwife, were still screening most of our basis, we got 142 of the 813 babies born to midwives screened. Of that we had 140 that passed and both of those, two referred, then, went on to be hearing on their diagnostic screen. 
So we were missing a lot of babies. In 2009 then is when we could not calibrate the machines. And so our rate dropped really low, to 7.6%. Those 66 that were screened were babies. So we, of course, told our families about their options for screening but for our Amish and Mennonite families, they weren't going to take their babies anywhere, that wasn't happening. For the few families that would it still remained a challenge. In most places the charge for the hearing screen, if we sent them into a hospital setting which was our only choice in most communities, they were charging the room charge so now we're sending an uninsured family and they're getting a $265 room charge to get their babies hearing screens. A few people were able to make a plan with an audiologist, a few families of the 865 that were born, a few of the families took their babies somewhere and got them screened. But what we were finding is if the midwives were offering it the babies got screened. If the midwives didn't have the equipment, couldn't do it themselves, referring people was not very useful. And then ‑‑ you're going to tell that part. 
>> We're doing this little back‑and‑forth thing. In the spring of 2010, Wisconsin passed legislation in early 2000, it was a little funny legislation that said that if 88% of births occur in hospitals that offer newborn hearing screening, it would not become a mandate. And we ‑‑ since the time the legislation was passed, we were screening voluntarily through hospitals about nearly 95, 96% of births. So really, the legislation, if you will, never really was enacted in the sense of it was an impetus for people to screen and had much meat to it, really. In 2009‑2010 we were presenting information to legislators and working with the guild to say that, if you remember back to that second slide, that the kids that were missing a large number of those babies were out of hospital births and that in Wisconsin we could clearly never get to 100% or close to 100% without doing something about out of hospital births. And so the legislation was changed which included a mandate for hospitals. Also a mandate for physicians to share that information and then added the piece about midwives, licensed midwives having responsibility to assure that screening piece. 
So now we had a legal mandate of course, we had to make sure we got this in Wiggs, Wisconsin Sound Beginnings wrote a grant which provided two things. It provided equipment, so money for 10 screeners and then it also provided a small amount of funding to establish an EDHI midwife champion position and so I was chosen for that and so that, we have found, has been really crucial to have a midwife who is the person who is really promoting and pushing it and following up with the midwives and so that's been a key piece of our program.
So we purchased the screeners and then we did a series of training. So midwives are tricky to train because most of them are on call, they can't leave their call area and so we took our training around the state. We did it in four places and we took a team of four people. And this proved to work out really well with the training. So we had an audiologist, we had a parent, the guide by your side parent advocate from our state, we had our WE‑TRAC, our data entry system coordinator and myself and we did a day‑long training. And that was really interesting because a lot of midwives thought, I could learn to learn to use this machine in an hour, why do I have to go to a day‑long training. But that was crucial, that day‑long training because many, many midwives came up to me after the training and said, OK, I knew I was legally obligated to do it, I was going to do it, but you were dragging me along, another thing I have to do and now I get it, I get why we have to screen these babies. And for the midwives the piece is how it impacts the impact on the family. They typically thought before that, if the baby doesn't hear, they can learn sign language, it can read. But when they learned it could affect bonding with the mother, behavioral problem, families learn they have a behavioral problem, children aren't getting the social interaction they need, when they got that piece how that really hurts a baby and a family they were all about getting the babies screened. Oh, yeah, so that was a big deal, when we were making the decision about what to do with this limited amount of money we had. So the money we had could buy two ABR screeners so we'd be back to two screeners in the state or 10OAEs and midwives are really about best practice and it was hard. Hard for us to not go with the best practice recommendation of the ABR but we felt like getting 10 screeners out was so much better than only two. And so we've done a lot of education with the mid wives and the midwives do a lot of education with the families about the difference in the screening and that will come up in our screening protocol. 
>> So we have 11 screeners placed in the state right now. 10 are through the grant that I was talking about. One was funded by the Children's Miracle Network, if you're thinking about programs to think of that as an option. The reason why we have 10 under one program and one under another is there is a well respected and very experienced good midwife who is not licensed. And our professional organization is only open to licensed midwives and so we felt like we couldn't place a screener with an unlicensed midwife but we, of course, wanted to see that those babies got screened so we just dealt with it in a separate program and she does a lot of babies, 120ish a year. 
