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>> BRAD GOLNER:  Good morning!  I am your moderator for this morning's plenary session.  I am a chapter champion for Arizona, and I am also on the EHDI task force, and I am also on the planning committee for the national EHDI conference.  
I am very honored to present to you Dr. Albert Mehl who will be talking about Medical Home and EHDI.  So let me tell you a little bit about Dr. Mehl.  Dr. Mehl has been a pioneer for EHDI and newborn hearing screens, which started in 1992 when he agreed to help implement a newborn hearing screening program at Boulder Community Hospital.  He was also instrumental in getting Colorado's newborn hearing legislation passed in 1997.  Currently, Dr. Mehl serves as chapter champion of Colorado, and also as the chairperson for the EHDI task force. 

In addition, he is also the AAP representative to the joint committee on infant hearing, or JCIH.  Last year he also received the Maxon Award for EHDI excellence.  As a pediatrician, Dr. Mehl has successfully implemented the Medical Home concept in his own practice using a team approach with the audiologists, Hands & Voices, parent guide, and early interventionists working together all for the benefit of the child and the family.  
I can tell you as myself as a general pediatrician, I see a lot of special needs kids, and the medical home concept is really critical for the continuing success for those children and their families.  And certainly in the future with Ed's help, of course, we certainly plan on seeing a lot more children identified with hearing loss, and the medical home is just critical to continue which is why I present to you Dr. Mehl. 


(Applause) 


>> DR. ALBERT MEHL:  Thank you so much!  Brad is much too kind with his words.  For truth and advertising the first part of his introduction is terribly wrong.  I was not at all instrumental in instituting newborn hearing screening in Boulder, Colorado.  Someone twisted my arm.  I said, what harm could it do?  


(Laughter) 


And I guess we got started.  I learned a lot along the way, but I certainly can't take credit for understanding the principle at the time.  And at the end of his introduction I fear is very inaccurate.  I am pretty sure I have not successfully implemented the Medical Home concept in my practice, but perhaps I am moving in that direction.  It is a great pleasure to be here.  And a great pleasure to be here with all of you and I'll take a moment right now to recognize all of you and the work that you do.  This has been the most exciting of adventures, and I am very privileged to be along for the ride, and I will offer you a few words today.  The -- I am reasonably convinced I won't be as inspiring as Howard Rosenblum yesterday.  Wasn't he fantastic?  That was really a great talk. 


(Applause) 


And I am absolutely sure I won't be as inspiring as a 5-year-old video of Marion Downs.  


(Laughter) 


I thought about taking the lead from the cheerleaders.  I thought we could do give me a "E"!  


(Laughter) 


"H"!   "D"!  


I think I won't go there either.  As is obligatory I will start with my first slide.  I don't have relative financial relationships with manufacturers, and I don't intend to discuss unapproved investigational uses.  


(Laughter) 


I did pay too much for my car.  


(Laughter) 


I am not a great tipper.  I will not charge extra for questions today unless they are silly questions.  And there are no silly questions.  We'll see if we have time for questions.  


I did want to tell, you know, I was inspired by Howard Rosenblum and Marion Downs, but I wanted to tell you a little story that inspired me this week actually, and some of you heard this earlier in the week.  Some of you physicians in the audience, like myself, because we've become involved with this effortn my case quite accidentally, but I have learned a lot.  And occasionally I have families referred to my practice because a child has a hearing loss, and someone knows that I have at least a tiny bit of expertise in the field.  And so they join my practice.  And for that reason I have maybe just a few more children in my practice with hearing loss than the average physician.  This last week about six days ago, a family had changed insurance and moved to town and they showed up in my office for their very first visit. 

They had a little Burl 18 months old.  I came into the examine room and she had a hearing aid in both ears.  I said, "Oh, tell me more about the hearing aids?  Was she detected at birth in the hospital?" They said she had a newborn hearing screening and she didn't pass.  I said what's your recollection of how long it took to sort of have her come back for a recheck in she said it was just a few weeks, maybe three weeks.  I said so I presume she didn't pass the recheck?  And mom said that's right.  I said how long did it take before you had little baby hearing aids for her?  She said it was about 3 1/2 months.  And I said, how is it going with the hearing aid?  She said, well, at first it was hard.  She didn't want to wear them, and she would take them off. 

But around one she decided she liked them.  Now it's going fine.  I said, tell me about her language.  She is about 18 months old now.  You can take a guess at how many words she says?  Mom said, 40, 50, 60.  She has about 2 dozen signs.  I said, wow, that's great.  And then I said, so I suppose you've heard about my work?  And she said no.  


(Laughter) 


We just need a pediatrician.  We're due for shots.  


(Laughter) 


And to me that was the entirety of the success story is she now had arrived at a point where she didn't need a special pediatrician.  She had gotten early intervention, just about like what we would like it to look like in an ideal world.  You know, she had a few tears, and they dealt with the fact that they had a baby with hearing loss, and they had moved on from that the baby was having a fabulously good outcome.  And so that was really a very inspirational moment for me and I hope for you as well.  I want to give very short idea about the evolution of the role of the primary care physician.  Because some of this I was involved with.  I listed this first date, and it might not be perfectly accurate.  But around 1955 Marion Downs was working on this project.  She was realizing this was a problem. 

