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>> VICKIE THOMSON: Okay.  Welcome to Colorado Audiology LEND and our telehealth education project.  I'm Vickie Thomson.  I'm director the newborn screening services for the state health department.  

So as you can see from our map, we have a very large land mass in Colorado.  Most of our audiology ‑‑ pediatric audiologist are along the Denver and along the mountains.  We have none virtually on the western slope.  None virtually in the southern part of the state and none up in the northeast part of the state.  So it's really challenging for our families who have failed their newborn hearing screen to get to an audiologist who most importantly has the expertise to see babies while of six months of age and have the equipment.  For some families this means traveling as much as 500 miles and they simply may not have the transportation or the funding to be able to travel that far to be able to stay overnight, for example, in Denver.

So we really started to try and think out of the box of how we can work with our audiologists who really want the expertise and the equipment to see babies in their own community.  So you are going to hear today from one of our audiologists who actually took on that role and we're so proud of her and she's made a huge difference in our southwestern part of the state.

I'm now going to introduce Dr. Sandy Gabbard who is directing this project through the University of Colorado Marion Downs Hearing Center. 

>> SANDRA GABBARD: Thanks, Vickie.

So if I stand at the mic, I can't see my slides.  No, because you ‑‑ we'll try this.  Okay.  So I just wanted to share with you a little of our decision making when we looked at this project and we looked at our options as to how we could provide remote support and we are doing some other telehealth projects in our ‑‑ in our clinic, and so I wanted to just outline a little bit for you our experience and then how we made the decision as to what we were going to do next.

So as far as telehealth, we are using that term to mean primarily direct service, and we ‑‑ we have been doing direct service for early intervention now for about four years.  So we do have experience in our infrastructure providing through video conferencing and our bridge with our speech language pathologist who has an expertise in cochlear implants and she's providing support remotely.  You may have heard of us about this in the past couple of years.  That project still continues.  I'm still doing that.

One thing we have added fairly recently is direct service for genetic counseling.  And Vickie has a grant with the Mountain States Genetic Project.  And so we just recently added that.  We have been piggybacking that to our LEND project which we are going to explain more here.

We are also looking at possible direct service for amplification validation and adjustment, although we have tested that, we are not currently providing direct service for that or cochlear implant mapping, both of which we have tested.

We have provided service for participation on clinical and educational teams.  We have had our team participate in IEPs remotely.  We've had our team participate in working with professionals in the schools remotely, not just IEPs but coaching and things like that.  When it comes to the Tele‑education piece, which is what we wanted to look at for our LEND.  The LEND, through the AUCD is MCHB funded audiology, pediatric training.  And part of our LEND project included post‑doc trainings, existing AuD audiologists with support to become more comfortable to provide direct service themselves in these rural areas.

So through the LEND, we are working with them to provide the direct service, and doing mainly coaching and mentoring and not so much us taking over the patient in the rural areas, and Chandace and Stacy will expand upon that.  The idea is that we can connect with them for various purposes and that's one thing we needed to expand upon to provide this remote support.

So we looked at our technology options and video conference is the way we are doing our early intervention piece.  Our video conference requires that you have a video conference piece of equipment.  You are connecting through high‑speed Internet.  We are part of the university campus and so we have good support for that piece of it.  One thing we have added very recently and I don't know if Chandace you are going to talk about our video conference challenges, we have added trying to use our video conference equipment with room cams and computers instead of the $5,000 piece of equipment we have used previously and we are just getting that up and going with Chandace's site and she can expand on that.

For the most part our experience has been using PC to PC support and the delivery of one‑on‑one communication through something like Skype, but with our audiology sites, we have skipped the shared Internet platform concept, and we have gone to using Adobe Connect Pro to look and have a shared PC base.  So the advantages, it's inexpensive.  Again, we are using Adobe Connect Pro and our university has licenses for Adobe Connect Pro and we also have technology on site and one thing that Chandace is going to talk about is what kind of support is needed in the rural areas and we are learning that as we go.  We have technology support from our team at the university.  You need high‑speed connectivity, not wireless and we are using it currently with assessment equipment and sharing PCs.

So some of the challenges definitely include the equipment, if we are using video conference equipment, the shared Internet support is a bit of a challenge, which Chandace will expand on and defining the role of our team, versus the remote team.

