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>> 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. 