Within a few years she would be publishing data about trying to test newborn hearing with noise makers and startle meters and things like that.  I picked the date 1955 because that's when I was born when Marion Downs was already busy doing this work.  I like to think of her as a woman who had the right idea in the right place at the wrong time, but she has been awfully patient to wait for technology and the rest of to us come around.  I did get involved in 1992 very accidentally, and at that time we thought, you know, now that we know the problem, we will educate, we will give the primary care physician the knowledge to participate and become a leader, and we will achieve successful newborn hearing screening.  It was only a few years later that we decided we were terribly off base. 

We needed to give the PCP just enough knowledge to get out of the way.  That we had physicians who based on their training and what they thought they knew were a terrible obstruction to what we thought should be happening.  I gave a talk in Australia about newborn hearing screening around that time, and a very interesting thing happened.  A physician from the community was in the audience, and he came up to me afterwards and he said I only came here for one reason tonight.  I came here to tell you how wrong you are.  But I decided I might not be correct.  And he left.  And he was going to be the barrier in that town to successful newborn hearing screening, and he got enough information to choose not to be the barrier.  And interestingly, someone else in the audience became the hero and took that information and became the advocate in that town and in that province and in that country and many countries around the world have had the same experience. 

Well, around 2000 I think that we finally decided we would never reach the doctors in training.  Maybe we could go so much the residents.  Maybe in a generation we would at least have knowledgeable physicians.  And I think it was more around 2005 when we began to talk more about the banner of Medical Home, and maybe how can we leverage that language and somehow magically the primary care physician could become knowledgeable and an advocate.  The magic hasn't happened just yet.  But we'll see what -- and I am going to give you a sort of 2011 view of Medical Home that has all of that flavor to it, the flavor of frustration and the flavor of how can we move ahead from that.  The med cad home is described not as a building but a philosophy of care that emphasizes the primary care physician. 

I should take a moment here to say when this language first started to be used in EHDI, there was a lot of discussion about whether the primary care physician was the wrong place to have the medical home, that the physician wasn't knowledgeable enough, that the physician didn't really have the expertise, that the physician that we couldn't bring all of those physicians along the path of understanding the problem well enough.  Maybe the audiologists should be the Medical Home.  Maybe the otologist, the otolaryngology should be the medical home.  I think that as that discussion continued, we realized that there are an awful lot of things that happen at the level of the primary care physician.  Some are practical, like referrals.  You know, there is paperwork coordination that has to happen at the level of the primary care physician. 

And really that becomes a piece of what Medical Home is.  The physician coordinates things that are medical in nature and non-medical in nature in terms of the primary care physician.  Some of these children have other special needs, and the primary care physician become as clearinghouse for some of that information.  And undoubtedly there is a sense of trust between families and their primary care physicians.  Sometimes it's earned, and sometimes not, but it still exists, and that person has a huge sphere of influence over those families, and that influence can be a barrier and be destructive or obviously it can help lead us down the right path.  I think for all of those reasons we've kind of recollected the energy around saying, "Well, if the primary care physician is the Medical Home, what should it look like?"


There are some words that the American academy of pediatrics uses to describe the medical home.  And most of them start with "C." So I changed this slide so that all of them will start with "C." Isn't that cute?  


(Laughter) 


So the first is around accessibility, that the primary care physician's office is comfortably accessible.  


(Laughter) 


And I am sure I know what I think that means, but obviously it has to do, there are layers and layers from what this looks like from telephone calls to appointments to getting a question answered to knowing systems.  And that sounds like a wonderful ideal.  I would certainly vote for that.  That the care is continuous at the level of the primary care physician.  That certainly sounds like a good idea, although you know as years go by we see less and less continuity in the world of medicine.  For 20-plus years I made rounds in a hospital on all my newborns every morning before I went to the office to see patients.  And now I don't.  And so the care, as much as I would like to tell you is continuous, we have to fight to make it continuous. 

The world is making it a little more fragmented as time goes by.  And we have to try to at least preserve the pieces of what we think continuous should look like.  The care is family centered or centered around the family.  That makes perfect sense to me.  I am not sure that's a new concept.  I am sure that our mentors from training thought of the care that they delivered half a century ago as centered around the family.  That the care is coordinated.  I think that this speaks a little bit to the process of the issue of insurance referrals and making sure that the left hand knows what the right hand is doing.  That the care is compassionate.  I haven't quite figured out a compassion meter or a way to measure compassionate.  I haven't had anybody volunteer to me that they think that they are in the lower half of compassionate in town. 

