Documenting and Reporting
Hearing Screenings/Evaluations

florida ;
newborn-screening

Children’s Medical Services




Objectives

Learn the difference between a hearing
screening and a hearing evaluation.

Become familiar with the documentation and
reporting expectations for hearing screenings.

Become familiar with the documentation and
reporting expectations for hearing ‘-
evaluations.

Appreciate the importance of appropriate
documentation and reporting.




Screening vs. Evaluation

Screenlng

Done by an audiologist,
physician or appropriately
supervised individual who has
completed documented training
specifically for newborn hearing
screening.

« OAE/ABR

* For all babies

o Determines the need for an in-
depth hearing diagnostic
evaluation

 Due by 1 month of age

 Documented on specimen card

or Repeat Hearing Screening
form

Evaluation

Done by an audiologist with
expertise with infants, preferably
a CMS-approved audiologist

Battery of tests

For babies who failed 2
screenings

Rules out or confirms hearing
loss

Due by 3 months of age

Documented on Diagnostic
Hearing Evaluation form



Screening Documentation

Option #1
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A Closer Look at Option #1

HEARING SCREENING
DARKEN CIRCLES THAT APPLY

LEFTEAR () pass () REFER | RIGHTEAR () pass () REFER

(O oae () ABR (O oae () ABR

HEARING RISK STATUS: (DARKEN CIRCLES THAT APPLY)

FAMILY BIRTH WEIGHT
HISTORY O PpPHN (O ecmo <1500 GRAMS

O HYPERBILIRUBINEMIA/HAD EXCHANGE TRANSFUSION

REASON HEARING WAS NOT SCREENED:
(DARKEN ALL CIRCLES THAT APPLY)

O MISSED O PARENT/GUARDIAN REFUSED

(O NOT YET SCREENED (NICU) TRANSFER (O OTHER




creening Documentation

Repeat Hearing Screen Fom
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A Closer Look at Option #2

NEWBORN'S INFORMATION: (Please Print)

Newborn's Last Name Newborn's First Name

Date of Birth

Birth Order (if a multiple) MM-DD-YY

Birth Hospital Newborn's Hospital Medical Record #
MOTHER’S INFORMATION:

Mother's Last Name Mother's First Name

Mother's Social Security Number (please provide entire number- not just the last 4 digits)



A Closer Look at Option #2 Cont.

HEARING SCREEN RESULTS:

Date of Hearing Screen

tAMA-D D=
C ts:
Right Ear L eft Ear =ommems
Fass Fass
Refar Refar
Last Test Method(s) used:
Fight Ear Left Ear
DAE DAE
ABR ABR

Hearing risk status — Check all that apply:
Family history (blood relative with permanent hearing loss in early
childhood, e .q. grandparent, parent, aunt, uncle, first cousin, siblings)
FEHMN
ECHO
Hyperbilirubinemiahad exchange transfusion
Low-birth weight (less than 1500 grams)
MICL

[ ] et

Ferson Completing Form Fhone Mumber




What is done with the screening
information?

Copy of results are sent to primary care physician
Results trigger automated letters and follow-up phone calls

Used to measure performance and provide technical
assistance

Data is reported for each hospital for each month on
Newborn Screening's website.
Data 1s reported to the Centers for Disease Control (CDC):
— Births
— Screened
— Not Screened and why
— Passed
— Daid not pass




Example of Monthly Report
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What happens when results are
reported to the state?
» Nothing if never screened or passed.

 Letters if refer:
— 15t letter sent 8 days from 1nitial refer

— 20d Jetter sent 40 days from 15¢ letter
— 3rd Jetter sent 28 days from 29 letter

» Phone calls if refer:
— 1%t call made two weeks from 1nitial refer

ol

— 31 call made another week later if still no contact

— 20d 311 made a week later if no contact




Diagnostic Evaluation
Documentation
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Completing the Diagnostic
Hearing Evaluation Form

e Use most current version

« Record single visit only

] Diagnostic Hearing Evaluation Form SHINE #
L8 fening Departinent of Health, Children’s Medical Services (CMS), Newborn Screening Program | NEHS use only
g Compleie this it OMLY for infaniks or toddlers up o age 36 months
1
* Andiology Clinic *Phone Number *Diate of Visitj

(Record the date of the office visit
not date form was completed)



Completing the Diagnostic

Hearing Evaluation Form cont.

« Complete the demographic section
completely

J

Demographic Informaation (ftems with an asterisk * are required) PLEASE PRINT

*Child’s Name | *Child’s DORB * Gender
*Street Address *Multiple Birth Order

*City *Zip *Birth Mother's Name

* Conmity *Home Phone *Wother's Social Security Number
*Phone = (if different froen mother’s) *Birth Hospital

*Primary Langnage of Famnily *Child resides with

*Priznary Care Physician *Physician Phone

Physician Address Physician Fax

*1CDY codeis) (required for hearing Loss only)




Completing the Diagnostic 4/
Hearing Evaluation Form cont.