So in our program, our professional organization owns the equipment. We have a contract with the state that really specifies very clearly what our obligations are, if we aren't using the machines, they go back to the state to be placed in another area. 35 of the 42 licensed midwives in the state did receive the training. We have ‑‑ we require that there be a coordinator for each piece of equipment, so it's a person that takes on a little bit of extra responsibility for making sure the equipment is maintained, making sure that it moves among the group of midwives who are sharing it and that was a requirement that anyone who is going to use a screener has to agree to share it with other midwives and anybody using the screener also has to agree to screen any babies in their area that are referred to them. So if it's an unattended home birth, birth with a midwife that is not licensed we have to make our equipment available to any babies that need to be screened. 
And then we set a flat fee. So, again, there's grant funding to purchase the equipment but not to provide the maintenance, the ongoing maintenance and potential replacement. So we are ‑‑ each midwife pays $10 for each baby she screens so even if she has to screen twice, she only pays one ‑‑ one $10 fee. The midwives keep track of that but as coordinator I develop forms for that, I follow up with the midwives, I send out a little reminder, it's time to send your payments in. So, so far that's been working and we just placed all these screeners as of November 1st, you'll see some nice data about what's happened since then. So we did a little pilot until January so January was when the $10 fee for babies started and people sent their fees in. So we developed a screening protocol for the midwives and when the midwives came to their training they got a packet. They got a packet full of materials. And then the suggested screening protocol. So each midwife will do prenatal education regarding hearing screening with her clients on or before the 36‑week visit and we have materials from the state that we provide to families at that time to tell them about the screening. The ‑‑ that's the time that the families get the information about OAE versus ABR and the midwife also I don't see any risk factors, if there's family history of congenital hearing loss, anything that might suggest that baby should have an ABR instead of an OAE. If the parents opt out that does require a signature. And then the midwives screen between birth and one week using the OAE screener. If they have a refer they rescreen between two and six weeks. The six weeks is not ideal and most of our babies are screened at two weeks. Some of our Amish families will only agree to a three‑day visit and a six‑week visit. Typically we see our babies at one day, three days, seven days, and two weeks and six weeks. The Amish families want limited care and some of them really don't want us to come back again before the six‑week visit so we modify it that if you missed it on the initial screen you could go back at the six‑week visit and do it, the other reason we try to leave a little flexibility was because of the sharing of the screeners and that's one of ‑‑ as we'll cover later, it is one of the problems and the one of the ways babies are getting missed sometimes a midwife doesn't have a screener when she's seeing a family. We have a refer, the midwife herself personally arranges the follow‑up appointment. Generally we don't leave the house without setting up the appointment with the audiologist for the family. The result of McFarrell's in WE‑TRAC, so our state system uses a blood card and our hearing screaming is tied to our blood card. Many of the midwives quickly figured out if they got their hearing screening done before or with the blood screen they were done. They filled out the card and they were done. So a lot of midwives started out doing their hearing screen at the one week visit and moved it up to the three‑day visit. Initially we were having more problems with refers and as people became more comfortable with the equipment they were able to get the screen on the three‑day visit usually. Then at the six‑week visit we do a follow‑up. We remind the parents that they had an OAE screen and the limitations of that. We go over the developmental milestones for speech and language and remind the parents that if their children are not meeting those milestones that they should see their primary care provider. We recommend that all of our babies then, all our babies leave our care at six weeks, our license only covers the immediate six‑week postpartum period. We recommend that all our families, then, go on to set up a relationship with a pediatrician or family practice doctor and unfortunately that only happens about 10% of the time. Our Amish families do not go to the doctor unless their kids need to go to the emergency room, basically. 
>> MEGAN O'HERN: This is the part where Megan who is our WE‑TRAC project person would talk, she went to all of those trainings, she was with Elizabeth and Gretchen and our guide by your side from that region. And so within WE‑TRAC what they did was they created ‑‑ the midwife in a sense is like any other hospital or birthing facility. So they have their own cue within WE‑TRAC. And so in the sense we have an out of hospital cues also for our administrators so like Megan, she can monitor what's happening with each of the nurse midwives. Some of the midwives were ‑‑ excuse me, licensed midwives, some of the midwives were very tech‑savvy and so it was really very easy for them to get on board and I think currently 34 of the 35 are their own users of WE‑TRAC have Internet access are managing their own cues. One midwife currently faxes the information or sends the information to Megan who, then, manages their cue for them. 
>> GRETCHEN SPICER: I see we failed and leaving time for questions. We have to be quick because we're running out of time.