But I suppose I would vote yes if asked if this were important.  And that the care is culturally competent.  I think that we're learning about that as time goes by, and I think that we're learning how much that just doesn't speak to the first language of choice, but to all of the other issues around cultural awareness and cultural competence.  These are all great ideas.  One of the physicians in Hawaii, I worked with Cal, and I new him personally, and he was involved in think being this, and I often thought this was a way to sort of organize a thinking process about I think what our mentors taught us years ago, and maybe we've sort of lost track about what the physician's responsibilities are.  But they are only words, and even when they all start with "C"it's only cute. 

I mean, they are hard to measure.  I am not sure exactly what they mean.  It's a goal to shoot for.  I don't have any physicians in my community who say, "Well, I have the practice that's not all that continuous.  And I have the practice that I have chosen to make not that accessible." And so the words to me are a little bit don't quite ring true in terms of what does that mean or how does that move us forward?  


I think this is especially true when a doctor is faced with a condition that is low incidence.  So on average, a physician who works full-time might see a child born with hearing loss maybe once every three years, or four years, or maybe even five years.  So the idea that we're going to have all of those physicians ready the day that happens and perfectly educated is hard to imagine.  Now, there are other -- I've put a list of medical conditions here that are similar in terms of their frequency.  Children are born with congenital heart disease into my practice maybe once a year, something like that.  Some have common forms and some have uncommon forms.  I probably have a patient with new diabetes diagnosed in my practice once every two years or so.  Leukemia might be 10 years before I will see another case of brand-new diagnosis of leukemia in my practice. 

Cystic fibrosis, something similar.  Cerebral palsy, maybe more often.  Maybe we're doing better as time goes by.  Phenylketonuria, a doctor will practice for a year and see one new case of this on average in their practice.  And hearing loss as I mentioned, perhaps three years or four between the onset -- between a new case in my practice.  So just how is it that a physician is supposed to be prepared to see these low-frequency issues in their practice and somehow be knowledgeable about all of them?  I think that we used to think that expert knowledge was the answer, and I am increasingly convinced that it is not.  I want to therefore use a little example, and I want to try a little exercise with you.  So those of you who are practitioners who deal with newborns, who are born with hearing loss, I want you to think for a moment, and in a minute I am going to have you shout out one-word answers to this question. 

I want you to think for a moment the next baby who is born with hearing loss into that arena.  I want you to think about the primary care physicians that baby might see.  This would be pediatricians or maybe family practitioners.  Think of those people who might be the medical home, and think in your mind of one that you would particularly like it if the child ended up in that practice.  And I'll call that Dr. Smith Jones White.  And you have another name.  You will be thinking of who that is.  But the sentence I want you to think about is, "I would really like the child to end up in that practice because I know Dr. Smith Jones White is always so very blank."


I hope that child ends up in the practice of Dr. Smith Jones White, because Dr. Smith Jones White is always so very -- so very what?  Can I see a hand or two?  Here.  


>> Audience member:  Thorough.  


>> DR. ALBERT MEHL:  So very thorough.  


>> Audience member:  Competent.  


>> DR. ALBERT MEHL:  Here?  


>> Audience member:  Compassionate.  


>> Audience member:  Conscientious.  


>> Audience member:  Open.  


>> DR. ALBERT MEHL:  Open.  Oh, I love that that's about right.  One last one in the back.  


>> Audience member:  Willing to listen.  


>> DR. ALBERT MEHL:  Oh, I love that!  Interesting that competent slipped in there.  But did you notice how it only had a small place in that list of characteristics?  So I am going to offer you another list about the medical home, and, oh, they all start with "C." Isn't this wonderful?  


(Laughter) 


I would like to find a medical home for this child where the doctor is comfortable in his or her ignorance.  So rather than competent, which is great, since I know that we won't have everyone totally up to date on hearing screening, and whatever we teach them today will be wrong in three or four years when they see their next child with hearing loss, I would like to find a doctor who really has the sense that they don't know everything, and that self-awareness is actually a big important part of their practice.  And along those same lines, committed to education.  So the doctor who realizing that their knowledge is incomplete is always willing to seek out extra knowledge from a textbook, from one of you, from a specialist.  I think in our world in particular the doctor that cooperates with non-physician providers is huge. 

And I would like to think that all physician does this, but if they do that, some do it better than others.  I think that's probably an attribute we should emphasize.  And is co-management style friendly?  That the idea that the specific working in tandem with the work that you do, with the work that a specialist does, with a work that a developmental specialist might be offering or the geneticist.  That there is this spirit of co-management that is a workable phenomenon.  Connected with the family.  I think that this is huge.  It's always been important.  But I think that it speaks to that one extra phone call or that one extra effort that it takes to shepherd these families through the pathway that they find themselves on.  And clever about advocacy.  I think increasingly as we see the economic world of health insurance and the needs of these children both in the health insurance arena and also in the educational arena, some sense of cleverness about how the physician can be part of that advocacy for the child. 