So part of our teaming has been the relationship building between the audiologists, which they will expand on.  But as far as the shared PC‑to‑PC connection through Adobe Connect Pro, which is what we are spending most of our time doing, that's actually been very successful at very little cost.

So the audiologists on our site can see the ABR equipment on the remote site and can help coach through that, which they will expand on a little bit.  One of the challenges is audiologists license outside of our region and we are beginning to work with Wyoming and we are looking at what that would look like but Wyoming does have reciprocity with Colorado.

So our goals with the LEND telehealth is to improve audiology pediatric services.  That includes hands on training for the rural audiologist in our facility, as well as our audiologist going to the off‑site facility and the next half of the presentation will be then describing exactly this relationship between Stacy and Chandace.  So I will turn it over to Stacy who is an audiologist at the Marion Downs Hearing Center and has been working on this project for a couple of years. 

>> STACY CLAYCOMB: Good morning.  Like sandy said, my name is Stacy Claycomb.  I'm an audiologist at the Marion Downs Hearing Center and working on the LEND project and I have a little bit of a unique perspective in that when I came to the Marion Downs Hearing Center, I had the experience of working both in a major medical setting, as an audiologist, but also the perspective of working in a rural community, and, in fact, the community that I came from is the one that we're going to talk about.  So I had kind of a personal vested interest in making sure that that site was able to attain and maintain pediatric services in that area.

As I left that community, there was not somebody that was there to provide the services, but yet there was the population that needed the services.

So my role has been to kind of take on that position as an audiology mentor in the telehealth process.  As we moved forward, we had a number of sites that we were looking at, including Durango, Colorado which is that little town in the southwest corner of the state.  A few other sites were identified at about the same time, however, establishing the relationship has been kind of much more of a tedious ongoing process and our thoughts on this talk today was to maybe discuss a little bit about why we think that happened.

Durango was a site that was really able to move forward in this process towards mentorship of pediatric audiology and finally telehealth.  I had a preexisting relationship with the community as a whole, and furthermore, I have preexisting relationship with Chandace, who is the audiologist who took over the practice when I left, both personal and professional one.  So there was kind of an established trust in our working ‑‑ in our working relationship.

As she came into the community, she was just beginning her practice which isn't to say that she didn't have previous experience, but she was new in the professional realm in that community, and the other part was that she didn't have any pediatric experience really to speak of and furthermore, wasn't necessarily an interest of hers and, again being like I mentioned, there was that preestablished pediatric population that I had already identified when I was the audiologist there within that community.  So there was that need that was seen by professionals in the community, as well as the population itself, and as you may or may not know, that there tends to be kind of ‑‑ just a real feeling in small towns of kind of that gathering together to get the job done.

And furthermore, I left behind a whole lot of equipment that could be used diagnostically that was not available in some of the other rural sites that we were looking for.  So we didn't have the added obstacle of coming up with a diagnostic ABR, ASSR, Verifit all of those things that we look for in providing quality pediatric care.  It was all there waiting for us and ready to be used.

This project was more of a project, not specifically in telehealth, although that's the end goal, but more of a process of mentorship because as a mentioned before, I was working with somebody who didn't have the experience in working with pediatrics and so we were going to need to really start from the beginning on a lot of things and I think that that provided a lot of advantages in the sense that I wasn't trying to intervene in a relationship that somebody ‑‑ another audiologist maybe already had in the community and working with pediatrics.  Many communities have audiologists that serve pediatric populations out of need and have done just fine for years and may or may not see a reason to change, however, in this case, we had somebody fresh coming in that really saw a need for education and development.

So when I first entered her practice, I did so through kind of high volume specialized clinics in the sense that we took a couple of days aside where I would go do and do site visits and actually do direct care with the patients and Chandace served more as an observer in ‑‑ in kind of a test assistant in learning how to work with the pediatric population and kind of smoothly tried to progress and move forward through there, transitioning into kind of a partnered care, where we would move forward and see patients, both of us together kind of presented ourselves as who would be working with the child.

And then transitioning into more of Chandace being the mentored audiologist taking the lead role in patient care, much like many of us would work with students kind of would do things.  That was really the role that Chandace took on and I think we both appreciated and I think that's hard for a lot of us who are already established in the profession to kind of take on this new role as again being a student after you have already been degreed and have experience and so being able to take a step back and kind of take ego out of it has been seen as a challenge and something that's worked well in our particular circumstance.