>> I'm only reading ‑‑ Megan was supposed to do this slide, I'm sorry. So since November, 105 births, 95 have been screened, 85 passed, I think Gretchen already talked about at the beginning our refer rate or our did not pass rate was a little higher. That's come down. I think you've said that you've had 10 ‑‑ 10 ‑‑ eight refer, 10 ‑‑ 10 refers, two that have refused, six went on to audiologic evaluation and have passed and two that we currently don't know the status of. Correct?
>> GRETCHEN SPICER: Right, they're probably ‑‑ they're probably between ‑‑ they probably referred, you know, at three days and two weeks and they're between that two‑week or six ‑‑ or the one that referred at one week but they haven't seen them again so they'll do the rescreen at six.
>> Yeah. And for meeting the one‑month target, we're at about 75%. 
>> I talked about the training was the real key piece in getting the midwives to really understand that, I'm it glad they chose that, that's easy for them to remember, it's the repercussions of missed diagnosis. We need to keep moving. The things we learned were that having a midwife champion was so helpful to us. I spend a fair amount of time problem solving, talking to people, helping people figure things out. Time lines for purchasing that we thought we would have the screeners into the community much sooner than we did. There were challenges with the money and getting the money paid to the vendor and getting the best deal from the vendor, that took longer than we expected. Very important to think about the financial implications for small professional organizations. So a lot of small midwifery guilds don't really even have any particular financial status, they're used to collecting a couple hundred dollars a year in dues, just to think about that, what are the implications of a small group like that receiving a significant amount of grant funding. And the training program that we're going to have a once a year training now because we did set it up that everyone had to attend our training. However, if a midwife began using a screener before a training was available, the coordinator could teach her to use the equipment but she would have to attend the next full training so we're going to do a yearly combined metabolic hearing screening training and challenges with sharing and transporting the screeners, of the 10 babies missed out of the 105, some of those were because someone didn't have access to the screener and had limited opportunities to have visits with the families. And thank you so much for coming and maybe we can take one or two quick questions and then we'll... 
>> [inaudible] 
>> Thank you for bringing it up. We have three birth centers, we're doing quite a few birth center births and two of our screeners, the coordinator is in a birth center and so the screeners reside at the birth center and go out from there and we're placing a third one in Madison at a birth center shortly. 
>> [inaudible]. 
>> Yeah, I cannot emphasize enough the importance of someone like Gretchen and as the state ‑‑ as we wear other hots, we're looking at similar met industry might be the next piece, and it was great to be able to brainstorm with Gretchen what that would mean for midwives in our state. So I think she's critical and people like Gretchen are critical to our success.
>> GRETCHEN SPICER: Having a midwife take the information to the group really is the ‑‑
>> [inaudible]
>> Yes, we have a designated fund now in our treasury and that will be used for calibration, for supplies and hopefully to create a fund for eventual replacement of machines.
>> I think you can answer the questions while they're getting theirs set up.
>> [inaudible] 
>> Well, we had 105 births and 95 screens so 10 are possibly missed because of equipment but some are refusals. There are a few refusals. What we're finding in our state is that the families trust the midwives so much. And what the midwife really believes is really important to the family. It's that relationship. And a great thing about our practice is we don't have any of these loss to follow‑up issues, I mean, we set up that appointment, we know whether our babies passed or failed, we would hook them up right away with, you know, birth to 3. So we stay really connected with our families. 
>> [inaudible]?
>> Yeah, we thought about that a little bit and looked into it a little. We're not insuring ours. Our understanding is if it's in a vehicle and there's an accident the vehicle owner, the insurance the owner carries should cover it, if it's in your house and there's a problem it should be covered by the insurance that you have. So we did make the decision not to add that expense. 
>> [inaudible]? 
>> No. The grant was given to our organization. We own the screeners. 
>> [inaudible]?
>> Yes. I believe a few are. I know they're looking into it. A lot of our midwives are using a billing insurance company and they are saying that they are going to be able to bill for the hearing screen. That will be very helpful. 
>> [inaudible]? 
>> So each area does what they feel best with it, so the coordinator in that area is responsible for meeting with all the midwives and setting something up. In general they are using something like the week plan. I know in the Milwaukee area it's going to know a day. So this midwife has the screener on this day of the week. In another, more rural area they're switching it every two weeks. We're looking at using our state ‑‑ the Marshfield labs' courier system, there's an existing Courier already and a lot of the midwives are using that lab for their lab testing so it looks like we may be able to set something up with the Courier system and the Courier system has agreed, the midwives are just kind of looking into that now. 