I think there is a really important "C" word I have left off on this list, and it came up earlier this week, and the word is "compensated." I think that increasingly medical homework looks like pro bono work.  And, you know what?  We all understand that, and we all do that work, and yet do I think that there are people who are looking at the medical home model as also a way to compensate for really important work.  Hopefully that idea will continue to grow.  Although I would have to say that compensation for being a medical home is certainly in its infancy.  And the last word that starts with a "C" here, I envision that this physician is more like the conductor of an orchestra.  You know, the conductor of an orchestra has a lot of background in music, and might very well play several instruments. 

But it's a safe bet that the conductor of the orchestra doesn't play every instrument.  And yet they have the ability to be in that position of orchestrating, of directing, of coordinating many talented people.  And the role, as you might notice sometimes, can be very small.  A conductor can look very small as an orchestra proceeds through a piece.  There are some places in the symphony where the conductor's very busy.  But there are other places where the conductor can kind of lay back and allow the orchestra to do what they're doing.  And I see that role as similar to the primary care physician in the medical home.  I want to tell a little story, and I'm going to wander just a bit away from the medical home idea.  But I want to blend the idea with some things about learning models and how we can leverage the medical home idea as well. 

I want to tell you a story of a very talented pediatric colleague.  She is a highly respected board certified physician.  She is trained at Stanford University.  She is 12 years out of her general pediatric practice.  By the way, that's perfect if you are looking for a doctor.  Not too young and green and not too old and set in their ways, you snow that's just perfect!  She works 12 feet away from me.  she has attended CME presentations on newborn hearing screening.  She is very facile in the use of computer technology which you will learn I am not.  She had an infant born into her practice with a failed newborn hearing screening, and a timely diagnosis of bilateral moderate sensorineural hearing loss.  The mother said she red recommendations about a genetics evaluation and asked her for her opinion. 

So she walked 12 feet and knocked on my door and asked me, and I said, "I know the answer to this question, but if I weren't here, would you pretend you had to find out the answer yourself?  What would you do?""


She agreed to my experiment.  The first thing that she did was look at her book shelf of an assortment of textbooks.  She rather quickly realized that that probably wouldn't be all that helpful to her.  That it wouldn't be focused.  It might be old information.  She probably wasn't going to find it there.  She looked -- she had shelves of her recently-received monthly pediatric journals.  She looked at those for a moment and thought unlikely she was going to be able to thumb through those and find something.  So she Googled, and she typed in "infant hearing loss genetics" and she got some marginally useful information.  She went to some websites that you and I are all familiar with.  I watched her go to the NCHAM website.  I watched her go to babyhearing.org. 

They were very good websites, but as she struggled to sort through those she quickly figured out that she wasn't getting the information that she needed.  She went to the AAP website.  She was unable to find the fancy beautiful multicolor EHDI algorithm that we presented than we're so proud of.  I watched the screen go by, and I thought, there!  There!  There!  No, no, there it goes!  Oh, you missed it.  


(Laughter) 


And she went to the CDC website thinking that might help and found, again, some marginally useful information.  And finally she sent an e-mail to one of her otolaryngology colleagues who gave her information that was partially correct and partially incorrect, and she stopped.  It made me realize that we have a lot of work to do to sort of think about where we're putting all of this correct information and how we're making information flow or not flow into the hands of the people that know it.  And I put these words up here.  We will not now solve with words what we have not yet solved with systems.  And I am pretty sure everything I have done so far today is mostly words and less systems.  And I am going to just think about that with you.  I want to give you an example. 

In Colorado, we are very proud of the work that we did, and we've done, in that state.  And we've made a lot of progress.  When we recently went to audit, did the results of the hospital-based newborn screen appear in the outpatient chart?  It was dismal.  We didn't have any statewide system to make sure that happened.  We had few hospital-based systems to make that happen.  The few that were trying to make that happen were incorrect much of the time.  The system -- in my hospital, I had a form where they populated the word "normal" on every newborn hearing screening and then hoped somebody would change it when it was abnormal.  And so we were embarrassed to sort of see this idea that we had not adequately addressed with systems this rather simple question.  Now, I want to put in perspective medical home. 

Marion Downs in her work in the 50s never mentioned the word "medical home."She knew what was needed to be done.  She found the right person whose arm to twist and she just made it happen.  And even in 2010 John Eichwald sent recently a copy of this worldwide document of the World Health Organization's summary of newborn hearing screening in countries around the world, and the document doesn't mention the word "medical home." And I was thinking about some of our screening successes in blood spot screening, PKU, hypothyroidism.  You know, as a country and as a state we have an incredibly successful system to screen for hypothyroidism.  We never did a public service announcement.  We never invoked the words "medical home,"  we just looked for systems that were logical and sequential and made the process work. 

And I think that continues to be our challenge to somehow decide, well, if we're going To talk about the concept of medical home, let's make sure that we don't abandon the idea that we need systems that identify the problem and that solve the problem.  So this is my moral of the story number 2.  I am going To suggest to you that if something doesn't look like just-in-time learning, then don't expect it to work.  Now, let me speak for a minute about just-in-time learning.  Some of you are familiar with this concept that is sort of if a learning opportunity arrives to you at the time when it's most important to you, it's going To be the most effective.  And I am going To give new a minute a little bit of visual on how to think about just-in-time learning.  And remember it.  I Googled just-in-time learning, and I discovered that educators are even more wordy than us. 