And from there, kind of moving into this relationship of having more direct or indirect supervision kind of depending on the particular case, and finally some off‑site collaboration where Chandace was more and more seen audiological pediatric patients without me physically being there, but before we quite had the telehealth equipment in place, it might be a situation where she was calling me on the phone to discuss result and/or faxing our tracings over to look at things and review them and see how we should move forward collaboratively for the patient care, and then finally with telehealth, we've reached a point now where we're able to do ABRs with me or somebody else at my site being completely off site, and ‑‑ but still live in order to support Chandace or potentially take them over in tricky situations or as needed.

So I would like to hand this over to Chandace and kind of share what her perspective has been throughout this process. 

>> CHANDACE JEEP: Good morning.  So my name is Chandace Jeep and I'm a private practice owner.  And so when most people think of private practice, you don't think of pediatrics.  You think of adult patients for the most part and usually hearing aid sales.  And so for our site, it is interesting in that we are not only viewed now as a pediatric site, but also the process that it's taken to get us there.

So from my experience, I did graduate with my AuD through a residential program.  I had a wide variety of training.  My fourth year rotation was at a dizzy balance clinic.  So I did more maybe vestibulars for three otologists and I had three audiologists to learn from but also to be able to work together and collaborate.

So then I moved back to my Hometown in a small rural area of 16,000 people, where that was always my goal.  I always wanted to be a private practice owner.  I knew that from a very early point in my field and in my schooling, however, I didn't expect some of the areas that my practice went into and I'm thankful for them.

The area that I live in and its surrounding community is unique in that we have a lot of small towns that must drive anywhere from 20 minutes to an hour to get to our big town, and so in that sense, it's difficult for people to fathom, I guess, the surrounding area being much larger than just 16,000.  We do encompass New Mexico because we are 45 minutes from the New Mexico border.  So we see also a lot of patients from the reservation and we do have a diverse population of Native Americans, including Ute and Navajo tribes.  A lot of audiologic care that's needed there.

As far as our distance, if we did have patients prior to Stacy coming into this community, a lot of times these families were told to move, which is not only not okay, not acceptable, but also if they did need care, they needed to travel.  So they needed to travel to Denver, Colorado.  And they needed to travel to maybe Albuquerque or maybe Salt Lake City.  The difficult thing about that is there are a lot of passes over mountain regions and in snow, sometimes not passible for a lot of these families, taking time off of work and away from school to travel eight hours to Denver to stay for a few days, have testing done and then return home is oftentimes not an option.  Albuquerque is four hours away and Salt Lake City is seven.  For the most part, these patients did not have access to care.  So for the circumstances I was brought into.  Stacy had identified an area of need and she gathered support from the physicians and was able to get equipment and implement the use of this equipment successfully.  Unfortunately after she left, there was a need still there that was then not being met and when I came down to purchase this practice, though that was not my area of interest ever when I was going through schooling, I still identified that as a need as well.

So we had looked at this option initially as Stacy coming down and continuing to see those patients, and at some point it was to be transitioned into a partnership and then moving forward with me seeing those patients, however, I still don't have anybody to bounce ideas off of, look at waveforms with and run ideas by them.  So fortunately we were able to look at telehealth as that key piece for our practice as we transitioned into that stage.

So at the point where we were looking at how do we implement Stacy's expertise an a lot of the value that she had brought to the community, and then take my interest of a private practice and merging the two, we were able to look at how our ‑‑ our services could be combined and yet though I could have that transition of being mentored and being put back into almost a student role where I have to learn and accept that I do not know anything in this area, and had to be able to absorb it all, I also needed to be able to move forward with keeping a private practice running and functioning the way that it should be.

When we look at the practice now, and the impact that this process has had on it, though we have a huge population that was being seen of pediatrics for our area, it's actually increased.  So our site is seen as a highly skilled and highly needed pediatric site.  We receive referrals from many places.  We also have had an indirect impact on that, that has led to positive implications with how a private practice does run.  So we've had excellent referrals from our physicians and increased established care within those roles of being able to make sure that our private practice is able to make money and survive even though we are seeing a high number of pediatrics.