>> [inaudible].
>> I didn't know that piece, thanks.
>> [inaudible]. 
>> Great. Any other? Thank you all so much. If anybody has other questions, feel free to catch me and I'll be happy to help you if I can. Thanks for coming.
[APPLAUSE]
>> MARY JANE SULLIVAN: Hi, everyone, my name is Mary Jane Sullivan, this is Ruth Fox, we're from New Hampshire. It was helpful to have Gretchen, we learned a lot, the champion idea, I will agree, we had not considered and we will certainly think about including that. You can do the next slide. We decided to do a little view of our historical homes in New Hampshire since ‑‑ keep with the home birth theme. So ‑‑ that's a particular passion of mine because I live in a house built in the 1700s, none of these are mine but I could pretend, I guess. So just to give you a sense of who we are and what's happening in New Hampshire, we have ‑‑ we're a much smaller state, obviously, than Wisconsin. So our geographic challenges are not exactly the same. We have total birth of 13,500 and hospital births, obviously, are the majority of those. We have birth centers as well as home births and that's about 2% for the remaining. We also are a non‑mandated state in regards to newborn hearing screening for anybody familiar with New Hampshire we are the live free or die motto and they don't like to mandate much, including motorcycle helmets. Those kind of things. So the minute you hit the board or the helmets go off. So we decided long ago when we started about 10 years ago that it really probably wasn't a great use of our efforts to push the mandate. What ended up happening, which I think is probably the case for a lot of states is it became sort of standard of care whether there was a mandate behind it or not. So fortunately, we got about 97% of our babies screened and are presently being screened at this point. The follow‑up rate in our state, which we're quite proud of actually in regards to those who are referring is about 82%. And I would defer to the third person involved in our program, Dawn Zimmerman who is a speech language pathologist by training, she's also our parent advocate and really our ‑‑ our percentage was similar to the national average of 50% until Dawn arrived. She has a very persuasive way to get people to go where they want to go. It was also a huge advantage to us that she had the background that she had. She had a special training in cochlear implants and had worked with hard of hearing and deaf children for a long time so she brought a lot to the table that I think typically maybe another follow‑up person might not have that much background. So our 82% in our follow‑up, that's that they get to diagnostics, has been pretty much staying there for the past year or so. We have four designated diagnostic centers in our state. So that they have met the criteria for having pediatric services, the equipment necessary, et cetera, and that's where we try to do most of our referrals and that's successful most of the time. 
So given the fact that we had pretty much captured the hospital birth, we took on the midwife option ourselves. And we initially had just kind of contacted the midwives saying here are the hospitals who are willing to provide screenings for your home births or centers' births similar to your experience in Wisconsin is that the parents didn't want to go. They had made a choice to not take part in kind of the hospital event in whatever fashion and they really did not want to go for any particular services as an outpatient. We didn't have any issues for them charging for that particularly in regards to room charges but they would have charged their insurance for the service itself but they just ‑‑ it really wasn't ‑‑ it didn't appear to be about the money, it was really about they just didn't want to go into the hospital setting. So that was clear that that wasn't going to get us very far. And we decided that really thinking about setting something up with the midwives directly or in the centers themselves was going to be our best option. 
So we started ‑‑ you'll have to remind me, when did we do our first placement? Two years ago? OK. A couple of years ago we did have one center that has a couple midwives there who were interested. We had purchased an OAE screener and we agreed to put it at their location. We did a training since it was only the limited midwives, we did it at the center, training them on the equipment. We also have an Internet‑based data management system called ORIS so we trained them on that. They clearly said, you know, we're game but we don't have any money. So if you want to give us equipment, we'll certainly do it so we fortunately had the situation that we had a piece of equipment that we placed with them. We did have them sign a contract. We kind of learned as we went along that we probably neglected to include some important things in that contract. But like any new process, you learn by what you do, and your are mistakes along the way so we did have them sign a very basic contract that we own this as the EDHI program in the state. And that what we didn't include and kind of didn't occur to us, I guess, in terms of equipment purchases, obviously, the probes for OAE are not as expensive or ABRs, and just the fact that the timing when they saw these home births it seemed to be conducive to OAE screening. I'll just mention the majority of our hospitals in the state use ABR as their technology. So this was going against kind of our norm at some level also but it did seem the most realistic and kind of the easiest route to take. So we did the training, again, that went smoothly for the most part. 