 Complete the Audiological Evaluation Results
section completely (Level 1- tests performed and
Level 2- degree and type of hearing loss)

Andiological Evaluation Results
Level 1 - Ihagnostic evaluation resulis from this visit (Please record Pass (P) or Fail (F)):
01 02 03 04 05 06 o7 08 09 10
Diagnostic Bone Tone Tone steady Diagnostic High Freyg Middle
ABR Cond Burst Burst ABR Hiate OAE Immittance/ Ear Muscle
ABR ABR 500 1000 ASBR Tympanogram BOA YVRA Reflex
Right Ear _F_F o - _F_F _F_F LR _F _F poBo GRS AR VE _PF_F
Left Ear P _F | _ P _F| _ P _F| _P_F| _F_F| _P_ P _F P _F| _F_F| _PF_F
Level 2 — Type and degree of hearing loss suspected (5) or confimed (C) during this vi=2.
01 02 03 05 & u7 ] i 10
MNone Mild Moderate Severe Profound Sensori- — Penmanent — Penmarert Auditory
= & = _ __Temporany __Temporany
16-20 dB 20-40 4B 40-60 AB 60-80 4B = 80 4B Meural Conductive Mixed Dyssynchrony
RightEar | 5 ¢ 8 5 5 5 B o 8 5 5
Left Ear i R Gl EB EBe A0 Gl ER . Gl _i_C 5
I I




Y,

Completing the Diagnostic
Hearing Evaluation Form Cont. ¢

* Select appropriate diagnosis in the Referral and Follow-
up section

“EFeferral and Follow-Up Informacdon - At the conclusion of this visit, overall heaning stams 15 considered

#* Deferral to r,r.cuur local O E;a.rlf,r.ﬂ.t e ¢ forPart O servces is
toquired bor Jow (34 CFR, & 303321 .0 within 2 worldrg doya of

L At iy e heating loss confitmation (hot to chide children whith meddle ear

_ Apparent middle ear dyefunction; returt for smore tests after weeks effiusion without additional permanent hearing loss).

__ Inconclusive or bordetline results; retumn i weeks to contirm Tate nf referral to CWS-Farly Steps

— Mledical zomplications prevent heanng testng until ege _ months Commenis: (ie, late cneet lose, melformations, further referral, ete)
Woghowfor appowtmentis) in wreeke

__ Permanent/ long term hearing loss has been confirmed during this visit

« Form can suffice as areferral to Early Steps

e Include in comments section:
— |If passed newborn hearing screening
— Presence of syndromes or known etiologies
— If already receiving early intervention services
— Date of further confirmatory hearing testing



Completing the Diagnostic 4
Hearing Evaluation Form Cont. ¢

 Requesting Hearing Aid Listening Kits
 Completing the Audiologist name and address section

Materials Requested from CNVS Newhorn Screening Program

Y N Thechild uses or will use hearing aids? (If yes, a listening iest kit will he sent to the audiologist.) FAX Form to (850) 245-4049.

‘Aundiologist's name: *Audiologist's signature:

‘Audiologist Address:

Street Euite City & State ZIP

Please return this forr by matl or by fax to the FL Dept. of Health, Childven’s Iedical Services, Mewhom Screenimg Program, which i located at 4052 Bald Cypress Way Bin
&6 Tallahassee, Flotida 32399-1707. If you need assistance cotupleting or subratting this fortn, cordact the Newbom Screening Prograta toll free at (266) 289- 2037 ar local
at (850) 2454201, Revised7/30/10 Hearing 0003

(This date shows when the form was last revised to ensure you have
the most current form.)




Common Errors with
Documenting Evaluation

» Leaving required fields blank.
* Not filling 1n birth order for a multiple.
* Not giving an ICD-9 code

» Faxing the clinic/office note instead of
this form.

* Not taking advantage of free listening kit.
» Waiting too long to fax the form.



What is done with the
evaluation information?

Referral is faxed to Early Steps if hearing loss 1s
confirmed

Packet of information 1s sent to parent if hearing loss
1s confirmed

Hearing aid listening test kit 1s sent to audiologist

Primary care physician 1s notified if hearing loss is
confirmed

Letters/phone calls stop 1f hearing loss 1s ruled out
Data 1s reported to the CDC

Audiologist 1s informed of opportunity to become
CMS-enrolled 1f not previously considered



Goals of Newborn
Hearing Screening

* By 1 month of age-hearing
screening completed

'  + By 3 months of age-

o hearing loss diagnosis
| O confirmed

7 ; » By 6 months of age-early
— intervention services start



Become a CMS-Approved Audiologist

 Only a select group of the audiologists in Florida
meet the criteria so approved individuals are
recognized as a member of this elite group.

 |ndividuals, not offices, are CMS approved
meaning this Is a prestigious distinction
INDIVIDUALS earn and can include on their
resumes.

e This list Is shared with birth hospitals, physicians
and parents, increasing recognition in the
community and possible referrals.

* Apply at hitps://www.cmskidsproviders.com.




Newborn Screening
Program Staff

Please contact one of the following individuals
with any questions about hearing screening reporting.

1-866-289-2037 (toll-free)

Lois Taylor, Director of Newborn Screening

lois_taylor@doh.state.fl.us

Pam Tempson, EDHI Coordinator- Program Leader and Grants
pam_tempson@doh.state.fl.us

Rachel Eastman, Follow-Up Coordinator — Reports and Data Collection
rachel eastman@doh.state.fl.us

Shana Wetherington, Follow-Up Coordinator — Hearing Loss and SHINE
shana wetherington@doh.state.fl.us

Whitney Jones, Senior Clerk — Daily Data Entry

whitney jones@doh.state.fl.us

Stefane Fronek, Senior Clerk — Parent Liaison

Stefane fronek@doh.state.fl.us




For Training or Technical

J

Assistance:

Laura Olson

Hospital Hearing Educator

(407) 592-8415

Laura Olson@doh.state.fl.us

wWww.cms-kids.org

www.doh.st

rate.fl. us/cms/nbscreen. hi

tml




Questions