(Laughter) 


So I am not going To suggest that you Google that term, but instead wait for a few slides that follow that will hopefully help you to remember the ideas.  But I would like to suggest that, you know, there are places in the sequence of events when one of us as professionals receives information first.  A failed screening.  A family who didn't return for follow up.  A confirmed hearing loss.  And then we need to know who needs to know that information next, and what do they need to learn in the process of receiving that information?  What is the little package that should be tied up with a bow that we would call just-in-time learning?  How do we connect those dots?  And I am going To suggest that somehow this package arrives at the right time. 

It states clearly what the professional or the parent, you can use the model for either, needs to know at this moment in time and what they need to do.  It says why the information is important.  It says where the recipient can go if more information is desired, and it fits on one side of one page.  And I said that loudly for a reason.  Because if you hand the parent a three-ring binder and say, "Here is the information that you need,"  it's not going To be effective.  So let me give you some examples.  A baby who passes the screen at their hospital, they are done.  And you could send this package of information to the doctor's office with some just-in-time learning, and it might look like this.  "Congratulations, your baby passed the hearing screening.  Please note newborn hearing screening is not a guarantee of life-long normal hearing. 

Please remember to follow the language development as recommended in the Bright Futures outline.  Please remember to respond to parental concern about language development.  Thank you for your attention."


Or what if the baby passes the newborn screen but has a risk factor?  The just-in-time learning to the doctor's office might say, "Good news, your baby passed the just-in-time learning.  We identified the following risk factor.  You should know that the JCIH recommends a repeat hearing screening at least once in the next 30 months.  Thank you for your attention.  For more information, please visit." Or the baby who fails the rescreen, and the just-in-time learning doesn't need to teach the doctor about one and three and six, but maybe it just needs to teach the doctor about three.  Your baby failed the re-screen.  This is a developmental emergency.  Your baby's hearing needs to be reassessed by a qualified audiologist.  All of this should happen before three months of age. 

So I am giving these examples as these small packages that augment the information that we're trying to send out in large packages in terms of educating physicians.  I will give you another great example for parents, and some of you heard about it or maybe even saw it this weekend, a video prepared by Hands & Voices called "Lost and Found." And it's designed for the baby who fails the hospital screen.  And it's a six-minute DVD that the parent can watch.  And it talks about how important it is for you to return for your re-testing.  And it's just a little bit scary, and it's a little bit scary on purpose because we want people to be just scared enough to make sure that they come back.  It's really well done.  By the way, I think that you can see it at handsandvoices.com. 

But one more example of a small packet of information that arrives on this timely date.  This came to my desk.  It was about a little boy, Eddie E EHDI.  It says dear Dr. Mehl, are you listed as the primary care provider for this child.  The initial newborn blank was found to show blank.  Given these results, this child might have blank, and we recommend that you blank.  If the infant, blank, then we suggest blank.  


I won't keep reading except that you can see that, gee, this looks like -- this could be a hearing document, couldn't it?  It could be about a baby who failed the newborn hearing test and needs to be rescreened.  Here are the things that you need to know.  It fits on one side of one page.  It turns out that these words were taken off the result I got for hemoglobinopothy screening on a blood spot.  And this is the style that I would like to think that we could continue to grow in terms of just-in-time learning.  Turns out that I got a second page, and it said, "Here is a copy of what we sent the parent." So as the doctor, I also got to see the information that the parent got, which was similar.  The literacy level was written at a slightly different level, but it was same in principle the same information. 

I have to give you some other examples of just-in-time learning to help the idea to sink in.  I moved into a new home recently in a little homeowner's area, and I got a big three-ring binder that said "Homeowner's Manual." But it had a front page, and the front page says this, "Trash days on Wednesday."


(Laughter) 


"Make sure your trash is covered.  We remove the snow from the sidewalk by the street.  The rest is your responsibility.  Dues are due by the 1st of the month.  There is a late penalty.  Welcome to the neighborhood."


(Laughter) 


What a perfect example of just-in-time learning.  Oh, and it said, "Please feel free to open the binder for more information." So it told me where I could go for more information.  It was just perfect.  How many of new this room have trained or seen or held in your hand an automatic defibrillator are now in so many places like schools and airports.  Leave your hand up if you have actually used one on a human.  I saw one.  Interesting.  I have not.  Now, think back about how much of the information you remember about how to use it.  I remember almost none.  But I remember one thing.  If you open the box, the instructions are inside in a just-in-time learning model.  The blue pad goes on the right shoulder.  The yellow pad goes on the chest.  Read the screen. 