So what we did learn from that particular experience, which was rather small, is that they were very supportive of universal screening. There was really no discussion in regards to, you know, they clearly didn't necessarily have all the background about why we were doing this, why was this important but once we provided that, they were on board easily. They were very compliant about reporting to the state system. The comfort level with the technology was pretty varied in this particular center and, you know, I think that's something to consider, generally speaking, given the fact that hospitals are going electronic in every version. You tend to have more access to personnel that feel comfortable, sort of working systems that are computer based. That wasn't ‑‑ you know, they were willing to do it but I think they were much more reluctant so I think that's something to consider, you know, in people's trainings that you might be dealing with kind of a different population than you might in the hospital itself. Parents, again, seemed to be very willing to partake in this. We did the same thing, they need to sign a consent if they were not going to choose to be screened ‑‑ a refusal. That really didn't happen. I don't think we got any refusals up to this point for that particular practice. And just the whole scheduling of OAEs worked well. They do a three‑day visit and they did a six‑week visit so that ‑‑ three‑week ‑‑ I'm sorry, three days and three weeks. So the three‑week was when they did their initial screen. Which most of you know, given the fact that it's kind of a good option to have the baby have a couple days to get their ears aerated, et cetera, so I think the initial referral rate was less although we were getting some refers at that point but that at the three weeks, they were rescreening. So that worked really well. And the difference, you know, they're connected with their families. And they see them. I mean, there's just, you know, no question in terms of that schedule. They really adhere to that pretty closely. So given the fact that that experience went fairly well, we decided to open it up to the remaining midwives and let me go back to the challenges here. One of the things that we didn't ‑‑ we do for our hospitals is they need to submit annual protocols in terms of what they're doing. So we just assumed that the midwives would be willing to do that and that was one of I think our mistakes at the beginning is not kind of discussing the administrative requirements which we really didn't. So we thought it was no big deal and we said, you know, we'd like you to submit your protocols. They thought it was a very big deal. They were not very happy with us. We had been the nice people who gave them equipment and now we're kind of the administrative people requiring them to do stuff and to pass it into us. And I think that in general it just tends to be sort of a practice setting that they're not accustomed to, again, as much administrative rule particularly as someone in a hospital setting so they were very reluctant about that. We had to do a lot of helping in regards to how they wrote those protocols. We thought it was fairly straightforward. They did not. With support, we finally got there. But I feel like that was really one of our errors at the beginning of not being clear about that. The other thing we didn't think about is who was going to be responsible for the purchase of supplies. Again, not a lot of money but if you have no money, any amount of money is a lot of money so that was clearly a financial responsibility, the EDHI state program needed to take on. Which we did. And the other thing was in regards to we have, you know, we require that they do their entries into our ORIS system in a timely fashion. That wasn't always happening. So, again kind of just looking back from that experience, these are the things that we would include in a future contract because we kind of learned along the way. OK. So we decided to just sort of see the other midwife population that we had not captured. We met with them as a group. Fortunately they have ‑‑ I believe it's a monthly meeting that they all get together. Because it is hard to get them together. There's ‑‑ I believe there's 20 in New Hampshire. So we met with them as a group. In the interim the EDHI program had secured some supplemental funding and we were able to purchase additional screeners. What we did at that meeting was had a form, I have in the back, it's standard fare but, basically, that I'm interested in participating and their information. So we collected those at the meeting. We evaluate everything in regards to geography, where it made sense to place things, who, you know, was there a potential for them to share equipment, et cetera. and then we ‑‑ after have evaluated that ‑‑ fortunately we actually have enough equipment to place with every midwife who wanted it. So that worked well. So I think we will have fairly good coverage. And we have sense notified them that they were accepted into the program which they're all excited about. It wasn't that difficult really when it came down to it because we did actually have the screeners that we needed which we didn't anticipate initially.
So what is in process presently is we have a half‑day training scheduled for March. And, again, thanks, Gretchen, I have a lot of good ideas of things that we might include from a midwife perspective which we didn't necessarily get that because it was sort of the EDHI group planning all of this. But we are going to do a half‑day training, again, just reviewing the importance of EDHI in general, the equipment management kinds of things, it would be excellent if we could have them nominated EDHI champion at the same time which, again, we'll think about including. We also will request that they submit protocols so, again, just what their plan is, when they're going to screen that they agree to report. It just is much more helpful to make sure they understand this is a system that they're agreeing to adhere to and for us to be able to make sure that we have some standardization in terms of holding them to the same level essentially that we hold the hospitals to. Even though they use different technology and their screening timing is different, it's still the same issues, if you don't know what they're doing. So we will have them also sign a contract agreement which, again, is also at the end of this presentation if you want to take a look at it. We'll probably edit that even a little bit more between now and March but we'll see.