So when we look at how telehealth is implemented, some of the lessons that we have learned that have been helpful for us to look at other sites or other offices that may implement telehealth, for us, it does take a lot of time, not only for this process to be used but for it to be used correctly.  It also is required that we have excellent IT on both ends.  And so as far as that technology piece and making sure that we can have everything set up and run smoothly is a challenging and able to operate this equipment in day in and day out activities if needed.  There's a commitment on all parties involved, not just from the people who are writing grants to help this out, people who are supervising on the other end, people who are being seen in our clinic making sure that we have everything in place for HIPAA, being able to look at all the professionals that can be implemented in telehealth that may not be in the audiology department at university hospital, but then them also pulling resources for our patients based on their needs and then also this learning curve.

This is something that we have all figured out, each time that we come across a set of ideas we have to revise it each time and we learn something new each time that we have taken the next step.  So at this point, we are looking at ways that we can pull in more professionals that might be needed for patients, for telehealth, and being able to have families connect maybe with a geneticist who we do not have in the area or maybe with the speech pathologists specializing in hearing loss and their specific disorders who perhaps they have met once on a trip up there, but to be able to have ongoing care and not have to make that travel being able to not only communicate with the audiologist but also being able to community with anyone else that these pediatric patients may need.

Do you have anything else to add, as far as ‑‑

>> SANDRA GABBARD: We just have a few minutes left before it's time for the next presentation.  Are there any questions? 

>> I just would like to add that before Stacy started in Durango, they had been screening for over ten years and never identified one baby.  You put a pediatric audiologist in that community, she identified three within the first six months she was there.  And the population has grown.  So we know that infants were not being diagnosed at all.  They were being missed.  They were being lost to follow‑up, and it was simply because these families didn't have access.  So, again, I think that's a real encouraging tribute to ‑‑ or encouraging motivation to continue with looking at telehealth for our rural populations.

Halle?

(Inaudible question)

>> I love that question! 

>> SANDRA GABBARD: I made her.

>> CHANDACE JEEP: I came kicking and screaming.  She was dragging me into it.  I had no intentions.  I was not at all interested.  It was a very long process, but as time had went on and being able to see Stacy working with patients and families and then doing the partnered role, not only was it fun, but also it was far more challenging than anything I've done professionally.

You can't ‑‑ you have to have your game face on.  You have to know what you are doing.  There's an intention in every move you make with pediatrics.  There's a bigger scheme of it, of their future and after that, I think the biggest piece was it's far more rewarding.  So that is what transpired from all of this I would say, is that ‑‑ I would say I'm still in the process of becoming a pediatric audiologist.  There's still things where I have to use telehealth if I have certain patients, I will be remoting in and having her see the ABR while I'm running it live so that we can reduce the needs for follow‑up appointments for these patients to get them diagnosed quickly, but, yeah, it was a ‑‑ it was definitely a process that was not easy for me.

>> STACY CLAYCOMB: I think one of the things that you maybe alluded to or that I mentioned briefly, but that we kind of talked about a lot in going through this, is that there's that community feeling of things and that buy‑in, that this is what the community needs and it might not be what I want but it's what the community needs and it's what's best for everyone.  I think that's something that you can get from not just her as a person, but in tapping into some of these smaller communities that need access to telehealth, but might not know it.  That's maybe where of it can come from.

(Inaudible question)

>> STACY CLAYCOMB: That's a good question.  So the project right now is part of a grant, and so at this point, money is not so much the issue, as far as I'm concerned, it's all free, but Sandy is walking quickly up here and she's about to tell us different.

>> SANDRA GABBARD: This project really would not be possible without MCHB support through the LEND, because currently on we ‑‑ the parent site we do not bill for our services.  But on Chandace's side, we want her to be able to access the reimbursement.  So Chandace reimburses just like she were providing direct service.  We are there to help coach her.  However, we have made a long‑term commitment to continue to be accessible to Chandace, but our time commitment is gradually decreasing fairly dramatically.  I think if you have some up front investment in being able to support this process, that the long term sustainability is going to be relatively straightforward for us, I think partly because you have relationships built and these kids, for example, if they need a cochlear implant, they have to come to our site.  So we feel like it's necessary for us to be a center of excellence in the region.

(Inaudible question)

>> SANDRA GABBARD: Let me also add in our early intervention process and I think we have to stop after this, we do bill for speech language intervention when our child is on site but our partners are usually in the education setting and they do not bill third parties.  So we have that partnership.  So our speech therapist is doing kind of demonstration therapy but we can bill for that because of the relationship that we have.

We will be around if anyone has questions afterwards. 

(Applause)