This is a shockable rhythm.  Shock now.  Isn't that great?  It's a just-in-time learning model.  Now I am going To have a long list next of things that aren't a just-in-time learning model.  I should have given this talk to you two days ago because you have been busy doing all of these things.  Lengthy written information in a binder.  Posted information on a website.  Educational materials for CME credits.  Residency training programs.  Hospital presentations.  Grand rounds.  None of this is just-in-time learning.  State guidelines.  Statements of the joint committee on infant hearing.  Now, I'm not suggesting these are bad things, but don't expect them to work.  Don't expect any of them to move the needle or make a difference. 

They need to augment systems that also allow for just-in-time learning for physicians in practice, for primary care physicians, for audiologists in your area, for parents.  Okay.  We're coming to an exercise.  I don't think that this translates very well through sign.  Can you show me how to sign nah, nah, nah?  


(Laughter) 


Does anybody recognize the song yet?  Someone in the back?  I'll tell what you it isn't.  It isn't "Jaws", nah, nah, nah.  It isn't "Hey Jude."But most of you will recognize this when I begin.  And you will help me when the next slide appears.  


Nah, nah, nah, nah, nah, nah"Batman"!  


There are a few young people out there who have no idea what we just did.  


(Laughter) 


This is the most important slide of my talk.  


(Laughter) 


Because I hope it will help you remember something.  But first I have to tell you why I thought of this by adding this slide.  I have a little boy in my practice.  He is 4.  His name is Mark.  He told his mom once that his two favorite people were Santa Claus and Dr. Mehl.  


That's what I said in my career I have worked in this setting where I took call like many of the physicians in this audience at nights for many, many nights and made appearances in the local emergency room, and I am guessing, oh, I don't know, 1,000 or a couple of thousand call nights in my career.  But the night that he appeared at the emergency room I wasn't on call.  And he had not a huge problem, but a problem that merited a trip to the emergency room.  And he was waiting in the emergency room with his mother, and he said, "Where's Dr. Mehl?" And she explained to him think that wasn't working that night.  And he said, "But can't they just shine his name on the clouds and then he comes?"


(Laughter) 


I feel I let him down.  


(Laughter) 


But the reason I would like to have that image in your mind is because it will help you to remember this.  Every Bruce Wayne needs a Alfred.  Do you remember the show?  Do you remember the Butler?  Okay.  Half the audience is going Where could he be going With this?  


(Laughter) 


So I am imagining a scene, Bruce Wayne who is not busy being "Batman" but he is a superhero like your primary care physicians in your community.  


(Laughter) 


He is sitting in an overstuffed chair, and he is sitting by a fire, and he might be smoking a pipe.  This was in the days that we weren't so cautious about tobacco.  And Alfred appears with a silver platter with a silver top on it.  And says, "I've prepared a little dinner for you." "Oh, Alfred, thank you." Now, that's the image I want you to take home.  Because that's the image I want you to have about just-in-time learning.  It's served on a silver platter.  It arrives -- I should have retyped this slide saying it arrives just before Bruce Wayne even realizes that he is hungry.  It comes with a dainty portion size.  But Alfred let's him know there's more in the kitchen if are you still hungry.  And this is the image I would like for you to think about of their models of just-in-time learning. 

They need to show up for the doctor on a silver platter.  The silver platter in my office is a fax machine.  If you fax me something, it's almost like a magic wand.  It's in my hand pretty darn quick.  And I look at it, and I go, oh, okay, I can do that.  Fan it fits on one side of one page, please that would really be helpful.  And it comes, you know, maybe even before I realize I need the knowledge, your baby was identified with -- had a confirmed hearing loss today.  Oh, really?  They are probably on my schedule tomorrow.  And here is something that I should know, and here is where I can go for more information.  So I want you to remember the image of Alfred serving "Batman" as maybe a tool to help you to think about what just-in-time learning might be. 

And I tell you that you can -- the silver platter could be snail mail it could be the fax machine.  It might be electronic communications, but I have to tell you that I'm not at all convinced it's the electronic medical record.  Now, I have worked with an electronic medical record in my office for 13 years.  We were way ahead of the game.  And our hospital has electronic medical record.  And our-to-systems talk to each other better than almost anyone else's in the world.  And it is not the answer in my life.  And someone said earlier in the conference, "This will all change had we have the electronical medical record." And I thought to myself, "You're right it will be worse."


(Laughter) 


So if you have not figured out how to fax this to the doctor's office yet, don't assume that the electronic medical record will solve this problem.  It could be hand-carried by the parent, and I think that this is a great way to have redundancy built into what we do to give the parent something to hand carry to the primary care physician.  Or it can be hand delivered by one of us with a phone call or a meeting or offering that information, face-to-face, which can be so very valuable.  I am going To finish up.  I am going To tell you a few more morals of sorties.  Many hands make heavy work light.  That's us.  That's you.  A stitch in time saves nine.  So let's figure out how to do this before the electronic medical records people come to your office. 

So when they say, "What would you like it to look like?" You hold up the fax and say, "I would like it to look like that fashion.  It needs to fit on one side on one page.  It needs to float someone in a silver platter.  It needs to get there just before they realize that they even needed the information.""