So we will place equipment at four additional practices. Several of them have multiple midwives that go out. Some of them are centers. And then we plan to, just like we do for the hospitals, we're going to do annual reviews of their performance and look at referral rates, timeliness of data entry, et cetera. So that's an inprocess, we will hopefully have more to report on that but I think the reality is even though it's a small percentage, it's a nice percentage and they are very willing to partake. They were very, you know, enthusiastic and wanted to participate in all of this so it seems like certainly a population that is worthwhile pursuing. So we'll see how it all goes but in general I think we're on the right track. I think that's it, isn't it? So what ‑‑ you know, the general lessons that, you know, we feel like we've learned at this point, and, again, it's so nice that we're consistent with yours (laughing) it's very hard to be totally opposite, back‑to‑back, but they are in general the midwives were very supportive of screening in our state. They are technologically maybe a little bit more reluctant than we had anticipated but certainly willing to learn but just with the acknowledgment that they might need a little bit more support around that. They certainly have limited funding and billing supports. At this point, when we did the pilot they were not billing for it because to them it just seemed too difficult to do. So hopefully we can also look at that kind of reimbursement piece, even if it's not a lot it would be nice for them to be able to get something back for their time and services so we will look at that but at this point they were not billing for the particular service, they were just adding it on. The schedule for the midwives really does seem to be conducive to OAE screening as a technology, just in terms of that they have that set time, they're screening a little bit post‑natally a couple days which helps in terms of the refer rate and the fact that they're seeing them back at the three‑week period, it's not rescreening time. And I think the other big thing that Dawn has been aware of at this point is just that the midwives in general have a very close relationship with their families, obviously, much different in a lot of situations than a hospital setting. So you're going to ‑‑ not going to have, I don't believe, we haven't done enough to have a lot of kids going out but at this point I think you're not going to have those lost to follow‑up as much because they're kind of engrained in the whole system. So we have the advantage of someone who's already established a relationship with that family as opposed to a hospital setting that they can tend to get lost a little bit more. So that's been our experience so far. We look forward to seeing what comes as of the spring and when we start to set up the other ones. But ‑‑ questions? Yes? 
>> [inaudible]? 
>> MARY JANE SULLIVAN: No, that's right, you know ‑‑
>> [inaudible]? 
>> MARY JANE SULLIVAN: That's right.
>> [inaudible]. 
>> We don't have the Amish or Mennonite children that you're seeing. Some of them are seen by naturopaths or alternative, so we do know [inaudible]. I flipped over to both the intent to participate and the guidelines but you probably aren't able to read them. I know these will end up on the website, my name is Ruth Fox and if you e‑mail me I'll send them out to you. I'm Ruth Fox, you can find it in the. (Giving website) they haven't changed to gov yet, some of the states have gone to the shorter version.
>> MARY JANE SULLIVAN: Well, Dawn should be here. Dawn wasn't able to join us but, yeah, you know, you should contact her. Honestly, it's ‑‑ you know, what I can say is I really do think it has made an enormous difference to have somebody in a follow‑up position with a professional background in it. It also helps that she has a wonderful manner, you know, that obviously can't be taught necessarily. But she has enough information that she can just, you know, kind of feed it to them slowly and have a sense of what's going to get them. But, you know, it changed our refer ‑‑ you know, our follow‑up rate dramatically in a very short amount of time so at least for our experience, the person who is in that position made all the difference. 
>> I'll just give you a real capsule summary of what Dawn does. She first tries to call families as soon as ‑‑ as soon as she can tell in the tracking system that they need to be contacted. She also, then, sends a packet out to them, whether or not she's talked to them. And that has an invitation to call her if they haven't talked to her. Her name is on brochures, not her name, her position and her phone number are on brochures that go home with the families if they happen to look at those. And then if she's not able to contact people she refers them back to me and I start working through the provider to do that 'cause she's a contractor, she doesn't have the same right to look at the ‑‑ to contact the provider, but I do 'cause I'm at the state health department. So we do that and it works real well. And we ‑‑ we have, you know, a fairly low loss to follow‑up but it hasn't always been that way and it has been since she started working with us that it's improved.
>> MARY JANE SULLIVAN: Any other questions, anything else? Thanks, have a great afternoon. Get outside, it's beautiful. Not like New Hampshire or Wisconsin. 