The journey of a thousand miles begins with a single step.  No PCP is an island this is my favorite, though.  I think this is John Kennedy who said, "We don't do these things because they are easy.  We do them because they are hard." I would like it think of all of you as the superheros that make that happen.  Karl white quoted Archimedes, and I admonish you to go out there and be the lever.  Thank you very much.  


(Applause) 


>> BRAD GOLNER:  Does anybody have any questions for Dr. Mehl?  


>> Audience member:  I appreciate your presentation.  Thank you so much.  I do agree with you that the words that we use are very important.  For example, systems.  But on the other hand, the words do count.  Words sometimes are more powerful than the sword.  In this day and age we've seen and heard the same things over and over go the failure of the hearing test and what we need to do.  And we use that word "fail," and it's a powerful word.  It has a negative connotation.  Many of us are feeling that when the parents hear that specific word, that their child has failed at something.  It can be off-putting and very negative and unproductive emotionally.  So we need to get rid of that word -- that's words "pass" and "fail" with the hearing test. 


(Applause)

I agree with doing the early hearing screening, of course, but we need to focus on how we give those results.  Because the failure of the hearing test has that negative feeling for the parents.  That might cause the grieving process to go on longer than it needs to for parents.  So from the begin week need to think about that.  So that's my suggestion.  


(Applause) 


>> DR. ALBERT MEHL:  I want to thank you for that comment.  And I will expand on it a little bit.  The words are all powerful.  And as careful as I try to be with words and sensitive about words, I will never be perfectly sensitive, nor will I even remember what I meant to say and so I think as all of us have that struggle with picking the best words, and the most sensitive words, for any that I may have misspoke I will offer an apology.  But having said that, there is tension around those words for another reason.  And that is we have over years used even softer words, in particular the word "refer" for a baby whose hearing test doesn't confirm normal hearing.  And we have had some struggle about the fact that the word wasn't strong enough to get people to return for their re-check. 

And so I will admit that I am not convinced we have the right word and that we need to be sensitive to the issues that were brought up in this question.  And I think this struggle will go on.  We will continue to have the discussion about the word.  And to the degree that we choose words that are perhaps more carefully chosen than the word "fail" in the context of making sure that we guarantee that the baby who needs a re-screen gets a re-screen, then I think that we can grow both ideas at the same time.  


(Applause) 


Can we get the microphone back here?  


>> Audience member:  Hi.  I am from California.  I want to thank you, Al, for developmental emergency.  I think that physicians don't think that not passing a hearing screen is a big deal.  Certainly in California we find that physicians tend to be barriers in getting kids into services which is one of the reasons why we have our hearing coordination centers be doing all of that coordination work, because the docs don't have time to do it and don't think that it's at the top of the list.  So I think we need to change the way we format the message, and I love developmental emergency, and I think that needs to become our montra.  And think that physicians will respond to that.  


(Applause) 


>> DR. ALBERT MEHL:  I very much appreciate that comment.  And I am going To augment it a little bit by a nuance of someone who added that there is a subtly about a deaf baby born to deaf parents, that it is not the same sense of emergency in that the baby is born into an environment where language will happen right away.  Sign Language.  And so I think for the great majority of babies who are either deaf or hard of hearing and born into an environment that has to somehow figure out that question and respond and give the baby early language, that sense of emergency is an important word and I would like for all of you to grow that word as well because I think that it gives people the right sense of urgency about finishing the testing and returning for follow up, making sure that you've completed the path. 

We're probably out of time?  We are out of time.  But I will be sure to hang around the corner here if there are questions afterwards.  I think that we have a little more business before you leave the room.  Thank you.  


(Applause) 


>> BRAD GOLNER:  I would like to add to what Halle brought up.  We as the primary care physicians are developmental experts, but I don't think that we're quite -- as a community, I don't think that we're quite where we need to be as handling developmental emergencies, and that's what we need to improve on within our community.  So I have some acknowledgments to make certainly, and definitely some thank yous since we're on the last day of the conference.  And, first, our thank yous go to our outstanding audiovisual service company AES.  


(Applause) 


The phenomenal CART writers and ASL interpreters.  


(Applause) 


And tend to go unnoticed but can't forget the local volunteers serving as the room monitors.  


(Applause) 


Along with the USU's conference center for organizing this meeting with great care and skill.  


(Applause) 


And finally on behalf of the conference's co-sponsors, I want to recognize the 2011 planning committee and staff.  So when I call your name, please stand so that you can be recognized.  Martin Biel.  Jamie Cousins.  Karen Hopkins.  Casey Judd.  Mandy McClellan.  Ginger Mullin.  Sarah Rank.  Sharon Ringwalt.  Jackson Rausch.  Vicki Hunting, Melanie Klein.  Deanna McPherson.  Terri Patterson.  Howard Rosenblum.  Alice Eddy.  Lisa Weiss.  And finally I want to introduce Steve Richardson who will come up to start our award presentation for the posters and our EHDI website.  Thank you very much.  


(Applause) 


>> STEVE RICHARDSON:  I have been asked by all of the co-sponsors To represent them in handing out awards again this year for posters.  Excellence in posters.  And anybody who has ever had to do a poster I think has a sense of what's involved in that, taking work that may have involved a committee or a community over the course of months or a year, trying to distill that into something that fits on a two-foot by 4-foot piece of paper, and doing it in a way that the writing speaks for the entire project.  Having done that, also to persuade somebody to stand up in front of you and field questions from all comers.  It's a particular way to present information and deserves the recognition that it gets today.  52 people or groups took on the challenge this year. 

Probably the only bigger challenge would be the judges who talk about arm twisting who were gracious enough to volunteer to do this and put in some hard work, very intensive work yesterday, going To each poster and really absorbing what it had to say and looking at how it was presented, and trying to come to an agreement which they did on six awards out of all 52 there.  They had to break it down to just six.  I want to thank those judges.  Terri Patterson from Georgia Hands & Voices, Janet Farrell, the EHDI coordinator in Massachusetts, and Dr. Christine from the University of Colorado boulder who judged this year.  Thank you all very much.  


(Applause) 


I am going To read the category, and then read the names of the posters and the names of the people who put it together.  And I would like to ask them if they would, please, to come up to edge of the podium here just to keep the flow moving nicely.  And let's start off with, first, the award for scientific method.  The poster attitudes towards newborn screening for cytomegalovirus health styles 2009.  And the authors are Danielle Ross, Wang, Erica Din, Cedric Brown, Scott Grosse.  If any of are you here, please come up.  Any of them here?  We'll see if this gets to them.  Don't be shy.  


The next one for the family centered focus.  Goes to family weekend conference, empowering parents.  Nannette Nicholson, Kathy Shapely, Rebekah Talkington, Mandy McClellan, if any of you are here, please come forward.  


(Applause) 


These will have big blue ribbons.  You can't miss it.  Big 4H kind of ribbons on them downstairs.  Please go back and see them.  The next is cross-cultural focus.  The winner is identifying the variables that lead to poorer outcomes in our Spanish-speaking population can we level the playing field with authors Sandra Gabbard, Shannon Burns, and Krisstin Uhler.  Any of them here, please?  


(Applause) the award for communication methods, sound beginnings coaching families with LENA feedback.  Lisa Lopez, Helen Morrison, and Lindsey Rodriguez.  Would they come up, please?  


(Applause) the award for contribution to advancing practice, auditory neuropathy, and the authors are Lauren Bolek, Lindsay Watkins, Catherine haste, Andrea Hedley-Williams, and Linda Hood.  Would they come up, please?  


(Applause) 


We even have paparazzi in the front.  


The final category for overall impact the winner is the effects of maternal stress and child language on behavioral outcomes.  Author Nicole Girard and Betty Vohr.  Please come up.  


(Applause) can we have a round of applause again for the entire group for the poster winners.  


(Applause)

Thank you.  We'll let them bask in that for a minute while we go on to a new award this year.  The first time it's ever been given.  It's recognizing special excellence in a website by an EHDI program.  A very large group of reviewers, not just three, but quite a few across the country from Universities, from agencies, and from other EHDI programs looked at all of the state websites.  And it took two very exhaustive rounds of review to come to choose a winner, one among all of the state websites.  And the criteria are interesting here.  It's not just for accuracy, and it's not just because the site was attractive.  There was also requirement about usability and impact to the site.  It had to have resources that were relevant to all the stakeholder groups, to families, to health professionals, to service organizations. 

Its graphic elements had to go beyond just beauty, and actually directly contribute to the information that it was trying to convey.  And it had to be easy to navigate.  It had to be usable for everyone coming on it, and that includes people who -- whose first language might not be English, and for those who sometimes struggle with the printed word.  I like to thank especially NCHAM which helped initiate and shepherd this thing through the whole process.  We do finally at the end of it all came out with a winner that everyone agreed demonstrated this kind of excellence.  And the site that best met the demanding criteria for content, appeal, usability and usefulness that was a valuable tool for all of the stakeholders, this year the award goes to Pennsylvania. 


(Applause) 


And Pennsylvania had said they want it to be known that this EHDI website was developed by the State EHDI program and the Pennsylvania chapter of the American academy of pediatrics.  And so if these people are in the room, Pennsylvania would like you to come forward and accept this on behalf of their program.  Arthur Florio, Dr. Robert Chico, and Lynn Hepp, the website manager for AAP.  


(Applause) 


Do we by any chance have any views of the Pennsylvania website?  Okay.  If you see the site, you will see what we mean.  We've been asked for the URL.  PAearlyhearing.org.  PAearlyhearing.org.  As a final thing today, we would like to show on the screen some observations and planned activities that came from the state stakeholder meetings yesterday for you to consider and take home as you go.  We'll just let those roll.  

(End of session)
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